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PERCODAN 


in  moderate  to 
moderately  severe  pain. . . 


Each  scored  yellow  PERCODAN*  Tablet  contains  4.50  mg. 
oxycodone  hydrochloride  (Warning:  May  be  habit-form- 
ing), 0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit-forming),  0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

Throughout  the  wide  middle  range  of  pain  PERCODAN 
assures  speed,  duration,  and  depth  of  analgesia  by  the 
oral  route  plus  the  reliability  that  counts  so  much. 
PERCODAN  acts  within  5 to  15  minutes. ..usually  provides 
uninterrupted  relief  for  6 hours  or  longer  with  just  l 
tablet. ..rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours.  Precautions, 
Side  Effects  and  Contraindications— The  habit-forming 
potentialities  of  PERCODAN  are  somewhat  less  than  those 


of  morphine  and  somewhat  greater  than  those  of  codeine. 
The  usual  precautions  should  be  observed  as  with  other 
opiate  analgesics.  Although  generally  well  tolerated, 
PERCODAN  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  PERCODAN  should  be  used  with  caution 
in  patients  with  known  idiosyncrasies  to  aspirin  or 
phenacetin,  and  in  those  with  blood  dyscrasias.  Also 
Available:  PERCODAN®-DEMl,  each  scored  pink  tablet 
containing  2.25  mg.  oxycodone  hydrochloride  (Warning: 
May  be  habit-forming),  0.19  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.19  mg.  homatropine 
terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  *U.  S.  Pats.  2, 628.185  and  2,907,768  I 
Literature  on  request. 
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STRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  the  body 
mobilize  defenses  during  convalescence. ..aid  response  to  primary  therapy. 
The  patient  with  a severe  infection,  and  many  others  undergoing  physio- 
logic stress,  may  benefit  from  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B i (as  Thiamine  Mononitrate)  1 0 mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B ) 2 Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  "reminder" 

jars  of  30  (one  month’s  supply) 
(three  months’  supply) 

and  100 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y. 
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Rules  for  Detail  Men 

Edmund  V.  Olson,  M.D.  and  Robert  D.  Funkhouser,  M.D. 


1.  Unload  all  free  samples  in  this  room.  No  exceptions. 

2.  Absolutely  no  canned  details. 

3.  No  bar  graphs.  No  reprints.  If  yours  were  not  on  top  you  wouldn’t  be 
detailing  it!  ! ! 

4.  Please  memorize  physiology,  pharmacology,  structural  formula,  and 
council  accepted  names  of  your  own  product  as  well  as  the  competi- 
tion’s before  proceeding. 

5.  At  least  one  good  story  per  visit. 

6.  Also  buy  one  raffle  ticket  (when  in  season). 

7.  These  rules  subject  to  amendment  by  management  without  notice. 

AMENDMENTS:  (Revised  as  of  December  21,  1964) 

1.  No  quoted  testimonials  by  “Big  Town  Doctors  with  “miracle  cures” 
by  “miracle  drugs’  unless  name  and  address  of  physician  is  given. 

2.  Do  not  quote  journals  except  by  name  of  author  and  his  institution 
with  academic  or  clinical  rank. 

3.  Know  which  exchange  lists  your  company  stocks,  and  with  whom  you 
have  merged  with  Friday’s  closing  price. 

4.  Statements  such  as,  “Doctor,  will  you  evaluate  this  product,”  or  “Will 
you  try  this  drug,”  carry'  a penalty  of  automatic  expulsion. 

5.  Know  the  “Feds”: 

a.  Have  you  been  F.D.A.  d or  anti-trusted  lately? 

b.  How  much  ransom  did  you  pay  Castro? 

c.  Which  Cabinet  post  has  LBJ  promised  your  Big  Boss? 

6.  Under  what  trade  name  does  your  company’s  “unethical”  division  sell 
the  same  damn  thing  without  prescription? 

KINDLY  ENDORSE  BELOW  BEFORE  PROCEEDING  WITH  DETAIL: 
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MOlUSINGSIDE 

HOSPITAL 

Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• All  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 

Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 

HENRY  COE, 

Administrator 

10008  S.  E.  Stark  Street  Portland  16,  Oregon 
Inquiries  invited  Phone:  ALpine  2-5571 

Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 


Neuroses 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292-2641  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of  your 
problems  relating  to  Alco- 
holism as  a courtesy  to  the 
profession.  Telephone  at 
any  hour.  Illustrated  litera- 
ture on  request. 

MEDICAL  STAFF 
John  R.  Montague,  M.D. 
Merle  M.  Kurtz,  M.D. 

Marvin  J.  Weinstein,  M.D. 
Norris  H.  Perkins,  M.D. 

John  W.  Evans,  M.D.,  Consult- 
ing Psychiatrist 

Physicians 
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Unretouched  aerial  photo  of  the  new  Shadel  Hospital.  The  hospital 
designed  specifically  for  the  treatment  of  alcoholism  is  now  completed 
and  in  operation  at  12001  Ambaum  Boulevard  S.W.,  Seattle.  CHerry  4-8100. 


^Sliaclzf, 


The  setting  for  the  52-bed  hospital  is  in  a suburban  area  which  provides 
the  convenience  of  close  contact  with  all  of  the  medical  facilities  of  the  City  of 
Seattle,  combined  with  the  quiet  surroundings  and  peaceful  atmosphere  of  a 
secluded  district. 

The  design  of  the  hospital  is  both  modern  and  functional  and  will  maintain 
the  personal  and  homelike  atmosphere  which  has  been  synonymous  with  Shadel 
Hospital  treatment. 


APPROVED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION 


MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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It’s  enthusiasm  for  Belap  relief  that  brings  on  this 
exuberance.  Belap  simultaneously  relaxes  nervous 
tension  and  soothes  smooth  muscle  spasm  due  to 
Gl  hypermotility.  The  natural  belladonna  alkaloids 
combined  with  phenobarbital  provide  safe,  predict- 
able antispasmodic  and  sedative  action  to  relieve 
pain  and  distress  of  visceral  spasm  in  peptic  ulcer, 
abdominal  pain  and  cramps,  pylorospasm,  nausea 
of  pregnancy,  nervous  indigestion  and  motion  sick- 
ness. Use  Belap  Ty-Med  tablets  whenever  timed- 
release  medication  for  smooth,  round-the-clock  anti- 


cholinergic and  sedative  action  is  desired.  Even  the 
price  is  designed  to  keep  your  patient  calm  and 
collected. 

Each  Belap®  Tablet  contains: 

No.  0 No.  1 No.  2 

Phenobarbital  (Warning, 

may  be  habit  forming)  8 mg.  15  mg.  30  mg. 

Belladonna  Extract  8 mg.  8 mg.  8 mg. 

One  tablet  three  times  daily. 

Available  in  bottles  of  100  and  1000. 


Belap  Ty-Med*  (Modified  formula) 

Each  tablet  contains: 

Amobarbital  (Warning,  may  be  habit  forming)  50  mg. 
Homatropine  Methylbromide  7.5  mg. 

* Lemmon  brand  of  timed-release  medication. 

One  Ty-Med*  tablet  morning  and  night. 

Available  in  bottles  of  30  and  100  tablets. 

Observe  the  usual  precautions  for  barbiturates  and 
parasympatholytic  compounds. 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 


HAACK  LABORATORIES,  INC,,  Division  of  Lemmon  Pharmacal  Company,  Portland,  Oregon  97208 
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CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished os  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


Assistance  Cited 

EDITOR,  NORTHWEST  MEDICINE: 

I should  appreciate  an  opportunity  to  acknowl- 
edge the  assistance  afforded  by  Rex  Underwood, 
M.D.,  in  performing  the  plethysmography  for  the 
article  on  peripheral  vascular  disease  associated 
with  flat  feet,  that  appeared  in  the  October  issue. 

Sincerely, 

WALTER  F.  ALEXANDER,  JR.,  M.D. 

3181  S.VV.  Sam  Jackson  Park  Road 
Portland,  Oregon  97201 

Any  Valid  Evidence? 

EDITOR,  NORTHWEST  MEDICINE: 

Perhaps  Dr.  Mighell’s  article  (September,  1964) 
on  psychodynamics  of  antifluoridation  was  very  well 
taken.  It  is  also  a practical  fact  that  as  Dr.  Simpson 
states  (correspondence,  November,  1964)  doctors 
are  fed  up  with  having  their  medical  meetings  and 
perhaps  literature  disturbed  with  the  pros  and  cons 
of  fluoridation. 

Yet,  each  doctor  has  a duty  to  himself  to  examine 
each  issue  that  confronts  him,  his  patients  and  his 
community,  not  on  the  basis  of  psychological  dic- 
tates, or  on  the  basis  of  what  disturbs  his  equanimi— 
nity,  but  on  the  basis  of  careful  scientific  reason. 

There  is  little  doubt  that  fluoridation  delays  the 
decay  in  both  children’s  and  adults’  enamel.  Yet, 
the  mature  erupted  enamel,  important  as  it  is  to  the 
human  organism,  is  devoid  of  the  ameloblasts  that 
formed  it. 

The  correct  approach  as  to  whether  the  fluoride 
ion  is  toxic  or  not  is,  1.— through  reason:  to  ask  how 
one  fluoride  ion  behaves  in  one  cell.  The  biochem- 
istry book  says  that  it  is  antienzymatic  by  virtue  of 
uniting  with  magnesium  and  other  cations  to  pre- 
vent the  completion  of  metabolic  actions.  The  chlo- 
ride ion  with  a less  powerful  affinity  for  these  ca- 
tions is  not  antienzymatic.  Because  of  the  vastness 
of  the  biological  microcosm  it  then  becomes  a neces- 
sity to  ask  oneself:  is  there  any  valid  evidence  that 
the  small  amount  of  fluoride  ion  has  any  demonstra- 
ble effect  of  toxicity  on  the  human  organism.  This 
brings  up  that  which  is  very  interesting,  2.— the  study 
of  the  pathogenesis  of  mottled  teeth. 

Mottled  teeth  only  occur  in  the  first  nine  years 


of  life  of  those  who  drink  water  containing  the  fluor- 
ide ion.  This  is  the  only  time  for  practical  purposes 
that  the  enamel  has  functioning  cells.  The  mottle 
is  a deposit  of  incomplete  chemical  and  biological 
products  laid  down  in  a disorderly  fashion  by  a 
group  of  ameloblasts  having  their  enzymatic  func- 
tion interfered  with  by  fluoride  ions.  (Textbook  of 
Pathology,  With  Clinical  Applications,  Robbins, 
Stanley  L.,  W.  B.  Saunders  Company,  Philadelphia, 
Pa.,  1962.) 

Six  to  ten  per  cent  of  children  drinking  the  one 
part  per  million  artificially  fluoridated  water  show 
very  slightly  mottled  teeth. 

As  a physician  and  person,  I do  not  pale  at  drink- 
ing a glass  full  of  artificially  fluoridated  water,  al- 
though I would  rather  not.  My  scientific  curiosity 
causes  me  to  wonder  what  disinterested  statistics 
show  on  the  one  part  per  million  fluoridated  water 
used  as  mouthwashes  after  each  meal  in  young  chil- 
dren. 

I respectfully  submit  that  I have  dealt  with  easily 
supportable  scientific  facts  and  not  the  customary 
ad  hominen,  ad  ignoratium,  ad  verecundium,  ad 
misericordium,  the  logical  fallacy  of  analogy  and 
circular  reasoning  which  greatly  contribute  to  the 
reluctance  of  doctors  to  hear  more  of  the  pros  and 
cons  of  fluoridation.  Furthermore,  if  I am  in  error 
about  mottled  teeth  themselves  representing  mild 
systemic  toxicity,  I would  welcome  honest  scientific 
refutation. 

My  personal  interest  in  fluoridation  came  about, 
not  because  I had  strong  feelings  one  way  or  die 
other  about  the  subject,  but  after  ten  or  twelve  years 
of  periodic  discussion  no  one  in  our  society  seemed 
to  have  a first-hand  knowledge  of  basic  science  con- 
cerning it. 

Sincerely  yours, 

ROY  E.  HANFORD,  M.D. 

Route  3,  Box  145,  Roseburg,  Oregon 

Note  from  the  Editor 

When  the  article  on  gastroschisis  (pages  33- 
35  in  this  issue)  was  reviewed  prior  to  accept- 
ance, one  of  the  reviewers  questioned  the  term, 
feeling  that  gastro  is  always  interpreted  as  a 
combining  form  meaning  stomach.  The  Greeks 
had  a word  for  it,  however,  meaning  either 
stomach  or  belly.  It  was  gaster  and  the  combin- 
ing form  gastro  was  derived  from  it.  The  follow- 
ing reaction  just  couldn’t  be  repressed: 

The  iniquity  of  antiquity 
Comes  leaping  off  the  page 
For  separation  of  translation 
Was  not  of  bygone  age 
When  masters  talked  of  gasters 
And  did  not  separate 
Varieties  of  all  parieties 
Twixt  pedalese  and  pate. 
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only  the  treatment  has  changed*.. 


Fred  Wise,  M.D.,  1881  - 1950  — Dr.  Fred  Wise  was  a great  teacher,  Senior  Editorship  of  the  Year  Book  of  Dermatology  and  Syphilology; 

an  outstanding  clinician,  a major  contributor  to  the  progress  of  the  and  Clinical  Professorship  of  Dermatology  and  Syphilology  at  Colum- 

specialty  of  dermatology.  Among  Dr.  Wise’  outstanding  accomplish-  bia  University.  During  his  career,  Dr.  Wise  amassed  a collection  of 

ments  are  included:  contribution  of  over  100  articles  to  dermatologic  over  2,000  lantern  slides,  making  full  use  of  these  in  his  teaching  ac- 

literature;  Presidency  of  the  American  Dermatologic  Association;  tivities.  The  slide  reproduced  on  this  page  is  from  the  Wise  Collection. 


. . today 


when  the  suffering  of 
psoriasis  brings  the  patient 
to  you  for  help 


sy »i 


[FLU0C1N0L0NE  ACETONIDE] 


One  of  the  most  significant  developments  in  today’s  treat- 
ment of  inflammatory  dermatoses  is  the  synthesis  of  the 
unique  topical  corticosteroid,  fluocinolone  acetonide.  World- 
wide medical  literature  documents  the  superiority  of  this 
anti-inflammatory,  antipruritic  agent  above  all  other  topical 
corticosteroids.  It  acts  rapidly  and  consistently,  providing 
maximum  benefit  for  your  patient. 


“marked  success”  . . . “early  dramatic  improvement”3;  “of 
great  significance”5;  “excellent  results”  . . . “most  gratifying”9 

Synalar  (fluocinolone  acetonide)  provides  rapid  anti-inflam- 
matory, antipruritic  effects1-5;  highest  topical  activity1'6’7;  re- 
sults comparable  to  those  of  systemic  and  intralesional  corti- 
costeroids, with  fewer  hazards.2’3'8 

Available  in  selective  dosage  forms  and  concentrations 
adapted  to  individual  needs,  Synalar  (fluocinolone  acetonide) 
is  effective  in  a wide  range  of  inflammatory  dermatoses — 
severe  or  mild,  chronic  or  acute,  widespread  or  localized. 

Successfully  relieve  the  suffering  of  psoriasis — support  your 
therapeutic  regimen  with  Synalar  (fluocinolone  acetonide). 

1.  Cahn.M.M.and  Levy.  E.  J. : J New  Drugs  7:262  (Nov-Dec)  1961.  2.  Feldman.  I.: 
JAmer  Osteopath  Assn  63: 257  (Nov)  1963.  3.  Kanee,  B. : Canad  Med  Assn  J 88: 999 
(May  18)  1963.  4.  Meenan,  F.  O.:  J Irish  Med  Assn  52:75  (Mar)  1963.  5.  Samitz, 
M.  H.:  Curr  Ther  Res  4:589  (Dec)  1962.  6.  McKenzie,  A.  W.:  Arch  Derm  86:611 
(Nov)  1962.  7.  Scholtz.  J.  R.,  et  at:  Scientific  Exhibit,  12th  International  Congress  of 
Dermatology  (Sept)  1962.  8.  Scholtz,  J.  R. : Calif  Med  95:224  (Oct)  1961.  9.  Tye, 
M.  J ,,etal:  Arch  Derm  87: 27  (Jan)  1963. 


Available : For  initiation  of  therapy — Cream  0.025%,  5 and  15  gm.  tubes.  For  main- 
tenance  therapy — Cream  0.01%,  45  gm.  tubes.  For  emollient  effect — Ointment  0.025%, 
15  gm.  tubes.  For  infected  dermatoses — Neo-Synalar®  (0.025%  fluocinolone  acetonide, 
0.5%  neomycin  sulfate)  Cream,  5 and  15  gm.  tubes.  Also  available — Synalar  (fluocino* 
lone  acetonide)  Solution — 0.01%.  20  cc.  and  60  cc.  controlled-drop  dispensers. 
Precautions:  Synalar  (fluocinolone  acetonide)  preparations  are  virtually  nonsensitizing 
and  nonirritating.  Neomycin  rarely  produces  allergic  reactions.  As  with  all  antibiotics, 
prolonged  use  may  result  in  overgrowth  of  nonsusceptible  organisms:  if  this  occurs, 
appropriate  therapy  should  be  instituted.  Although  side  effects  are  not  ordinarily  en- 
countered with  topically  applied  corticosteroids,  as  with  a drug,  a few  patients  may 
react  unfavorably.  Where  there  is  systemic  infection  or  severe  iocal  infection,  systemic 
antibiotics  should  be  considered,  based  on  susceptibility  testing. 

Contraindications:  Tuberculous,  fungal,  and  most  viral  lesions  of  the  skin  (including 
herpes  simplex,  vaccinia,  and  varicella).  Not  for  ophthalmic  use. 

when  complicated  by  infection 
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FLUOCINOLONE  ACETONIDE,  0.5%  NEOMYCIN  SULFATE] 
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or  hairv  sites 
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FLUOCINOLONE  ACETONIDE 


selective  therapy  for  problem  sites : 

The  physical  characteristics  of  intertriginous  and  hairy  areas 
often  present  special  problems  which  make  therapy  of 
inflammatory  dermatoses  at  these  sites  difficult,  complicated, 
or  cosmetically  unacceptable  to  the  patient.  These  problems 
create  the  need  for  a selective  form  of  therapy,  one  in  which 
the  vehicle  assumes  critical  importance.  New  Synalar  Solution 
(an  exclusive  combination  of  fluocinolone  acetonide  and  pro- 
pylene glycol ) has  been  developed  to  meet  these  needs. 


benefits  of  the  vehicle : propylene  glycol 

Hygroscopic  qualities  provide  a drying  effect  in  moist  sites. 

Antimicrobial  activity  provides  additional  protection  where 
secondary  infection  is  prone  to  develop. 

Low  surface  tension  permits  ease  of  application  and  pene- 
tration into  hairy  areas  or  body  folds. 

Nontoxic,  nonsensitizing,  nongreasy,  and  does  not  cake. 

benefits  of  the  therapeutic  agent : 

Synalar  (fluocinolone  acetonide) 

Synalar  (fluocinolone  acetonide)  has  unsurpassed  anti-inflam- 
matory, antipruritic  activity.  Documented  results  show  that 
this  successful  topical  corticosteroid : 


• is  consistently  effective  both  initially  and  if  retreatment 
is  required. 

• rapidly  relieves  pruritus. 

. controls  both  chronic  and  acute  conditions. 


. is  economical  because  less  medication  is  required  to  rapidly 
achieve  optimum  results. 

Prescribe  Synalar  (fluocinolone  acetonide)  Solution-  ideally 
suited  for  selective  therapy  of  inflammatory  dermatoses  in 
intertriginous  or  hairy  areas. 


availability:  Synalar  (fluocinolone  acetonide)  Solution  0.01%,  20  cc.  and 
60  cc.  controlled-drop  dispensers. 

side  effects:  In  some  patients  with  dry  lesions,  solution  may  increase  dry- 
ness, scaling  or  itching.  Application  to  denuded  or  fissured  areas  may 
produce  burning  or  stinging. 

precautions:  Although  propylene  glycol  has  antimicrobial  activity,  infect- 
ed lesions  require  appropriate  evaluation  and  therapy. 
contraindications:  Tuberculous,  fungal  and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  varicella).  Not  for  ophthalmic  use. 

tn  original  steroid  from 


LABORATORIES  INC  PALO  ALTO.  CALUv 


""  Trouble  is  I don’t  see  any  way  out. 
I'm  at  a dead  end  in  this  job  and  with 
the  kids  and  all  I can’t  start  over  now 
learning  anothe 


RECOGNIZE 
THIS  PATIENT? 


Indications:  Depression,  both  acute  (reactive)  and  chronic,  especially  when  the  depression  is  accompanied  by  anxiety,  insomnia,  and  related  symptoms.  Contraindications: 
Benactyzine  hydrochloride  is  contraindicated  in  glaucoma.  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subsequent  use  Precautions:  Should 
administration  of  meprobamate  cause  drowsiness  or  visual  disturbances,  the  dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery  or  other  activity  requiring 
alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of  excessive  alcohol  may  possibly  be  increased  by  meprobamate.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies.  Consider  possibility  of  dependence,  particularly  in  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually 
after  prolonged  use  at  high  dosage.  Abrupt  withdrawal  may  precipitate  recurrence  of  pre-existing  symptoms,  or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Grand  mal  seizures  may  be  precipitated  in  persons  suffering  from  both  grand  and  petit  mal  Side  effects:  Side  effects  associated  with  ‘Deprol’  have  consisted 
primarily  of  drowsiness  and  occasional  dizziness,  and  infrequent  skin  rash  and  nausea.  Benactyzfne  hydrochloride  - Benactyzine  hydrochloride,  particularly  in  high  dosage, 
may  produce  dizziness,  thought-blocking,  a sense  of  depersonalization,  and  a subjective  feeling  of  muscle  relaxation,  as  well  as  anticholinergic  effects  such  as  blurred 
vision,  dryness  of  mouth,  or  failure  of  visual  accommodation  Other  reported  side  effects  have  included  gastric  distress,  allergic  response,  ataxia,  and  euphoria. 
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When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation 
with  no  somatic  disorder 

-start  the  patient  on  ‘Deprol’ 

Typical  situations  in  which  ‘Deprol’  is  indicated: 

marital  or  other  family  problems  ■ death  of  a loved  one  ■ financial  worries  ■ 
fear  of  cancer,  heart  disease  or  other  life-threatening  illness  ■ pre- 
and  post-operative  apprehensions  ■ retirement  problems,  and  many  other 
stressful  situations  which  cause  the  patient  to  feel  a sense  of  loss, 
guilt  or  unworthiness 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood  of  the 
depressed  patient  without  the  agitation  and  “jitters”  that  often  accompany 
“energizer”  therapy  alone. 

2.  ‘Deprol’  restores  normal  sleep,  relaxes  physical  tensions,  and 
improves  appetite. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 

5.  When  depression  and  anxiety  accompany  physical  illness,  ‘Deprol’  is 
compatible  with  drugs  used  to  treat  these  organic  conditions. 


Deprol 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 


WALLACE  LABORATORIES / Cranbury.  N.  J. 


CO-3561 


Meprobamate  - Drowsiness  may  occur  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dose.  Allergic  or  idiosyncratic  reactions  are  rare,  generally  developing  after 
one  to  four  doses  of  the  drug.  Mild  reactions  are  characterized  by  an  urticarial  or  erythematous,  maculopapular  rash.  Acute  nonthrombocytopenic  purpura  with  peripheral 
edema  and  fever,  transient  leukopenia,  and  a single  case  of  fatal  bullous  dermatitis  after  administration  of  meprobamate  and  prednisolone  have  been  reported.  More 
severe  and  very  rare  cases  of  hypersensitivity  may  produce  fever,  chills,  fainting  spells,  angioneurotic  edema,  bronchial  spasm,  hypotensive  crises  (1  fatal  case),  anuria, 
stomatitis,  proctitis,  and  anaphylaxis.  Treatment  should  be  symptomatic  and  the  drug  not  reinstituted.  Isolated  cases  of  agranulocytosis  and  thrombocytopenic  purpura,  and 
a single  fatal  instance  of  aplastic  anemia  have  been  reported,  but  only  when  other  drugs  known  to  elicit  these  conditions  were  given  concomitantly  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  meprobamate  dosage.  Massive  overdosage  may  produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse 
Dosage:  Usual  starting  dose,  one  tablet  three  or  four  times  daily.  May  be  Increased  gradually  to  six  tablets  daily  and  reduced  gradually  to  maintenance  levels  upon  estab- 
lishment of  relief  Doses  above  six  tablets  daily  are  not  recommended  even  though  higher  doses  have  been  used  by  some  clinicians  to  control  depression  and  in  chronic 
psychotic  patients.  Supplied:  Light-pink,  scored  tablets,  each  containing  meprobamate  400  mg.  and  benactyzine  hydrochloride  1 mg.  Before  prescribing,  consult  package  circular. 
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when  preoperative  fear  reflects 


Rx 


the  intensity  of  your  patient’s  tension... 

1171  Ry?X 

(hydroxyzine  HCl)'° 
for  any  age-for  any  stage  of  anxiety 


jlets 
syrup 
parenteral 


Powerful  enough  to  ensure  easy  acceptance  of  surgery  and  anesthesia 

Calm,  cooperative  quiescence  is  the  state  induced  in  apprehensive  surgical 
patients  premedicated  with  hydroxyzine  HCI.  Among  its  other  advantages  are 
the  added  antiemetic  property  which  minimizes  postoperative  vomiting,  and 
its  mild  potentiating  action  which  frequently  reduces  requirements  for  adjunc- 
tive narcotics. 

Safety  record  permits  use  in  children  and  debilitated  geriatric  patients 

Even  after  extensive  use  in  patients  ranging  from  very  young  to  very  old,  Atarax 
(hydroxyzine  HCI)  has  maintained  an  outstanding  record  of  safety. 

No  matter  how  anxiety  manifests  itself,  or  how  severe  it  is,  you  can  count  on  hy- 
droxyzine HCI  for  rapid,  effective  relief.  The  wide  variety  of  dosage  forms  makes 
administration  flexible  by  any  standards  of  convenience,  patient  preference,  or 
emergency  requirements  within  the  recommended  dosage.  You  can  adjust  the 
dosage  to  whatever  level  best  controls  your  patient's  degree  of  anxiety.  Oral  dos- 
age for  adults  ranges  from  25  mg.  t.i.d.  to  1 00  mg.  q.i.d.  Recommended  dosage: 
1 00  mg.  to  1 50  mg.  daily  in  divided  doses.  The  daily  oral  dosage  for  children  6 
years  and  under  is  50  mg.  in  divided  doses;  for  those  over  6 years,  50-100  mg. 
in  divided  doses. 


FOR  EVERY  DEGREE  OF  ANXIETY,  IN  PATIENTS  UNDER  6 TO  OVER  60 


Contraindications:  Hydroxyzine  parenteral  solu- 
tion is  intended  only  for  intramuscular  or  intra- 
venous administration  and  should  not,  under 
any  circumstances,  be  injected  subcutaneously 
or  intraarterially.  Precautions:  Hydroxyzine  may 
potentiate  the  action  of  central  nervous  system 
depressants,  narcotics  such  as  meperidine,  and 
barbiturates.  In  conjunctive  use,  dosage  for  these 
drugs  should  be  decreased.  Because  drowsiness 
may  occur,  patients  should  be  cautioned  against 
driving  a car  or  operating  dangerous  machinery. 
The  usual  precautions  for  intramuscular  injec- 
tion should  be  followed;  soft  tissue  reactions 
have  rarely  been  reported  when  proper  tech- 
nique has  been  used.  On  intravenous  injection 
a few  instances  of  digital  gangrene  have  oc- 
curred distal  to  the  injection  site  considered  to 
be  due  to  inadvertent  intraarterial  injection  or 


periarterial  extravasation.  Therefore,  particular 
caution  should  be  observed  when  hydroxyzine 
parenteral  solution  is  administered  intrave- 
nously to  insure  injection  only  into  intact  veins; 
avoid  either  intraarterial  injection  or  extravasa- 
tion. Intravenous  administration  should  be  ac- 
complished slowly,  no  faster  than  25  mg.  per 
minute,  and  not  to  exceed  100  mg.  in  any  single 
dose.  Adverse  reactions:  Drowsiness  may  occur 
which  is  usually  transitory,  disappearing  spon- 
taneously in  a few  days  with  continued  therapy 
or  correctable  by  dosage  reduction.  Dryness  of 
the  mouth  may  be  seen  with  higher  doses.  In- 
voluntary motor  activity  has  been  reported  in 
some  hospitalized  patients  on  higher  than  rec- 
ommended dosage. 

More  detailed  professional  information  available 
on  request. 


In  any  condition  where  tissue  depletion  of  the  water-soluble  vitamins  is  suspected, 
Rx  RoeriBeC®  therapeutic  B-complex  with  500  mg.  of  vitamin  C. 


New  York,  N Y.  10017 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for 

the  World's  Well-Being® 


Stamp  of  Approval 
on  Virtually  any  Ulcer  Regimen- 
PRO-BANTHlNU 

(propantheline  bromide) 


Historically,  reduction  of  acid  and  motility 
in  peptic  ulcer  has  been  approached  through 
the  use  of  antacids,  dietary  management 
and  surgery. 

Since  1953,  however,  Pro-Banthine  used 
alone  or  in  addition  to  other  measures  has 
contributed  importantly  to  achieving  both 
of  these  goals.  It  has  been  shown  repeatedly 
that  adequate  doses  of  Pro-Banthine  will  sig- 
nificantly inhibit  gastric  acid  secretion  and 
reduce  gastrointestinal  motility. 

So  dependable  have  these  actions  been  that 
now,  for  many,  standard  treatment  of  peptic 
ulcer  and  several  allied  conditions  has  be- 
come antacids  plus  Pro-Banthine,  dietary 
management  plus  Pro-Banthine,  surgery 
plus  Pro-Banthine,  or  some  combination  of 
the  three. 

Pro-Banthine  has  become  the  most  widely 


prescribed  anticholinergic  for  patients  with 
peptic  ulcer,  functional  hypermotility,  irri- 
table colon,  pylorospasm  and  biliary  dyski- 
nesia because  patients  respond  favorably  to 
its  therapeutic  actions. 

Side  Effects  and  Precautions-Urinary  hesitancy, 
xerostomia,  mydriasis  and,  theoretically,  a 
curare-like  action  may  occur.  The  drug  is 
contraindicated  in  patients  with  glaucoma  or 
severe  cardiac  disease. 

Dosage -The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  tablets  daily  in  divided 
doses.  In  severe  conditions  as  many  as  four  tab- 
lets may  be  given  four  times  daily.  Pro-Banthine 
(brand  of  propantheline  bromide)  is  supplied  as 
tablets  of  15  mg.  and,  for  parenteral  use,  as 
serum-type  ampuls  of  30  mg. 

SEARLE 

Chicago,  Illinois  60680 

Research  in  the  Service  of  Medicine 
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EDITORIAL 


Pharmaceutical  A dvertising 


Like  the  unfortunate  Sisyphus,  forever  returning 
his  stone  to  the  top  of  the  hill,  the  physician 
seems  forever  condemned  to  clearing  a desk  of 
advertising  material.  No  sooner  has  he  discarded 
a mass  of  promotional  pieces  than  the  postman 
deposits  another  deluge  before  him.  He  picks 
up  a medical  journal  to  find  that  the  scientific 
information  he  needs  seems  to  be  lost  in  a wel- 
ter of  advertising  pages  embellished  with  colored 
inks,  striking  type  faces,  and  art  of  all  kinds. 

His  reading  is  then  interrupted  by  the  arrival 
of  a detail  man  who  further  clutters  his  desk 
with  samples,  brochures,  reprints,  and  charts  on 
the  effectiveness  of  the  newest  drug.  The  prob- 
lem of  Sisyphus,  concerned  with  only  one  stone 
and  one  hill,  seems  simple  by  comparison. 

Nevertheless,  advertising  always  serves  useful 
purposes.  It  serves  the  needs  of  the  advertiser 
and  it  is  useful  to  those  who  read.  It  is  an  indis- 
pensable part  of  the  private  enterprise  system. 
If  this  were  not  true,  advertising  would  have 
ceased  long  ago.  It  has  been  shown  over  and 
over  again  that  when  a firm  ceases  to  advertise 
it  soon  ceases  also  to  do  business. 

A survey  conducted  for  the  American  Medical 
Association  in  1958,  revealed  that  physicians 
almost  unanimously  feel  pharmaceutical  com- 
pany promotion  and  advertising  make  important 
contributions  to  postgraduate  education  of  physi- 
cians. 

Another  survey,  conducted  in  1955,  showed 
that  60  per  cent  of  physicians  glance  at  every 
piece  of  direct  mail  advertising  and  glance  at 
advertising  in  medical  journals  as  frequently  as 
they  look  at  scientific  articles.  An  additional  20 
per  cent  acknowledge  glancing  at  most  of  their 
direct  mail  advertising.  Major  difference,  in  use 


by  physicians  of  direct  mail  advertising  and 
journal  advertising,  was  that  direct  mail  is  read 
during  office  hours  while  the  physician  is  under 
pressure  and  90  per  cent  of  journal  advertising 
is  read  while  the  physician  is  in  a relaxed  state 
of  mind,  frequently  at  home. 

Both  surveys  were  nation-wide  and  were  done 
by  competent,  experienced  organizations.  There 
is  no  doubt  that  results  would  be  similar  if  like 
surveys  were  conducted  today. 

Another  research  project  on  use  of  advertising 
by  physicians  revealed  their  great  skill  in  select- 
ing the  advertising  messages  needed.  Reading  of 
advertising  is  always  a search  for  help,  usually 
with  a pressing  clinical  problem  or  one  encoun- 
tered frequently. 

It  has  been  shown  that  the  effect  of  a well- 
planned  advertising  campaign  can  be  traced  in 
the  number  of  prescriptions  filled  for  the  ad- 
vertised product.  At  least  one  test  has  been 
conducted  in  which  a specific  product  was  ad- 
vertised only  by  direct  mail.  Check  in  pharma- 
cies indicated  the  interesting  fact  that  pre- 
scriptions had  been  written,  for  the  product 
concerned,  by  physicians  who  denied  ever  read- 
ing direct  mail  advertising. 

All  studies  show  clearly  that  advertising  is 
effective  and  that  it  is  useful.  Information  is 
sought  by  physicians,  from  the  detail  man,  from 
journal  advertising,  and  from  direct  mail  adver- 
tising, usually  in  that  order.  Occasional  nuisance 
though  it  may  seem  to  be,  and  however  much 
the  physician  may  feel  akin  to  Sisyphus,  it  is 
clear  that  pharmaceutical  advertising  is  much 
too  important  to  be  ignored  as  a factor  in 
progress.  ■ 

H.  L.  H. 
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Bilateral  Pheochronwcytoma 

MORTON  PALKEN,  M.D.  / HECTOR  ALDAPE,  M.D.  Seattle,  Washington 


A case  of  bilateral  pheochronwcytoma  in  a child  is  discussed.  Presenting 
complaints  were  headaches,  diaphoresis  and  sustained  hypertension.  The  diag- 
nosis was  confirmed  by  an  elevated  vanillyl  mandelic  acid,  a positive  Regitine 
test  and  an  arteriogram  done  by  percutaneous  femoral  artery  puncture.  The 
tumors  were  removed  on  two  separate  surgical  procedures,  the  first  was  an 
emergency  after  the  child  had  developed  evidence  of  mycardial  ischemia  and 
impending  shock.  Arteriography  proved  to  be  of  considerable  value  in  detecting 
the  bilaterality  as  well  as  localizing  the  tumors,  one  of  which  was  superimposed 
over  the  hilus  of  the  kidney.  An  additional  significant  finding  was  a pecidiar 
change  in.  the  perirenal  adipose  tissues,  apparently  a metabolic  effect  of  this 
endocrine  neoplasm. 


This  experience  with  bilateral  adrenal  pheo- 
chromocytoma  in  a child  is  believed  worthy  of 
reporting,  not  only  because  of  its  rarity,  but  also 
with  reference  to  the  use  of  aortography  as  a 
diagnostic  aid.  In  addition,  the  unusual  nature 
of  the  adipose  tissue  surrounding  the  tumor  is  of 
interest. 

CASE  REPORT 

This  was  a five  and  one-half  year-old  male,  ad- 
mitted to  Northwest  Hospital  October  29,  1963. 
During  the  preceding  month  he  had  complained  of 
severe  headache,  weakness,  irritability,  photophobia, 
anorexia,  vague  abdominal  pain  and  episodes  of 
profuse  sweating.  He  also  had  intermittent  high 
fever  that  did  not  respond  to  antibiotic  therapy.  Past 
history  and  system  review  were  not  contributory. 
Four  half-siblings  were  living  and  well. 

Physical  examination  revealed  a well-developed, 
well-nourished  male  child.  Temperature  was  37.0  C. 
Pulse  was  regular,  rate  90,  respirations  16.  Physical 
examination  was  entirely  negative  except  for  hyper- 
tension. Blood  pressure  in  the  arm  was  140/100 
and  in  the  leg  165/100.  Urinalysis  revealed  inter- 
mittent albuminuria,  1 to  3 + ; hematocrit  38;  hemo- 
globin 12.2;  sedimentation  rate  (corrected)  25. 
White  blood  count  10,200  with  78  polys,  18  lymphs, 
3 monos,  5 eos.  Blood  urea  nitrogen  18;  Na  144 
mEq,  Cl  99  mEq,  COo  29  mEq,  cholesterol  238. 
Antistreptolysin  titer,  50  Todd  units;  total  protein 
7.5.  A 24-hour  urinary  vanillyl  mandelic  acid 
(VMA)  was  23.8  mg  (normal:  0-10  mg).  Urine 
culture  was  negative.  X-rays  of  chest  were  normal. 
An  IVP  showed  slight  decrease  in  concentration 
of  contrast  medium  in  the  right  kidney,  suggestive 
of  possible  diminution  of  arterial  blood  flow.  The 
films  were  otherwise  normal. 

The  patient  followed  an  intermittent  febrile 
course  with  elevation  up  to  38. 5C  and  recurrent 
episodes  of  diaphoresis.  He  complained  of  occa- 
sional severe  headaches,  anorexia  and  bouts  of  ab- 
dominal pain.  Hypertension  was  persistent,  fluctu- 
ating between  150-210  systolic  and  90-120  diastolic. 


Fig.  1.  Normal  renal  arterial  supply  1.5  seconds  after 
injection. 


Postural  hypotension  was  noted  with  a sitting  blood 
pressure  of  200/160  and  a standing  blood  pressure 
of  145/110.  Several  seconds  after  the  intravenous 
administration  of  phentolamine  hydrochloride  1.0 
mg  his  blood  pressure  dropped  from  180/145  to 
114/70. 

On  the  sixth  day,  under  general  anesthesia,  lum- 
bar aortography  was  accomplished  by  percutaneous 
femoral  artery  puncture.  A slight,  transient  blood 
pressure  fall  occurred  at  the  time  of  injection  of 
contrast  medium  but  no  pressor  agents  were  neces- 
sary, and  the  patient  withstood  the  procedure  per- 
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fectly  well.  The  arterial  supply  of  both  kidneys 
was  normal,  (Fig.  1). 

Two  spherical,  highly  vascular  masses  were  well 
demonstrated  in  the  capillary  phase  of  the  aorto- 
gram,  the  larger  in  the  region  of  the  right  adrenal 
and  the  second  superimposed  over  the  hilus  of  the 
left  kidney,  (Fig.  2).  His  symptoms  became  ex- 
acerbated following  this  study.  In  addition  to  pro- 
found diaphoresis,  blood  pressure  elevation  became 
more  pronounced  and  pulse  rate  increased  to  140 
per  minute.  Administration  of  oral  phentolamine 
in  25  mg  doses  every  six  hours  and  1 mg  dose  of 
reserpine  intramuscularly  had  no  appreciable  effect. 
On  the  following  day,  while  he  was  being  monitored 
in  preparation  for  surgery,  there  were  electrocardio- 
graphic signs  of  marked  myocardial  ischemia.  He 
was  rapidly  digitalized  and  transfused  with  350 
cc  of  whole  blood. 


The  right  adrenal  was  approached  via  an  extra- 
pleural flank  incision  with  removal  of  the  eleventh 
rib.  The  adrenal  was  found  to  be  almost  com- 
pletely replaced  by  a well-encapsulated,  spherical 
mass  which  was  removed.  The  perirenal  and  adrenal 
fat  had  a striking  brown  color  and  a more  solid 
consistency  than  was  observed  in  the  normal,  sub- 
cutaneous fat.  This  abnormal  fat  extended  within 
the  confines  of  Gerota’s  capsule  inferiorly  as  far  as 
the  retrocolic  area.  During  minimal  manipulation 
of  the  tumor  marked  tachcardia,  hypotension  and 
transient  asystole  occurred.  As  soon  as  the  tumor  was 
removed  the  patient’s  vital  signs  stabilized  dra- 
matically, and  the  operation  was  completed  without 
any  further  untoward  event.  No  pressor  agents  were 
necessary  except  for  intravenous  phenylephrine  hy- 
drochloride immediately  after  removal  of  the  tumor. 
It  was  decided  to  defer  exploration  of  the  left 
adrenal  until  a later  date.  His  postoperative  con- 
valescence was  uneventful,  except  for  mild  hyper- 
adrenalism,  with  persistent  slight  diaphoresis  and 
moderate  elevation  of  blood  pressure  which  ranged 
between  140/110  to  120/80.  Two  subsequent  24- 


hour  urinary  VMA  determinations  were  within 
normal  range  (4  mg  and  5.5  mg),  in  contrast  to  the 
preoperative  level  of  23.8  mg. 

He  was  discharged  on  the  thirteenth  hospital  day 
and  re-admitted  two  weeks  later  for  final  surgery. 
He  appeared  and  felt  quite  well.  Blood  pressure 
was  128/80.  Urinalysis  was  normal,  hematocrit  36 
and  hemoglobin  12.3.  Through  a left  flank  incision, 
similar  to  that  performed  previously  on  the  right, 
exploration  and  removal  of  a small  tumor  that  had 
been  delineated  by  the  aortogram,  was  accomplished 
without  difficulty.  The  tumor  was  located  in  inti- 
mate contact  with  the  anterior  hilar  region  of  the 
kidney  but  actually  arose  from  the  anterior-inferior 
margin  of  the  left  adrenal.  While  removing  the 
mass,  care  was  taken  to  leave  the  adrenal  gland 
intact,  inasmuch  as  the  opposite  adrenal  had  been 
largely  replaced  by  and  removed  with  the  tumor. 
Changes  in  the  periadrenal  fat  were  seen,  identical 
to  those  seen  on  the  right  side.  A transfusion  of 
300  cc  whole  blood  was  administered  during  sur- 
gery, this  being  well  in  excess  of  the  estimated  blood 
loss  of  100  cc  and  again  considered  an  important 
measure  in  preventing  hypotensive  crisis  after  re- 
moval of  the  tumor.  His  blood  pressure  dropped  to 
80/60  when  the  tumor  was  out  but  stabilized 
promptly.  It  remained  stable  throughout  comple- 
tion of  surgery  and  thereafter  without  use  of  pressor 
agents.  His  convalescence  was  uneventful  and  he 
was  discharged  on  the  third  postoperative  day  at 
which  time  his  blood  pressure  was  120/75. 

At  follow-up  examination  four  months  later,  he 
was  in  excellent  health  without  complaint.  Blood 
pressure  was  95/65.  There  was  no  clinical  evidence 
of  residual  pheochromocytoma. 

pathological  findings 

The  specimen  from  the  right  side  consisted 
of  a nearly  spherical  well-encapsulated  tumor 
mass  weighing  17  gm.  It  was  surrounded  by  a 
distorted  and  thinned-out  adrenal  cortex  and 
periadrenal  fibrofattv  tissues.  The  tumor  had  a 
slightly  bulging,  light  yellow,  cut  surface.  Its 
central  area  was  depressed,  softer  than  the  peri- 
phery and  homogenously  gray.  Formalin  fixed 
sections,  stained  with  hematoxylin  and  eosin, 
showed  exceedingly  well-vascularized  neo- 
plasm arranged  in  lobules  which  were  divided 
by  delicate  fibrous  septa.  The  individual 
tumor  cells  exhibited  slight  pleomorphism  and 
moderate  mitotic  activity.  At  no  point  was 
capsular  invasion  found.  Sections  from  the  center 
of  the  tumor  revealed  ischemic  necrosis  merging 
imperceptibly  with  viable  cells.  The  adrenal 
cortex  was  histologically  unremarkable.  Sections 
of  tumor  tissue  which  had  been  fixed  in  Zen- 
ker’s solution  (containing  potassium  dichro- 
mate) showed  a rather  fine,  diffuse,  light  brown 
granularity,  within  the  neoplastic  cells,  char- 
acteristic of  chromaffin  tissue.  The  periadrenal 
fatty  tissue  was  grossly  dark  yellow  to  hrown; 
routine  sections  revealed  the  adipose  cells  to 
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contain  a granular  eosinophilic  cytoplasm.  These 
changes  were  identical  with  those  in  hibernating 
fat. 

The  specimen  from  the  left  side  consisted  of 
a similar  but  smaller  tumor  (2.9  cm  in  diameter 
and  weighing  6.6  gm)  (Fig.  3).  There  was  no 
surrounding  adrenal  gland  except  for  a small 
tag  of  cortical  tissue  adherent  at  one  point  to 
the  periphery  of  the  tumor  capsule.  Histology 
of  the  tumor  and  periadrenal  fat  was  identical 
to  that  from  the  right  side. 


Fig.  3.  Left  pheochromocytoma. 


comment 

Bilateral  benign  adrenal  pheochromocytoma 
in  a five  and  one-half  year-old  child  presented 
with  a classical  clinical  picture:  severe,  sustained 
hypertension  in  contrast  to  the  paroxysmal  va- 
riety as  usually  seen  in  the  adult,  profound  di- 
aphoresis, fever,  abdominal  pain,  and  postural 
hypotension. 

Although  the  diagnosis  of  pheochromocytoma 
appeared  fairly  certain,  it  was  elected  to  proceed 
with  lumbar  aortography  for  two  reasons:  A 
question  had  been  raised  concerning  a possible 
renal  artery  lesion  as  the  cause  for  his  hyperten- 
sion. And,  since  pheochromocytoma  is  a very 
vascular  lesion  and  readily  demonstrable  by 
aortography,  this  study  provides  accurate  locali- 
zation as  well  as  diagnosis.1  This  was  consid- 
ered particularly  desirable  in  view  of  the  fre- 
quent occurrence  of  multiple  and  extra-adrenal 
locations  of  the  neoplasm  in  children.  It  is  neces- 
sary to  obtain  multiple  films  with  an  automatic 
changer  since  the  tumors  show  best  during  the 
capillary  or  nephrogram  phase  of  the  injection 


and  may  not  be  demonstrated  during  the  arterial 
phase. 

Knowing  that  the  larger  of  the  two  tumors 
was  in  the  right  adrenal,  we  were  able  to  ap- 
proach it  by  the  preferable  high  flank  incision. 
It  was  also  reassuring  to  know  in  advance  that 
only  one  additional  small  tumor  was  present 
which  could  be  readily  removed  at  a subsequent, 
elective  procedure. 

The  importance  of  adequate  replacement  of 
whole  blood,  despite  normal  hematocrit  was 
observed.  It  has  been  pointed  out  that  the  effec- 
tive circulating  blood  volume  is  diminished  due 
to  prolonged  exposure  to  circulating  catecho- 
lamines and  that  therefore  blood  replacement  is 
most  effective  in  reducing  the  risk  of  shock  when 
the  tumor  is  removed. 

The  association  of  pheochromocytoma  and 
hibernating  or  brown  fat  has  been  reported  by 
Melicow2  who  found  it  to  hold  true  in  16  of  18 
cases  operated  on  for  this  condition.  He  noted 
that  this  abnormal  fat  was  concentrated  around 
the  chromaffin  tumor  and  was  not  seen  else- 
where in  the  body.  This  was  identical  to  the 
situation  in  our  case.  Explanation  for  this  asso- 
ciation is  not  apparent,  although  it  is  postidated 
that  increased  stress,  or  alarm  reaction,  may 
induce  these  changes  in  mature  adipose  tissue. 
Presumably  the  high  concentration  of  catecho- 
lamines within  the  tumor  leads  to  a local  stress 
response  in  the  contiguous  fatty  tissues.  This 
would  account  for  the  absence  of  such  changes 
in  more  distant  areas  of  the  body. 

This  unusual  type  of  adipose  tissue  is  found 
normally  in  hibernating  animals  such  as  the  bat 
and  marmot,  hence  the  term,  hibernating  fat. 
It  is  also  seen  normally  in  the  human  embryo 
and  premature  infant,  sites  of  predilection  being 
the  perirenal  tissues  and  interscapular  areas. 

The  almost  constant  association  of  pheochrom- 
ocytoma with  this  type  of  fat  should  be  of  prac- 
tical value  in  facilitating  localization  of  the 
tumor  at  the  time  of  surgical  exploration.  ■ 

120  Northgate  Plaza  (98155)  (Dr.  Palken) 
Northwest  Hospital,  Pathology  (Dr.  Aldape) 

Chemical  Nomenclature 
Generic  Trade 

phentolamine  hydrochloride  Regitine  Hydrochloride 
phenylephrine  hydrochloride  Neo-Synephrine 

REFERENCES 

1 Flint,  L.  D.,  A urologist’s  experience  with  17  cases 
of  pheochromocytoma,  J Urol  90:491-501  (November)  1963. 

2 Melicow,  M.  M.,  Hibernating  fat  and  pheochromocy- 
toma, Arch  Path  63:367-372  (April)  1957. 


23 

Northwest  Medicine,  January  1965 


Transcutaneous  Varicose  Vein  Ligation 

GLEN  S.  PLAYER,  M.D.  Seattle,  Washington 


Transcutaneous  ligation  of  varicose  veins  is  an  older  method  of  treatment 
which  has  a definite  place  in  surgery.  New,  inert  sutures  have  prevented 
most  of  the  complications  that  were  occasionally  seen  previously.  The  method 
is  fast,  easy,  and  can  be  used  at  the  time  of  stripping  or  as  an  outpatient  pro- 
cedure in  the  office.  The  method  often  thromboses  and  obliterates  veins  itself, 
but  if  thrombosis  does  not  occur,  it  facilitates  use  of  sclerosing  solutions  and 
makes  results  more  permanent. 


The  final  word  on  varicose  vein  treatment  will 
probably  never  be  written.  Modes  of  treatment 
have  waxed  and  waned  and  been  rediscovered 
since  treatment  began.  Transcutaneous  ligation 
has  a place  in  varicose  vein  treatment,  and 
interest  in  this  modality  should  be  revived. 

In  the  approach  to  the  eradication  of  varicos- 
ities, the  operation  of  intraluminal  stripping 
quite  adequately  handles  the  main  trunks  of  the 
greater  and  lesser  saphenous  veins.  More  diffi- 
culty is  encountered  in  handling  the  many 
branches  extant  on  the  calf,  knee,  mid  and  lower 
thigh.  Many  approaches  to  obliterating  these 
channels  have  been  used. 

incompetent  perforators 

Usually,  incompetent  perforators  are  identi-' 
fied  preoperatively.  Separate  incisions  are  made 
and  section  and  ligations  of  these  veins  are  done. 
This  is  a tedious  and  time  consuming  task.  It 
is  effective,  but  sometimes  not  fully  utilized  be- 
cause of  the  excessive  number  of  veins  in  some 
legs,  or  too  prolonged  operating  time  in  phlebitic 
legs.  Stripping  itself  is  time  consuming  if  prop- 
erly done  with  ligation  of  the  groin  anastomos- 
ing veins.  When  work  on  the  rete  of  superficial 
veins  is  added  to  this,  operating  time  may  be 
excessive.  Intraluminal  stripping  of  even  the 
largest  superficial  varicosities  is  not  satisfactory 
due  to  tortuosity  and  nodularity.  The  Mayo 
strippers  have  difficulty  removing  more  than  2-3 
inches  of  these  veins  because  of  frequent  branch- 
ing. This,  then,  is  the  place  for  transcutaneous 
ligation. 

This  is  an  older  method  of  vein  treatment  and 
reached  its  zenith  of  popularity  at  a time  when 
catgut  was  used  exclusively.  It  was  probably 


because  of  this  latter  fact  that  widespread  use 
of  this  stitch  did  not  occur.  Catgut  was  prone 
to  infect,  especially  when  the  tissues  were  ligated 
under  stress  and  especially  near  the  skin  surface. 
Catgut  was  also  bulky,  left  a large  knot  and  had 
poor  tensile  strength. 

Probably  its  main  objection  was  that  it  broke 
down  in  from  3 to  12  days  and  with  the  large 
head  of  pressure  that  occasionally  builds  up  in 
these  veins,  recanalization  was  not  always  pre- 
vented by  the  relatively  new  thrombus  formed 
by  the  stitch. 

The  method  has  never  been  widely  used  al- 
though non-absorbable,  relatively  inert  sutures 
such  as  cotton  and  silk  have  been  available  for 
many  years.  Now  that  newer,  thinner,  stronger, 
more  inert  plastic  materials  are  at  hand,  it  would 
seem  worthwhile  to  reemphasize  transcutaneous 
ligation. 

procedure 

A cutting  needle  of  about  3/4  inch  is  used. 
The  stitch  is  made  at  points  below  and  above  the 
perforators  or  at  the  center  of  longer  coursing 
varicosities.  The  tip  is  introduced  adjacent  to 
the  vein  and  directed  beneath  and  around  it 
through  the  skin  again.  Subcutaneous  fat  is 
maneuvered  aside  during  this  stitch  so  the  su- 
ture lies  as  close  to  the  vein  as  possible.  The 
needle  is  again  reintroduced  through  the  exit 
hole  alongside  the  exiting  suture.  The  skin  over 
the  vein  is  pulled  along  the  shaft  of  the  needle 
till  the  original  entry  is  reached  and  the  needle  is 
brought  out  alongside  the  entering  suture.  If 
the  vein  is  inadvertently  entered,  it  seems  not 
to  interfere  with  results.  A surgeons’  knot  is  then 
tied  with  considerable  tension  so  that  the  knot  is 
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pulled  inside  the  entry  hole  by  the  vein.  The 
ends  are  cut  flush  with  the  knot  and  a new 
Allis  forceps  used  to  grasp  the  skin  over  the 
knot  and  pull  it  away,  further  retracting  the 
suture.  With  experience,  the  stitch  can  be  taken 
in  less  time  than  the  description  takes. 

sutures 

Silk  sutures  can  be  used,  but  occasional  foreign 
body  cellulitis  develops.  Ten  years  of  experience 
with  silk  in  transcutaneous  ligation  has  shown 
little  trouble  with  this  complication  unless  this 


stitch  has  been  used  in  or  too  close  to  eburnated 
skin. 

Since  the  new  inert  plastic  sutures  have  been 
developed,  foreign  body  cellulitis  has  not  been 
a problem.  One  of  these  new  sutures,  Supramid, 
a coated,  braided  plastic  suture  of  great  tensile 
strength  has  proven  very  satisfactory  since  its 
introduction  to  this  country.  It  seems  about  as 
inert  as  stainless  steel,  and  not  being  a monofila- 
ment suture,  knots  made  do  not  loosen  in  the 
tying  or  later  as  some  smooth  plastic  sutures  do. 
Sizes  4-0  or  5-0  are  satisfactory  and  have  about 
as  much  strength  as  other  non-absorbable  sutures 
from  one  to  two  sizes  larger. 

Transcutaneous  ligation  of  superficial  vari- 
cosities permanently  interrupts  the  column  of 
blood.  Usually  this  procedure  alone  is  enough 
to  allow  thrombosis  and  functional  obliteration 
in  both  sections  of  the  vein  stitched.  Often 
though,  as  with  section  and  ligation,  it  is  essen- 
tial to  use  sclerosing  solutions  if  thrombosis 
does  not  occur  spontaneously.  Varicose  vein  in- 
jection under  these  conditions  is  very  effective 
because  of  the  mechanical  block  to  pressure 
recanalization  which  the  stitch  provides. 

Most  often  the  stitch  can  be  used  effectively  at 
the  time  of  stripping  under  general  anesthetic. 
Several  transcutaneous  stitches  can  be  taken  in 
the  time  spent  for  one  section  and  ligation. 

It  is  also  easily  performed  under  local  anes- 
thesia in  the  office.  The  percentage  of  cases  of 
cellulitises  and  sloughs  has  been  much  less  than 
when  sclerosing  solution  has  been  used  pri- 
marily. Where  both  modalities  have  been  used 
in  the  same  patient,  the  stitch  is  often  preferred 
by  the  patient,  especially  if  complications  with 
primary  injection  have  been  endured.  ■ 

1623  Queen  Anne  Ave.  (98109) 

abstracto 

La  ligadura  trans-cutdnea  de  las  venas  vari- 
cosas  es  un  viejo  metodo  de  tratamiento  que 
tiene  un  sitio  bien  definido  en  cirujia.  Las  nuevas 
suturas  inertes  ban  prevenido  casi  todas  las  com- 
plicaciones  que  se  veian  ocasionalmente  con 
anterioridad.  Este  metodo  es  rdpido,  facil,  y 
puede  ser  usado  tanto  en  el  tratamiento  radical 
de  quitar  la  vena  varicosa  como  en  el  paciente 
ambulatorio  en  la  oficina.  Este  metodo  frecuente- 
mente  trombosa  y oblitera  las  venas  sin  otro 
tratamiento , pero  si  acaso  la  trombosis  no  ocurre, 
ayuda  y facilita  el  uso  do  las  sustancias  esclero- 
santes. 
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Primary  Sclerosing  Cholangitis 

O.  CHARLES  OLSON,  M.D./G.  EDWARD  SCHNUG,  M.D.,  Spokane,  Washington 

Primary  sclerosing  cholangitis  is  a rare  disorder  characterized  by  clinical 
and  laboratory  signs  of  extrahepatic  biliary  obstruction.  Differential  diagnosis  is 
usually  not  made  before  surgical  exploration.  Cholecystography  and  intravenous 
cholangiography  are  not  diagnostic.  Pathologically  the  condition  is  one  of  wide- 
spread thickening  and  hardening  of  the  extrahepatic  ducts,  resulting  in  partial 
to  complete  obstruction.  Treatment  may  be  conservative  if  obstruction  is  mild 
or  minimal  with  recovery  usually  following  antibiotics  and  steroid  therapy.  T-tube 
drainage  is  indicated  in  more  severe  obstruction,  usually  followed  by  antibiotic 
and  steroid  therapy. 


Primary  sclerosing  cholangitis  is  a rare  disorder 
involving  the  extrahepatic  biliary  ducts.  Fewer 
than  25  cases  have  been  reported.  The  condi- 
tion has  also  been  termed  obliterative  cholangitis 
or  stenosing  cholangitis,  and  it  has  been  sug- 
gested that  the  condition  known  as  intrahepatic 
cholangiolitic  hepatitis  may  fall  within  the  same 
category.  It  is  an  entity  that  must  be  differen- 
tiated from  other  causes  of  jaundice.  Cure  rate, 
under  combined  treatment,  is  high.  Therefore,  it 
should  be  considered  in  differential  diagnosis  of 
jaundice,  although  final  diagnosis  may  be  estab- 
lished only  at  surgery. 

Fundamentally,  there  is  diffuse  inflammation 
of  the  walls  of  the  extrahepatic  bile  ducts  with 
sufficient  widespread  occlusion  to  cause  jaun- 
dice. Laboratory  evidence  suggests  extrahepatic 
biliary  obstruction. 

CASE  REPORT 

A 72-year-old  white  male  was  first  seen  in  Sep- 
tember, 1963.  For  10  days  he  had  noted  dark  urine, 
nausea,  and  vomiting.  He  had  some  mild  upper 
abdominal  discomfort.  There  were  no  associated 
bowel  symptoms,  chills  or  fever.  There  had  been 
a weight  loss  of  10  pounds  in  the  past  3 weeks. 
Several  days  after  noting  dark  urine  he  noted  gen- 
eralized jaundice  with  pruritus. 

Upper  gastrointestinal  series  revealed  a normal 
duodenal  cap,  but  immediately  beyond  the  cap  there 
was  considerable  deformity  with  a definite  area  of 
narrowing  consistent  with  extrinsic  pressure  or  pos- 
sibly an  intramural  tumor.  The  gallbladder  failed 
to  visualize  after  oral  dye. 

Laboratory  studies  revealed  a serum  bilirubin 
2.61  mg  per  100  ml  total,  direct  1.98,  indirect  0.63. 
White  blood  count  was  8,700,  with  59  neutrophils, 
33  lymphocytes,  3 eosinophils,  5 monocytes.  Urin- 
alysis was  negative.  Alkaline  phosphatase  was  12.2 
Bodansky  units;  proteins  6.03  gm  with  albumin  3.78, 
globulin  2.25.  Sedimentation  rate  was  20  mm  in 
one  hour.  Urine  was  positive  for  bile,  negative  for 
urobilinogen.  Prothrombin  was  89.6  per  cent  of 
normal,  and  thymol  turbidity  2 units. 

It  was  felt  that  he  had  obstructive-type  jaundice 
and  the  possible  differential  diagnosis  included 
duodenal  tumor,  cancer  of  the  pancreas,  cancer  of 


the  ampulla  of  Vater,  or  common  duct  stone.  Ex- 
ploration was  advised,  but  .the  patient  declined 
operation  at  that  time. 

His  jaundice  rapidly  cleared  under  conservative 
therapy  in  the  hospital.  On  October  1,  1963,  he  was 
seen  in  the  office,  stating  that  he  had  felt  quite 
well,  and  that  there  had  been  no  further  jaundice. 
He  reported  that  stools  had  been  a little  light,  and 
there  was  some  generalized  pruritus.  Shortly  there- 
after he  consented  to  surgery  and  was  admitted 
to  the  hospital.  Operation  was  performed  October 
8,  1963.  He  was  found  to  have  a somewhat  dis- 
tended gallbladder.  The  gallbladder  wall  seemed  to 
be  quite  thin.  There  was  a scarred  area  on  the  an- 
terior wall  of  the  duodenum  near  the  head  of  the 
pancreas.  It  appeared  to  be  a point  of  healing  of  a 
previous  duodenal  ulcer.  The  pancreas  was  very 
hard,  indurated,  and  inflamed.  There  were  no  en- 
larged nodes  in  the  region  of  the  head  of  the  pan- 
creas which  could  be  taken  for  biopsy. 

The  common  duct  was  cord-like,  and  very  hard 
throughout  its  length  but  not  appreciably  enlarged 
in  diameter.  Both  hepatic  ducts  seemed  involved  in 
the  same  process.  No  stones  were  found  within  the 
gallbladder  and  the  wall  seemed  to  be  normal.  No 
attempt  was  made  to  open  the  common  duct  since 
he  bad  no  residual  jaundice.  The  liver  appeared 
grossly  normal,  but  biopsy  was  taken. 

Tissue  studies  revealed  mild  fatty  metamorphosis 
and  some  dilation  of  the  sinusoids.  Bile  ducts  were 
patent,  but  a minimal  degree  of  cholangitis  was 
present. 

He  was  given  tetracycline  250  mg  three  times 
a day  but  two  weeks  after  surgery  developed  jaun- 
dice. This  responded  to  prednisone  5 mg  four  times 
a day,  which  he  continued  from  November  8 to 
December  1,  discontinuing  on  his  own  initiative. 

In  January,  1964,  he  had  a recurrence  of  duodenal 
ulcer  with  marked  gastric  retention  necessitating 
surgical  intervention.  Marked  scarring  was  found 
along  the  superior  border  of  the  first  portion  of  the 
duodenum,  at  the  site  of  a large,  posterior,  pen- 
etrating duodenal  ulcer.  The  common  duct  was  still 
markedly  thickened  and  scarred.  An  operative  cho- 
langiogram  was  done.  It  revealed  changes  char- 
acteristic of  sclerosing  cholangitis,  (Figure  1.). 
Operation  was  completed  with  bilateral  vagotomy 
and  posterior  gastrojejunostomy.  He  was  last  seen 
March  31,  1964,  in  good  health. 

discussion 

Sclerosing  cholangitis  was  first  described  as  a 
clinical  entity  in  1924  by  Delbert.  In  1958 
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Fig.  1.  Operative  cholangiogram.  Findings  consistent  with 
primary  sclerosing  cholangitis  are  tapering  of  the  distal 
one  inch  of  the  common  duct  and  irregular  narrowing  of 
the  common  duct  just  above  its  junction  with  the  cystic 
duct.  A branch  of  the  hepatic  duct  above  is  dilated. 

Schwartz  reviewed  the  literature  and  found  13 
cases  acceptable  as  primary  sclerosing  cholang- 
itis.1 He  reported  an  additional  6 cases,  bringing 
the  total  to  19.  Meyer  reported  an  additional  case 
in  1962. 2 In  1958,  McSwain  reported  11  cases  with 
a condition  he  classified  as  intrahepatic  cholan- 
giolitic  hepatitis.  Subsequently  some  reports  have 
included  this  condition  as  a type  of  primary 
sclerosing  cholangitis.  It  is  our  opinion  that  these 
two  conditions  are  different  pathologic  entities. 
Primary  sclerosing  cholangitis  is  limited  to  the 
extrahepatic  bile  ducts.  Liver  biopsies  reveal 
variable  changes  ranging  from  normal  liver  to 
bile  stasis,  periportal  fibrosis,  and  fatty  meta- 
morphosis. 

Primary  sclerosing  cholangitis  is  difficult,  if 
not  impossible,  to  differentiate  from  other  types 
of  obstructive  jaundice  on  the  basis  of  clinical 
and  laboratory  studies.  The  process  is  most  fre- 
quently recognized  at  the  time  of  surgery.  At 
exploration,  the  characteristic  finding  is  a thick- 
ened, hard,  pencil-like  common  duct,  with  es- 
sentially normal  diameter.  The  hepatic  ducts 


are  very  frequently  involved  in  the  same  process 
so  that  they  also  have  the  same  pencil-like  hard- 
ness on  palpation.  The  gallbladder  may  be  some- 
what distended,  but  otherwise  is  normal,  and 
rarely  are  gallstones  found.  Liver  appearance 
is  normal. 

treatment 

Decision  as  to  treatment  must  be  made  at  the 
time  of  operation.  It  is  our  opinion  that  medical 
treatment,  using  broad  spectrum  antibiotics  and 
steroids,  offers  the  best  chance  for  controlling 
or  curing  this  condition.  If  the  obstruction  is 
partial,  the  jaundice  not  severe  and  not  of  long 
duration,  no  further  surgical  intervention  seems 
advisable.  If,  however,  the  obstruction  is  mark- 
ed and  there  is  deep  jaundice,  possibly  of  long 
duration,  one  must  consider  re-establishing  the 
flow  of  bile  into  the  intestinal  tract.  Operative 
cholangiography  is  valuable  in  confirming  the 
diagnosis  and  in  determining  the  degree  of  ob- 
struction. If  obstruction  is  very  marked  or  com- 
plete, it  is  probably  advisable  to  open  the  com- 
mon duct  and  insert  a small  T-tube.  If  the  gall- 
bladder is  normal  in  appearance,  it  should  not  be 
removed.  Postoperatively  the  patient  should  be 
put  on  broad  spectrum  antibiotics  and  steroid 
therapy.  Prolonged  T-tube  drainage  is  probably 
advisable,  leaving  the  tube  in  place  for  a period 
of  six  weeks  to  three  months. 

Medical  therapy  has  brought  about  excellent 
results  in  most  cases.  Patients  occasionally  de- 
velop recurrent  episodes  of  jaundice  but  they 
usually  may  be  resolved  by  another  course  of 
antibiotics  and  steroid  therapy.  If  it  were  pos- 
sible to  establish  the  diagnosis  without  surgical 
exploration,  this  would,  of  course,  be  ideal.  Un- 
fortunately cholecystography  and  intravenous 
cholangiography  have  not  been  of  any  particular 
assistance.  ■ 

201  Doctors  Bldg.  (99204)  (Dr.  Olson) 
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Cancer  Opinions  and  Practices  in  Spokane  County 

WILLIAM  BABER,  M.D.t  / JOHN  SONNELAND,  M.D.  Spokane,  Washington 


Dr.  Baber  was  vitally  interested  in  the  continuing  program  of  professional 
education  of  the  American  Cancer  Society.  He  w'ished  to  determine  the  effect- 
iveness of  the  program  in  Spokane  County  by  means  of  a poll  in  1962.  Unfortu- 
nately, before  the  poll  could  be  tabulated  and  published,  he  died.  Questions  used 
in  the  poll  were  largely  worded  by  Dr.  Baber,  and  were  designed  to  determine 
the  opinions  and  examination,  practices  of  the  physicians  of  Spokane  County. 
The  results  of  the  poll  are  being  presented  at  this  time. 

About  one-fourth  of  those  in  clinical  practice  replied  to  the  questionnaire, 
for  a total  of  63  respondents.  This  report  does  not  represent  the  opinions  of 
physicians  practicing  in  anesthesiology,  pathology,  psychiatry  and  administration. 


uterine 

Eighty-three  per  cent  of  doctors  thought  rou- 
tine cervical  Papanicolaou  smears  were  desir- 
able, 64  unsuspected  cancers  having  been  init- 
ially diagnosed  by  this  method  within  the  mem- 
on'  of  the  responding  doctors.  Of  these  64 
cancers,  15  were  picked  up  by  the  four  gynecolo- 
gists reporting,  and  29  by  the  18  general  prac- 
titioners using  the  smear  technique. 

gastrointestinal 

Routine  testing  of  glove  stool  specimens  for 
blood  was  responsible  for  discovering  41  cases  of 
unsuspected  cancer  of  the  gastrointestinal  tract, 
according  to  the  22  doctors  using  the  procedure. 
These  22  doctors  constituted  43  per  cent  of  the 
responders  to  this  question.  Furthermore,  46  per 
cent  reported  that  they  routinely  performed  a 
sigmoidoscopic  examination  as  part  of  the  annual 
physical  examination,  surgeons  and  internists 
being  a bit  more  aggressive  in  this  regard  than 
the  other  groups. 

lung 

While  no  poll  has  been  taken  in  Spokane  fol- 
lowing the  release  of  the  U.S.  Public  Health 
Service’s  Smoking  and  Health,  the  present  poll 
indicated  that  72  per  cent  of  the  doctors  felt 
that  heavy  cigarette  smoking  was  “the  most  im- 
portant factor  responsible  for  the  alarming  in- 
crease in  bronchiogenic  carcinoma,”  the  remain- 
ing doctors  being  split  between  those  who  voted 

tDr.  Baber  died,  February  16,  1964,  of  carcinoma  of  the 
pancreas.  He  was  44. 


“no”  or  were  undecided.  Forty  per  cent  of  the 
physicians  were  smokers. 

Insofar  as  routine  annual  chest  films  were 
concerned,  90  per  cent  felt  these  should  be  ob- 
tained and  emphasized  the  importance  of  the 
examination  by  reporting  that  at  least  130  had 
been  found  within  the  past  five  years  to  have  had 
carcinoma  of  the  lung,  although  suspicion  of 
the  disease  had  not  been  aroused  by  history 
and  physical  examination. 

larynx 

Forty  per  cent  of  the  doctors  felt  that  indirect 
laryngoscopy  was  an  important  part  of  their 
complete  examination.  Cancer  was  found  in  11 
asymptomatic  patients  by  this  method. 

thyroid 

Complete  unanimity  was  found  in  one  area: 
all  doctors  felt  that  palpation  of  the  thyroid 
should  be  a part  of  the  physical  examination. 
Fifty-one  instances  of  previously  unsuspected 
carcinoma  of  the  thyroid  were  recalled  as  having 
been  found  by  such  examinations. 

breast 

Ninety-five  per  cent  of  doctors  thought  that 
the  doctor  should  take  time  to  instruct  his 
patients  in  self-examination  of  the  breast,  at 
least  146  women  having  found  a breast  carci- 
noma by  this  method  according  to  the  reporting 
doctors  ■ 

331  Medical  Center  Bldg.  (99204) 
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Recent  Results  in  Prostatectomy 


J.  S.  ANSELL,  M.D.,  Ph.D.  / JAMES  R.  S.  PATERSON,  M.D.  / 
BEN  COBB,  M.D./ H.  H.  B O U R N E,  M.  D.  / K E N N E T H R.  TUCKER.B.S. 
Seattle,  Washington 


Relief  of  prostatic  obstruction  may  be  achieved  by  transurethral  resection, 
or  by  surgical  enucleation  via  suprapubic,  perineal,  or  retropubic  routes.  Selec- 
tion of  method  is  influenced  by  age,  histology,  size  of  gland,  severity  of  symptoms , 
and  concomitant  disease.  Transurethral  resection  was  used  in  356  of  511  patients 
and  resulted  in  the  lowest  mortality  rate,  1.7  per  cent.  Rate  for  the  entire  series 
was  2.7  per  cent.  Deaths  were  attributed  to  errors  in  preoperative  selection,  post- 
operative diagnostic  error,  problems  beyond  control  of  the  surgeon,  and  sig- 
nificant postoperative  hemorrhage.  Transfusion  was  required  in  36  per  cent 
of  the  patients  in  the  series.  Five  of  the  14  deaths  were  in  this  group. 


The  risk  of  dying  as  a direct  consequence  of 
prostatic  surgery  has  been  greatly  reduced  in  the 
last  sixty  years.  It  is  not  as  yet  eliminated,  al- 
though death  rates  of  less  than  1 per  cent  have 
been  achieved.  Reports  of  mortality  figures  from 
northwest  institutions  are  scarce.1-3  Therefore, 
it  seems  worthwhile  to  record  the  results  of 
prostatic  surgery  under  present  day  circum- 
stances and,  for  purposes  of  comparison,  briefly 
to  review  the  history  of  prostatectomy  up  to  the 
present  state  of  development  of  the  art. 

history 

Currently  in  this  country,  four  different  surgi- 
cal approaches  to  prostatic  enucleation  are  in 
vogue:  1.— perineal;  2.— suprapubic  transvesical; 

3. — retropubic  through  the  prostatic  capsule;  and 

4. — transurethral. 

Perineal  prostatectomy  is  an  outgrowth  of 
cystolithotomy,  and  the  earliest  attempts  were 
made  by  the  perineal  route.  Young  developed 
the  modern  approach  to  a high  state  of  per- 
fection, reporting  mortality  of  3.2  per  cent  in 
1,049  cases  in  1926.  Presently,  in  expert  hands 
the  mortality  rates  for  this  procedure  are  around 
2 per  cent.4 

Median  lobe  excision  by  the  suprapubic  ap- 
proach was  used  as  early  as  1836.  Fuller  in  New 
York  and  Freyer  in  London  developed  and  popu- 
larized complete  enucleation  at  the  turn  of 
the  century.-'  The  mortality  with  this  approach 
was  commonly  between  10  and  15  per  cent  until 
the  1940’s  when  Hey  reported  an  average  mor- 
tality of  6 per  cent.6 

For  Millin’s  retropubic  prostatectomy,  mortal- 


ity rates  in  small  series  comparable  to  those  of 
the  perineal  route  are  described.7 

In  experienced  hands  transurethral  resection  of 
the  prostate  carries  the  lowest  mortality  for  large 
groups  of  cases  (1.2  per  cent-)  and  the  com- 
bined mortality  for  2,317  transurethral  opera- 
tions by  Creevv’s  residents  was  1.3  per  cent.3 

prostatectomy  at  the  University  of  Washington 
affiliated  hospital  facilities 

Affiliated  with  the  Division  of  Urology  Resi- 
dency Program  are  three  teaching  hospitals, 
the  University  of  Washington  Hospital,  the  King 
County  Hospital,  and  the  Seattle  Veterans  Ad- 
ministration Hospital,  with  an  aggregate  of  981 
beds,  56  being  devoted  to  adult  urology.  Beds 
are  mixed  with  those  of  other  services  whose 
patients  share  the  attentions  of  the  nursing  staff. 

There  are  motor  driven  cystoscopic  tables 
at  the  County  and  University  Hospitals,  and  the 
Veterans  Administration  Hospital  has  a manu- 
ally operated  cystoscopic  table.  For  open  uro- 
logic  surgery,  operating  suites  are  provided 
with  standard  operating  tables.  In  addition  to 
the  usual  surgical  instruments,  Young  perineal 
retractors  and  prostatic  tractors,  the  Masson-Judd 
bladder  I'etractor  and  the  Young  boomerang 
needle  holders  are  available  at  each  teaching 
hospital.  For  transurethral  surgery,  the  Iglasias 
resectoscope  is  the  type  that  the  residents  prefer 
to  use,  but  others  are  available.  During  the  actual 
resection  of  tissue,  isotonic  solutions  are  used 
for  irrigation  to  avoid  hemolysis.2  No  time  limit 
for  resecting  is  imposed,  but  resecting  longer 
than  two  hours  at  a sitting  is  discouraged.  Blad- 
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tier  drainage  is  “closed”  at  the  University  Hos- 
pital, “semi-closed  with  30  ml  of  ten  per  cent 
formalin  added  to  each  drainage  receptacle  at 
King  County  Hospital,  and  “open”  at  Veterans 
Administration  Hospital,  and,  where  irrigation 
is  necessary,  a Y-type  of  intermittent  flow  or 
continuous  flow  through  a 3-way  Foley  catheter 
is  used.  Antibiotics  are  administered  when  clinic- 
ally indicated. 

personnel 

At  the  beginning  of  the  period  under  consid- 
eration the  urology  resident  staff  consisted  of  one 
second  year  urology  resident  and  two  general 
surgery  residents  on  a rotation  through  the 
service  and  two  interns;  at  the  end  of  this  period 
the  County  Hospital  was  staffed  by  a chief  and  a 
second  year  urology  resident  and  a rotating 
surgeon  and  intern,  the  Veterans  Administra- 
tion Hospital  had  one  second  year  and  one  first 
year  urology  resident,  and  the  University'  of 
Washington  Hospital  one  first  year  urology  resi- 
dent. 

Residents  perform  suprapubic  operations  in 
their  first  year,  then,  in  their  second  year,  retro- 
pubic and  perineal  procedures,  and  start  trans- 
urethral surgery.  During  the  first  six  months 
of  their  performing  transurethral  surgery,  they 
are  directly  supervised  by  a member  of  the  at- 
tending staff,  of  whom  there  are  one  full-time 
and  several  part-time  individuals. 

patient  material  * 

During  a thirty-month  period  prostatectomy 
has  been  performed  511  times  by  the  method 
considered  most  appropriate  to  the  patient  and 
to  the  size  and  nature  of  the  gland. 

Delayed  operation.  It  is  not  possible  from 
available  statistics  to  ascertain  the  degree  of 
selection  completely;  records  do  show,  how- 
ever, that  in  the  Veterans  Administration  Hos- 
pital, operation  was  delayed  in  2.2  per  cent  of 
cases  for  uremia,  and  of  the  total  undergoing 
operation  in  this  whole  series,  7 per  cent  had 
prel  i m in  ary  cystostomy . 

Age.  The  average  age  was  73.2  years,  the 
oldest  being  102  (transurethral  resection  [TUR] ) 
and  the  youngest  a paraplegic  of  27  years 
(TUR).  Approximately  25  per  cent  of  the  total, 
or  130  patients,  were  80  years  of  age  or  over. 

Histology.  Benign  prostatic  hypertrophy  was 
five  times  as  common  as  carcinoma.  Because  the 
carcinomatous  gland  which  is  infiltrating  sur- 


rounding tissues  may  be  difficult  to  enucleate 
at  open  operation,  the  transurethral  route 
was  chosen  in  the  majority  of  such  cases  diag- 
nosed preoperatively.  The  presence  or  absence 
of  malignancy  appears  to  have  no  significant 
effect  on  the  mortality  rate  for  the  type  of 
operation  chosen.  Six  patients  were  submitted 
to  radical  transvesical  prostatectomy-  for  proven 
carcinoma  without  operative  mortality7. 

Size  of  gland.  As  a general  rule,  open  opera- 
tion was  undertaken  if  the  size  of  the  prostate 
gland  was  estimated  preoperatively  by  digital 
and  radiological  examination  to  be  greater  than 
50  gm,  but  special  conditions  such  as  the  pres- 
ence of  obvious  carcinoma,  calculous  prostatitis, 
a stiff  hip  joint,  undue  obesity,  or  cardiorespira- 
tory disease  influenced  the  choice  of  operative 
route.  For  average  amounts  of  tissue  removed  by 
different  routes,  see  Table  1. 


Table  1 


Amount  of  Gland  Removed  (Gm) 


TUR 

Largest 

96 

Smallest 

1 

Average 

20.6 

Suprapubic 

240 

5 

54.5 

Retropubic 

175 

6 

66.4 

Perineal 

76 

18 

32.8 

Number  of  postoperative  days  spent  in  hos- 
pital. After  transurethral  resection,  the  average 
stay  was  12.5  days,  after  suprapubic  prostatec- 
tomy 14.8  days,  and  after  retropubic  operation 
17.6  days.  Perineal  operation  was  followed  by 
temporary  fistula  in  several  cases,  and,  as  a 
majority  of  these  came  from  a distance,  they 
elected  to  remain  in  the  hospital  until  healing 
was  complete,  so  raising  the  average  hospital 
stay  following  perineal  surgery  to  24.1  days. 

Mortality.  Any  patient  dying  on  the  service, 
or  off  the  service  within  30  days  of  the 
date  of  operation,  or  whose  death  was  attribu- 
table to  the  operation,  is  included.  There  were 
six  deaths  following  transurethral  resections  (1.7 
per  cent),  six  following  suprapubic  operations 
(6.1  per  cent),  one  death  after  perineal  (6.7 
per  cent),  and  one  after  retropubic  operations 
(2.8  per  cent),  giving  an  overall  mortality7  rate 
of  2.7  per  cent  (Table  2). 

Cause  of  death.  On  considering  the  clinical 
course  of  the  14  patients  who  died,  several  cate- 
gories are  apparent  as  follows: 

Category  A:  errors  in  preoperative  selection 
( two  patients ) . These  patients  should  have  been 
treated  with  catheter  drainage  until  non-uro- 
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TUR 

Table  2 
Mortality 

July,  1959  — December 

No. 

356 

, 1961 
Deaths 

6 

Mortality 

% 

1.7 

Suprapubic- 

98 

6 

6.1 

Retropubic 

36 

1 

2.8 

Perineal 

15 

1 

6.7 

Radical 

6 

0 

0 

Total 

511 

14 

2.74 

logic  problems  were  resolved.  The  first,  a dis- 
oriented 80-year-old  diabetic  with  a gangrenous 
limb,  refused  all  medications  and  food  after 
prostatic  surgery  and  died  after  TUR.  The  sec- 
ond died  after  patchy  staphylococcal  pneumonia, 
from  which  he  was  apparently  recovering  pre- 
operatively,  became  confluent  after  operation. 

Category  B:  postoperative  diagnostic  mistake 
(one  patient).  After  suprapubic  prostatectomy, 
a mildly  uremic  68-year-old  with  obstructing 
carcinoma  of  colon  was  mistakenly  diagnosed 
as  suffering  from  ileus  and  expired  as  a result. 

Category  C:  problems  seemingly  beyond  con- 
trol of  surgeon  or  unrelated  to  surgery  ( six 
patients).  Four  patients  aged  77  to  84  died 
suddenly  7,  9,  9,  and  14  days  after  operation. 
One  had  myocardial  infarction,  one  died  due  to 
arrhythmia,  and  no  postmortem  was  obtained  in 
the  other  two.  (The  authorities  do  not  permit 
postmortem  examination  of  derelicts  without 
known  relatives.) 

One  debilitated  77-year-old  died  of  broncho- 
pneumonia nine  days  postoperatively. 

A patient  with  known  widespread  colonic 
carcinoma  bled  massively  and  uncontrollably  in- 
to the  retroperitoneal  tissues  from  metastases 
and  died. 

Category  D:  significant  postoperative  hemor- 
rhage, clot  formation  in  bladder  and  clinical 
septicemia  (five  patients).  Five  patients  aged 
79  to  90  fell  into  this  category.  There  were  two 
suprapubic  operations,  two  TUR’s,  and  one  per- 
ineal resection  in  the  group.  Four  had  clot  ob- 
struction followed  by  septicemia  and  death. 
One  apparently  developed  urinary  retention  a 
few  days  after  perineal  prostatectomy,  went  into 
bacteremic  shock  and  died. 

discussion  of  problems  associated  with  mortality 
accompanying  prostatectomy 

The  effect  of  acute  retention  on  mortality  is 
reported  variously.6-10  In  the  present  series  50 
per  cent  of  patients  were  in  retention  with  a 
4.3  per  cent  prostatectomy  mortality  rate,  while 


mortality  in  the  non-retention  group  was  1.4 
per  cent. 

Preliminary  drainage.  When  suprapubic  cysto- 
stomy  is  performed  because  of  an  estimated 
inability  to  withstand  operation,  reported  hos- 
pital mortality  rate  is  15  to  25  per  cent,0  and 
where  the  required  preliminary  drainage  is  either 
urethral  or  suprapubic,  hospital  mortality  may 
be  as  high  as  63  per  cent.6  However,  prelim- 
inary drainage  allows  the  patient  to  convalesce 
before  surgery  and  permits  resolution  of  edema 
and  vascularity  of  the  bladder  and  prostate 
which  often  accompany  acute  retention.  In  this 
series  preliminary  cystostomy  was  done  in  35 
patients  (6.9  per  cent).  All  subsequently  had 
prostatectomy  with  one  death. 

Advanced  age.  In  the  past  the  mortality  of 
the  operation  has  been  correlated  with  advanc- 
ing age,  increasing  from  1.8  per  cent  mortality 
in  patients  under  70  years  to  24  per  cent  in 
those  over  80  years,  with  an  intermediate  figure 
of  about  9 per  cent.10  In  our  series,  130  men 
or  25  per  cent  of  the  total  were  over  the  age 
of  80,  and  eight  died,  raising  the  mortality  in 
this  age  group  to  6.1  per  cent. 

Hemorrhage.  Blood  transfusion  was  adminis- 
tered during  or  immediately  after  operation  in 
36  per  cent  of  cases  in  the  present  series,  and 
in  half  of  these  the  transfusion  amounted  to 
more  than  500  ml.  Nevertheless,  examination  of 
the  case  record  reveals  that  three  patients  who 
died  (category  C)  had  a significant  amount  of 
bleeding  during  the  operation  or  immediately 
afterwards,  requiring  transfusion  of  1000  ml  of 
blood,  and  that  they  expired  suddenly,  while 
apparently  recovering  from  the  direct  effects  of 
operation.  It  may  be  that  temporary  reduction 
in  what  was  already  a low  circulating  blood 
volume,  in  the  presence  of  coronary  athero- 
sclerosis, was  the  predisposing  factor  to  myocar- 
dial infarction  or  fatal  arrhythmia  when  activity 
was  resumed. 

The  blocked  catheter.  Postoperative  bleeding 
constitutes  a serious  urologic  emergency  when 
the  bladder  drainage  catheter  becomes  blocked 
by  clots,  and  especially  if  irrigation  is  continued 
without  realization  that  the  outflow  is  obstructed. 
Bleeding  sinuses  are  thus  kept  open  and  organ- 
isms, usually  gram-negative,  can  enter  the  blood 
stream.  The  result  may  be  bacteremia  or  septi- 
cemia, characterized  by  chills  and  fever  and  often 
hypotension,  a combination  of  grave  significance. 

In  this  series,  15  TUR’s  (4  per  cent)  and  ten 
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open  cases  (7  per  cent)  were  taken  back  to  the 
operating  room  for  clot  evacuation.  Category  D 
includes  those  in  whom  bladder  drainage  became 
obstructed  with  resultant  septicemia  directly 
contributing  to  death.  It  has  been  our  experience 
that  partial  or  intermittent  obstruction  is  as  dan- 
gerous as  total  blockage.  Frequently  the  ten- 
dency is  to  accept  less  than  perfectly  free  flow 
after  irrigation  by  syringe,  unless  this  danger  is 
fully  realized.  It  is  our  earnest  conviction  that 
in  the  case  of  obstruction  by  clot  it  is  safest  to 
return  a patient  to  the  operating  room,  admin- 
istering another  anesthetic  if  necessary,  in  order 
to  evacuate  the  bladder  of  clots  transurethrallv, 
control  hemorrhage  and  establish  free  drainage. 

type  of  prostatectomy 

When  one  considers  that  almost  all  of  the  pros- 
tatectomies in  this  series  were  performed  by 
residents  in  training,  it  is  remarkable  that  the 
observed  mortality  figures  come  so  close  to  those 
previously  obtained  in  large  series  by  experts. 
The  one  exception  is  in  the  case  of  perineal 
prostatectomy,  but  here  the  number  done  is  too 
small  to  warrant  close  comparison.  Contrary  to 
recently  published  statistics  from  a private  Seat- 
tle hospital,11  three-quarters  of  our  patients  were 
treated  by  transurethral  surgery.  The  low  mortal- 
ity' in  this  group  treated  by  trainees  compares 
favorably  with  that  of  others  and  encourages 
us  to  continue  this  approach.1-3 

summary 

In  all,  511  patients  were  operated  upon  with 
a mortality  rate  of  2.7  per  cent.  The  operation 
with  the  lowest  mortality  rate  (1.7  per  cent  in 
356  cases)  was  transurethral  resection. 

Blood  loss  was  rarely  the  sole  cause  of  death, 
but  postoperative  bleeding  into  the  bladder  with 
clot  formation  and  catheter  blockage  was,  in  the 
series,  the  greatest  single  factor  in  mortality.  ■ 
University  Hospital  (98105)  (Dr.  Ansell) 
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abstract  o 

Puede  obtenerse  alivio  en  la  obstruction 
prostatica  por  la  reseccion  transuretral,  o la 
enucleacion  por  las  vias  suprapubica,  perineal  o 
retropiibica.  La  seleccion  del  metodo  es  influen- 
ciado  por  la  edad,  la  histologia , tamoho  de  la 
glandula,  gravedad  de  los  sintomas  y enferme- 
dades  concomitantes.  La  recseccion  transuretral 
ftte  usada  en  356  de  511  pacientes  y residto  en 
la  mort alidad  mas  baja  de,  1.7  por  ciento.  La 
mortalidad  total  para  esta  serie  fue  de  2.7  por 
ciento.  Las  nineties  fueran  atribuidas  a errores 
en  la  seleccion  preoperatoria,  el  error  diag- 
nostico  post-operatorio,  problemas  fuera  del  con- 
trol del  cirujano  y la  hemorragia  post-operatoria. 
Se  necesitaron  tranfusiones  en  36  por  ciento  de 
los  pacientes  en  esta  serie.  Cinco  de  las  14 
mucrtes  fueran  en  estegripo. 
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Gastroschisis 

Report  of  Four  Cases 


CHARLES  R.  CAVANAGH,  M.D.  / ROBERT  F.  W E LT  Y,  M.D.  Spokane,  Washington 

Gastroschisis  resembles  omphalocele  but  is  differentiated  by  a defect  through 
all  layers  of  the  abdominal  wall,  absence  of  membrane  over  extruded  viscera, 
and  normal  implantation  of  the  umbilical  cord.  Bowel  wall  is  discolored,  lacks 
normal  sheen,  and  is  thickened.  Non-rotation  and  multiple  areas  of  atresia  are 
seen  in  most  cases.  The  operation,  which  must  be  prompt,  should  be  designed  to 
preserve  as  much  bowel  as  possible.  Closure  by  skin  flaps  may  be  necessary  if 
the  abdominal  cavity  has  developed  inadequately.  Malnutrition  may  supervene 
if  extensive  resection  is  required  or  if  portions  of  the  bowel  fail  to  regain  function. 


Gastroschisis  is  a term  derived  from  the  Greek, 
meaning  literally,  belly  cleft.  Specifically,  it 
refers  to  a congenital  defect  of  the  abdominal 
wall  through  which  the  gut  protrudes.  Although 
somewhat  similar  to  the  more  commonly  recog- 
nized omphalocele,  there  are  basic  differences 
in  the  pathogenesis,  management,  and  prognosis 
of  the  two  entities  which  we  feel  are  important, 
and  deserve  emphasis.  An  omphalocele  is  an 
anomaly  of  the  umbilical  cord  into  which  the 
viscera  have  herniated.  A covering  membrane  is 
always  present.  If  the  membrane  is  ruptured,  the 
cord  inserts  into  its  remnants.  Gastroschisis  is 
an  extra-umbilical  defect  involving  all  layers  of 
the  abdominal  wall.  Although  it  usually  occurs 
at  the  umbilical  level,  the  defect  is  adjacent  to 
a normally  implanted  cord  and  frequently  sep- 
arated from  it  by  a margin  of  skin.  Neither 
membrane  nor  remnants  of  a sac  are  present. 

The  defect  in  gastroschisis  has  been  attributed 
to  failure  of  midline  fusion  of  the  somatopleure 
very  early  in  gestation,  leaving  a simple  hole  in 
the  abdominal  wall.  In  most  cases,  the  entire 
gastrointestinal  tract,  from  the  duodenum  to  the 
rectosigmoid,  is  totally  exteriorized  and  com- 
plete nonrotation  of  the  bowel  is  nearly  always 
associated.  The  peritoneal  cavity,  being  freed 
of  these  contents,  is  often  shrunken  to  extremely 
small  proportions.  In  addition,  the  bowel  and 
mesentery  undergo  a rather  pronounced  irrita- 
tive reaction  in  their  ectopic  location.  These 
structures  become  thick-walled  and  leathery  in 
consistency.  Adhesions  often  firmly  mat  the  loops 
of  bowel  into  a large,  solid  mass,  varying  in 
color  from  pale  tan  to  fiery  red,  purple,  or  black. 


At  times  one  must  exercise  considerable  care 
and  judgment  in  deciding  whether  or  not  the 
bowel  is  actually  viable.  Frequently  the  mesen- 
tery is  so  thickened  that  normal  arterial  pulsa- 
tions cannot  be  palpated.  Reduction  is  often  im- 
possible and  the  most  one  can  hope  for  is 
coverage  with  widely  mobilized  skin  flaps  as 
described  by  Gross  for  large  omphaloceles.1 

Ordinarily  a large  omphalocele  containing 
many  loops  of  bowel  is  associated  with  a very 
sizable  abdominal  wall  defect.  Such  is  usually 
not  the  case  with  gastroschisis,  the  defect  gen- 
erally being  quite  small.  Indeed,  the  small  size 
of  the  defect  itself  may  give  rise  to  unique 
problems.  First,  the  opening  usually  has  to  be 
greatly  enlarged  in  order  to  explore  properly, 
and  to  effect  even  partial  reduction  of  the  herni- 
ated gut.  Second,  blood  supply  to  the  exteriorized 
bowel  may  be  compromised  as  a result  of  the 
small  defect.  Torsion  of  the  mesentery  is  prone 
to  occur,  and  the  exteriorized  bowel  may  be 
totally  gangrenous  at  the  time  of  delivery.  There 
is  a high  incidence  of  associated  anomalies  of 
the  gastrointestinal  tract.  Twenty-five  per  cent 
of  the  cases  reported  have  had  multiple  areas  of 
atresia  and  abnormal  shortening  of  the  intestine 
is  frequently  seen.  This  is  especially  important 
in  cases  demanding  resection.  In  one  of  our 
cases  only  60  cm  of  bowel  was  resected,  but  this 
represented  most  of  the  jejunum,  the  entire 
ileum,  and  proximal  colon. 

CASE  REPORTS 

Case  1.  A six  and  one-half  pound,  full  term, 
white  male  infant  was  born  November  6,  1955 
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following  an  uneventful  pregnancy.  General  exam- 
ination was  unremarkable  except  for  the  abdomen. 
There  was  a defect  to  the  right  of  the  umbilicus 
approximately  3 cm  in  diameter  separated  from  a 
normally  implanted  cord  by  a bridge  of  normal 
skin.  There  was  no  membrane  or  remnant  of  a sac. 
A large  amount  of  bowel  protruded  through  the 
defect.  At  exploration,  within  an  hour  of  delivery, 
the  stomach  was  found  to  be  tremendously  dilated, 
but  of  normal  soft  pliability  and  color.  Extending 
downward  from  it,  there  was  complete  nonrotation 
of  small  bowel  for  a length  of  about  fifteen  inches, 
where  it  ended  in  complete  atresia.  The  remainder 
of  the  small  bowel  was  totally  exteriorized,  contained 
numerous  atretic  areas,  and  was  frankly  gangrenous. 
Nothing  resembling  a right  colon  or  appendix  was 
found.  Extending  from  this  gangrenous  mass,  a very 
narrow  segment  of  bowel  re-entered  the  abdomen, 
coursing  down  its  left  side  to  the  rectum.  The  gan- 
grenous bowel  was  excised  and  the  jejenum  anas- 
tomosed to  the  descending  colon.  Primary  abdominal 
wall  closure  was  accomplished  with  ease.  The  post- 
operative course  was  prolonged  but  progressively 
downhill  and  bowel  function  was  never  satisfactory. 
The  ehild  died  seven  weeks  postoperativelv  of 
malnutrition.  At  autopsy  the  anastomosis  was  widely 
patent,  but  the  colon  remained  extremely  small  and 
fibrotic  throughout.  Microscopically  it  contained 
normal  ganglion  cells. 

Case  2.  A baby  was  admitted  July  28,  1957  three 
hours  following  birth  at  another  hospital.  The  in- 
fant’s condition  generally  was  surprisingly  good 
and  examination  was  negative  except  for  the  abdo- 
men. There  was  a defect  measuring  4.5  x 3 cm  to 
the  right  of  a normally  implanted  umbilical  cord  and 
separated  from  it  by  a bridge  of  normal  abdominal 
wall.  Through  the  defect  the  entire  intestinal  tract, 
from  the  second  portion  of  the  duodenum  to  the 
sigmoid,  had  completely  prolapsed.  The  exteriorized 
bowel  was  brownish-grav  in  color  and  markedly 
thickened.  There  were  fibrinous  adhesions  between 
the  loops  of  bowel.  No  pulsations  could  be  detected 
in  either  the  superior  mesenteric  or  left  colic  arteries. 
In  association  with  this,  there  was  obstruction  of  the 
second  portion  of  the  duodenum.  The  child  was 
taken,  as  soon  as  feasible,  to  surgery,  where  it  was 
necessary  to  extend  the  defect  in  order  to  replace 
the  intestine.  The  obstructing  band  at  the  duodenum 
was  divided  and  following  reduction  of  the  abdomin- 
al contents  a primary  abdominal  wound  closure  of 
all  layers  was  possible.  Postoperativelv  the  child  did 
very  well  and  began  having  spontaneous  bowel 
movements  on  the  eighth  day.  The  baby  was  dis- 
charged approximately  two  and  one-half  weeks 
after  birth,  at  which  time  he  was  eating  normally, 
moving  his  bowels  well,  and  gaining  weight.  The 
family,  unfortunately,  has  moved  from  this  area,  so 
that  a long-term  follow-up  is  not  possible. 

Case  3.  A four-pound  premature  infant  was  born 
September  26,  1957.  It  was  noted  at  the  time  of 
delivery  that  the  amniotic  fluid  was  green.  General 
examination  of  the  baby  was  normal  except  for 
the  abdomen.  Just  to  the  right  of,  and  somewhat  in- 
ferior, to  a normally  implanted  cord  was  a 4 cm 
defect  involving  all  layers  of  the  abdominal  wall. 
Through  this  the  entire  small  bowel  and  colon 
down  to  the  sigmoid  had  prolapsed  and  there  was 
no  evidence  of  any  membrane.  The  bowel  was 
purplish-black,  edematous,  and  covered  with  green 
fibrinopurulent  adhesions  and  exudate.  No  meconium 
was  found  in  the  rectum.  The  infant  was  seen  at  this 
time  by  another  surgeon.  The  clinical  diagnosis 


was  ruptured  omphalocele  with  possible  atresia  and 
perforation  of  the  bowel.  Since  it  was  felt  that  the 
baby  had  meconium  peritonitis  in  addition  to  a 
saucer-like,  extremely  small,  abdominal  cavity,  no 
surgery  was  recommended.  We  were  asked,  individu- 
ally, to  see  this  case  on  the  fourth  and  fifth  days  of 
life  respectively.  It  was  recognized  as  one  of  gastro- 
sehisis.  However,  because  of  the  long  delay,  surgery 
was  not  felt  to  be  feasible.  In  spite  of  this,  the  child 
lived  for  a total  of  eight  days  on  supportive  therapy. 
At  autopsy  no  perforation  was  found,  and  patency 
of  the  entire  intestinal  tract  was  confirmed.  It  is  our 
opinion  that,  had  the  true  nature  of  this  defect  been 
recognized  early  in  life,  surgery  might  have  saved 
this  baby. 

Case  4.  A five  pound,  ten  ounce  full  term  female 
was  born  March  9,  1961  following  an  uneventful 
pregnancy  and  delivery.  General  examination  was 
unremarkable  except  for  a small  abdominal  wall 
defect  through  which  a large  amount  of  intestinal 
tract  had  herniated.  The  baby  was  taken  immediately 
to  surgery.  The  defect,  4.5  cm  in  diameter,  lay  just 
to  the  right  of  the  umbilicus  and  was  separated 
from  it  by  a narrow  bridge  of  skin.  The  defect  was 
enlarged  and  the  entire  gastrointestinal  tract  from  the 
distal  half  of  the  stomach  to  the  rectosigmoid  was 
found  to  have  been  exteriorized.  There  was  com- 
plete nonrotation  of  the  bowel.  The  prolapsed  bowel 
was  markedly  edematous,  mottled  brown  and  puttv- 
like  and  its  mesentery  was  about  one  inch  in  thick- 
ness. A duodenal  band  associated  with  the  malrota- 
tion  was  divided.  Reduction  was  impossible.  Skin 
flaps  were  mobilized  and  closed  about  the  ex- 
truded bowel.  On  the  first  postoperative  day,  the 
baby  had  two  stools,  and  passed  flatus  and  stools 
freely  for  the  remainder  of  her  hospital  course. 
However,  despite  a fairly  good  intake,  and  the 
passage  of  stools  rectally,  the  progress  was  steadily 
downhill.  The  baby  continually  lost  weight.  She 
died  two  months  following  surgery,  of  malnutrition. 
At  postmortem  examination  the  gastrointestinal  tract 
was  patent  throughout  and  of  normal  texture.  The 
pituitary  gland,  however,  showed  complete  atrophy, 
only  one  or  two  normal  cells  being  seen.  This  was 
felt  to  represent  the  primary  cause  of  death. 

discussion 

To  our  knowledge  there  have  been  only  fifteen 
previous  cases  of  gastroschisis  reported  in  the 
medical  literature  and  these  are  quite  recent.2  " 
Six  of  these  have  survived.  Gross  makes  no  men- 
tion of  this  condition  in  his  text  on  pediatric 
surgery.1  One  might  infer,  therefore,  that  it  is  so 
rare  an  anomaly  as  not  to  warrant  further  con- 
sideration. However,  the  fact  that  two  of  us  in  a 
period  of  six  years  have  seen  four  cases  might 
suggest  that  actually  it  is  somewhat  more  com- 
mon than  has  been  previously  assumed.  The 
very  nature  of  the  defect,  with  extrusion  of 
bowel  and  no  peritoneal  covering,  does  not  lend 
itself  to  long  delay  or  transportation  to  distant 
centers  where  unusual  cases  so  often  congregate 
and  are  documented.  It  would  seem  possible  that 
many  cases  have  received  care  in  the  past  in  the 
hospital  where  deliver)'  took  place.  The  mortal- 
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ity  is,  of  course,  high  and  surgeons  are  prone 
not  to  report  rare  solitary  cases,  particularly 
those  that  end  fatally.  It  is  probable  that  those 
conditions  with  which  we  are  less  familiar  are 
less  well  handled.  Since  there  has  been  relatively 
little  attention  paid  to  it  in  the  past,  and  since 
the  picture  as  seen  by  the  clinician  presents 
some  alarming  and  misleading  changes  which 
might  lead  one  to  consider  the  situation  hope- 
less, we  feel  this  report  is  worthwhile  and  that 
certain  points  deserve  emphasis. 

1. — The  bowel  has  been  exteriorized  all 
during  fetal  life.  It  does  not  have  the  normal 
color,  texture,  or  sheen  of  normal  viscera, 
and  in  this  way  does  not  resemble  the  pic- 
ture seen  with  an  omphalocele  that  has  rup- 
tured ’'at  or  close  to  the  time  of  delivery. 

2. — The  characteristic  color  of  the  bowel 
and  mesentery  is  brownish-tan  but  it  may 
be  much  darker.  This  alone  should  not  lead 
one  to  infer  that  perforation  or  gangrenous 
changes  have  set  in  or  that  resection  is  neces- 
sary. Adequate  nutrition  and  development  of 
the  infant  demand  preservation  of  all  bowel 
possible.  It  should  be  remembered  that  the 
extreme  thickening  of  bowel  wall  and  mes- 
entery may  make  arterial  pulsations  un- 
detectable when  viability  remains. 

3. — The  extreme  thickening  and  rigidity 
of  the  bowel  wall  might  lead  one  to  infer 
that  normal  peristaltic  function  would  be  im- 
possible. This  is  not  true. 

4. — There  is  very  likely  to  be  complete 
nonrotation  of  bowel.  This  may  lead  to  a 
duodenal  obstruction,  which  should  be  cor- 
rected. Other  gastrointestinal  anomalies  are 
common  and  should  be  carefully  searched 
for. 

5. — Ideally,  all  layers  of  the  abdominal  wall 
should  be  closed,  for  if  this  is  possible,  the 
prognosis  is  much  better.5  However,  as  in 
large  omphaloceles,  a forced,  tight  closure 
may  lead  to  such  crowding  of  the  diaphragm 
that  respiratory  embarrassment  and  death 
may  ensue.  In  other  cases,  the  abdominal 
wall  is  so  hypoplastic,  and  the  viscera  so 
enlarged,  that  reduction  is  physically  im- 
possible. Therefore,  closure  with  skin  flaps 
alone  is  frequently  necessary. 


6.— The  period  of  time  before  effective 
peristalsis  occurs  may  be  prolonged  because 
of  local  conditions  of  the  bowel  and  its  mes- 
entery. Opportunity  for  survival  demands 
close  and  painstaking  postoperative  care 
during  this  period  of  time. 

If  these  factors  are  borne  in  mind,  it  is  our 
opinion  that  more  of  these  infants  may  be 
saved  in  the  future.  Though  the  mortality  is 
admittedly  high,  the  only  chance  for  survival 
lies  in  prompt  surgery.  ■ 
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abstracto 

La  gastrosquisis  semeja  el  onfalocele  pero  es 
diferenciada  por  ser  un  defecto  a traces  de 
todos  las  capas  de  la  pared  abdominal,  ausencia 
de  membrano  sobre  las  visceras  exteriorizadas, 
y la  implantacion  normal  del  cordon  umbilical. 
La  pared  intestinal  tiene  coloracion  anormal, 
pierde  su  lustre  normal  y esta  engrasada.  Ausen- 
cia de  rotacion  y areas  multiples  de  atresia  se 
ven  en  la  tnayoria  de  los  casos.  La  operacion,  que 
debe  de  ser  pronta,  debe  de  planearse  de  manera 
de  preserver  tanto  intestino  como  sea  posible. 
El  cierre  con  colgajos  de  piel  puede  ser  necesario 
si  la  pared  abdominal  se  ha  formado  de  manera 
inadecuada.  Puede  presentarse  desnutricion  si 
una  reseccion  extensa  ha  siclo  necesaria  o si  por- 
ciones  del  intestino  no  recuperan  su  funcion. 
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Islet  Cell  Adenomas 


RICHARD  G.  SANDERSON,  M.D.  / PHILIP  A.  SNEDECOR,  M.D.  / 
CLARE  G.  PETERSON,  M.D.  Portland,  Oregon 

Hypoglycemia  due  to  a functioning  islet  cell  adenoma  may  present  a con- 
fusing clinical  picture.  Diagnosis  is  commonly  delayed , sometimes  for  years.  The 
glucose  tolerance  test  is  unreliable  in  detecting  hyperinsulinism,  but  does  dis- 
tinguish between  organic,  functional,  and  hepatogenic  hypoglycemia.  A fast  of 
48  to  72  hours,  tinder  close  observation,  may  help  by  provoking  a typical  attack. 
Surgical  technique  demands  full  exposure  of  the  entire  pancreas,  permitting 
bimanual  palpation;  adenomata  may  easily  be  overlooked.  Successful  removal  of 
the  offending  tumor  is  indicated  by  transient,  postoperative  hyperglycemia,  which 
recedes  without  treatment. 


In  1924,  Harris  first  proposed  a condition  called 
htyperinsulism.1  This  proposal,  of  necessity,  fol- 
lowed the  momentous  discovery  of  insulin  by 
Banting  and  Best."  Harris  had  observed  insulin 
reactions  in  diabetic  patients  and  realized  that 
he  had  seen  non-diabetic  patients  with  the  same 
symptoms.  Not  until  1927  did  Wilder  describe 
the  association  of  hvperinsulism  with  a function- 
ing islet  cell  tumor  of  the  pancreas.3  He  report- 
ed the  case  of  a 40-year  old  physician  who  had  a 
two  year  history  of  hypoglycemia  attacks  that 
occurred  especially  when  operating.  The  first 
surgical  exploration  for  islet  cell  tumor  was  un- 
successful, however,  because  Will  Mayo  found 
a primary  islet  cell  carcinoma  of  the  pancreas 
with  liver  metastases.  The  first  surgical  cure' 
of  hyperinsulinism  due  to  a functioning  islet  cell 
tumor  was  achieved  by  Graham  in  1929. 4 Al- 
though this  tumor  was  also  called  a carcinoma, 
there  was  no  evidence  of  metastasis  and  the  pa- 
tient was  relieved  of  his  symptoms.  In  1938, 
Whipple  proposed  a triad  of  signs  and  symp- 
toms essential  to  the  diagnosis  of  functioning 
islet  cell  adenoma:  1.— onset  of  symptoms  of 
hypoglycemia  in  the  fasting  state,  2.— fasting 
blood  sugar  level  of  less  than  50  mg  per  100  ml 
of  blood  and,  3.— immediate  relief  of  symptoms 
following  administration  of  glucose.5 

During  the  past  seven  years,  we  have  treated 
surgically  five  cases  of  functioning  islet  cell 
tumor  of  the  pancreas.  These  cases  have  been 
representative  of  the  wide  range  of  pathologic, 
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clinical  and  surgical  variants  encountered  in 
this  disease. 

CASE  REPORTS 

Case  1:  A 60-year  old,  obese,  white  female  ad- 
mitted to  the  University  of  Oregon  Medical  School 
Hospital  in  December,  1957,  had  been  in  good  health 
until  1954,  when  she  began  having  attacks  of 
staggering  gait  and  blurred  vision.  These  symp- 
toms increased  in  severity  and  she  experienced 
syncopal  episodes  with  periods  of  unconsciousness. 
She  soon  discovered  that  these  symptoms  occurred 
many  hours  after  eating,  usually  at  night,  and 
could  be  relieved  by  food.  She  had  been  treated  with 
a high  protein  diet,  thyroid,  estrogens,  and  corti- 
sone. Later,  her  attacks  required  intravenous  glu- 
cose administration.  Fasting  blood  sugar  levels  ranged 
from  28  to  42  mg  per  100  ml.  Radiologic  studies 
of  the  chest,  abdomen,  upper  gastrointestinal  tract 
and  skull  were  negative.  Results  of  liver  function 
tests  were  normal.  A diagnosis  of  functioning  islet 
cell  tumor  of  the  pancreas  was  made. 

At  operation,  multiple  large  tumors  of  the  body 
and  tail  of  the  pancreas  were  found  and  the 
distal  pancreas  and  spleen  were  resected.  The  ade- 
nomas were  reddish  brown,  rubbery,  firm,  and 
homogeneous,  located  primarily  on  the  surface  of 
the  pancreas.  The  islet  cells  and  their  nuclei  were 
uniform  in  size  and  staining  quality  with  an  even 
distribution  of  cellular  chromatin  material.  The 
cells  were  arranged  in  cords  from  one  to  three  cells 
thick  and  were  separated  by  a rich  capillary  network. 

Figure  1 demonstrates  the  striking  response  of  the 
blood  sugar  level  after  removal  of  the  adenomas. 
Fasting  blood  sugar  levels  which  ranged  from  35 
to  40  mg  per  100  ml  before  operation  rose  to  300 
mg  by  the  third  postoperative  day,  then  gradually 
declined  to  normal.  There  has  been  no  recurrence  of 
symptoms  since  operation. 

Case  2:  A 78-year  old  white  male  entered  Multno- 
mah County  Hospital  in  November,  1957  with  a 
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Fig.  1.  Fasting  sugar  levels  (case  1). 
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Fig.  2.  Fasting  sugar  levels  (case  2). 


history  of  eight  fainting  episodes  during  the  preced- 
ing 18  months.  On  two  occasions,  he  lapsed  into 
coma  and  was  given  glucose  intravenously  with  com- 
plete relief  of  symptoms.  A preoperative  neurologic 
examination,  electroencephalogram,  and  skull  roent- 
genograms were  normal.  Liver  function  studies,  a 
Thorn  test  for  adrenal  insufficiency,  and  urinary 
17-ketosteroid  levels  were  also  normal. 

At  operation,  examination  of  the  pancreas  and 
peripancreatic  area  was  unrewarding.  A small  nodule 
in  the  gastric  antrum  was  a leiomyoma.  The  spleen 
and  body  and  tail  of  the  pancreas  were  resected. 
Immediate  pathologic  study  failed  to  demonstrate 
an  adenoma.  A Kocher  maneuver  was  done  and  the 
head  of  the  pancreas  was  re-examined.  Bimanual 
palpation  revealed  a suspicious  area  on  the  inferior 
surface  which  was  excised  (Figure  2).  A round, 
greyish-brown  tumor,  1 cm  in  diameter  was  found 
in  the  resected  specimen.  Bizarre  cell  structure  was 
evident,  with  mitotic  activity,  marked  variation  in 
nuclear  size,  and  variation  in  staining  reaction.  This 
tumor  met  the  criteria  of  malignancy  and  was 
reported  as  an  islet  cell  carcinoma. 

The  insert  in  Figure  2 shows  the  lines  of  re- 
section and  the  graph  again  demonstrates  the 
prompt  hyperglycemic  response  following  removal 
of  the  tumor. 

Case  3:  A 52-year  old,  disoriented,  and  irrational 


"HYPERINSULINISM"' 


F0  24-63-40 


■ —HIGH  PROTEIN  DIET 


120 


100 


50 


10 


o 


<b- 

FASTING 


o — HIGH  PROTEIN  DIET 
+ METICORTEN 


COMA 

-i l 1 i 

1/2  1 1/2  2 1/2  3 1/2 

HRS  AFTER  GLUCOSE  50  GM/OS 


Fig.  4.  Glucose  tolerance  curves  demonstrating  insulin 
antagonistic  effect  of  steroid  therapy. 


white  male  was  admitted  to  St.  Vincent’s  Hospital  on 
February  26,  1960  by  police  ambulance.  He  had 
been  well  until  eight  months  before  when  he  first 
experienced  nocturnal  attacks  of  disorientation  from 
which  he  could  not  be  aroused.  Shortly  after  admis- 
sion to  the  hospital  he  lapsed  into  coma  with  clonic 
convulsions.  His  reflexes  were  hyperactive  with  no 
localizing  neurologic  signs.  A blood  specimen  was 
obtained  and  he  was  given  50  cc  of  50  per  cent 
glucose  solution  intravenously,  with  recovery.  The 
fasting  blood  sugar  level  was  8 mg  per  100  ml. 
Chest  roentgenogram,  skull  and  abdominal  films  and 
an  upper  gastrointestinal  study  were  all  normal. 

At  operation,  a 1.5  cm  adenoma  was  resected 
from  the  inferior  surface  of  the  body  of  the  pancreas. 
As  in  the  previous  cases,  a postoperative  hyper- 
glycemic sugar  level  response  occurred.  He  was  not 
given  insulin  and,  as  can  be  seen  in  Figure  3,  the 
blood  sugar  level  returned  to  normal  within  a week 
after  operation. 

Case  4.  A 30-year  old  white  male  entered  the 
University  of  Oregon  Medical  School  Hospital  in 
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May,  1957.  Classical  symptoms  of  hyperinsulism 
had  existed  for  one  year.  Over  this  period  four 
abdominal  operations  had  been  performed.  At  the 
first  exploration,  a lymph  node  which  was  thought 
to  be  an  adenoma  was  removed  from  the  surface  of 
the  pancreas.  The  second  procedure  was  for  mar- 
supialization of  a pseudocyst.  The  third  operation 
was  for  relief  of  a mechanical  bowel  obstruction  due 
to  adhesions.  At  the  fourth  operation,  the  body  and 
tail  of  the  pancreas  were  resected  with  the  spleen. 
An  islet  cell  tumor  was  not  found  in  the  specimen. 
It  is  interesting  to  note  that  the  signs  and  symptoms 
of  hypoglycemia  receded  for  a short  period  of  time 
after  each  operation.  Following  admission,  blood  sug- 
ar levels  ranged  between  13  and  55  mg  per  100  ml 
and  he  required  almost  continuous  intravenous  infu- 
sions of  10  per  cent  dextrose  to  control  his  attacks. 
Within  two  days,  symptoms  of  gastric  obstruction  be- 
gan and  radiologic  studies  demonstrated  a large  mass 
displacing  the  stomach  forward.  At  operation,  a large 
pseudocyst  was  drained  and  a portion  of  the  head 
of  the  pancreas  was  removed.  No  adenoma  was 
found  in  this  specimen.  After  operation,  his  hypo- 
glycemia continued  but  symptoms  were  controlled 
with  high-protein  supplements  every  two  hours.  If  he 
missed  a feeding  at  night,  he  would  promptly 
lapse  into  coma.  He  was  given  prednisone,  15  mg 
daily,  and  Figure  4 indicates  the  glucose  response  to 
steroid  therapy.  He  was  discharged  from  the  hospital 
on  a high-protein  diet  and  15  mg  of  prednisone 
daily.  He  was  asymptomatic  for  sLx  months,  when 
attacks  of  dizziness  and  diplopia  became  so  fre- 
quent that  he  was  unable  to  work.  He  was  again 
admitted  to  the  hospital. 

Surgical  exploration  revealed  a 1.5  cm  pancreatic 
adenoma  in  the  superior  portion  of  the  head  of  the 
pancreas,  posterior  to  the  duodenum  and  in  close 
relation  to  the  common  bile  duct,  the  portal  vein, 
the  hepatic  and  gastroduodenal  arteries  (Figure  5). 
The  adenoma  was  round,  soft,  deep-reddish  brown 
and  the  cut  surface  had  a typical,  granular  appear- 
ance. On  microscopic  examination,  many  islet  cells 
showed  bizarre  nuclear  formation  with  hyper- 
chromatism. 


Fig.  5.  Fasting  sugar  levels  (case  4). 


Case  5:  A 50-year-old  obese  white  female  was  ad- 
mitted for  the  first  time  to  the  University  of  Oregon 
Medical  School  Hospital  in  September,  1962  com- 
plaining of  “blacking  out.”  Six  years  before,  she 
first  experienced  three-hour  episodes  of  amnesia 


Fig.  6.  Fasting  sugar  levels  (case  5). 


during  which  she  was  found  staggering  along  the 
street.  Later  she  learned  to  arrest  these  episodes  by 
eating  carbohydrates.  Subsequent  attacks  occurred 
with  increasing  severity  and  frequency  until  she  was 
hospitalized  in  1960.  A subtotal  pancreatectomy 
was  done  and  no  adenoma  was  found.  Relief  from 
her  symptoms  of  hypoglycemia  was  transient.  Liver 
function  tests  were  normal.  Fasting  blood  sugar 
levels  ranged  from  50  to  70  mg  per  100  ml  but 
promptly  tell  to  20  mg  or  less  with  3 to  6 hours  of 
fasting. 

Abdominal  exploration  revealed  a 1.5  to  2.0 
cm  adenoma  in  the  head  of  the  pancreas.  The 
resected  specimen  was  a firm,  greyish-white  nodule, 
which  on  microscopic  examination  was  a circum- 
scribed mass  of  closely  packed  and  well-differenti- 
ated islet  cells  separated  by  dense,  fibrous  stroma. 

After  operation  the  blood  sugar  level  rose  to  215 
mg  per  100  ml,  but  slowly  fell  to  normal  levels 
within  four  days.  Fasting  blood  sugar  level,  eight 
months  after  operation,  was  83  mg  per  100  ml.  These 
results  are  shown  in  Figure  6.  The  patient  has 
remained  asymptomatic. 

discussion 

The  hypoglycemic  syndrome  is  one  of  such 
protean  manifestations  and  non-specific  symp- 
toms that  the  diagnosis  is  difficult  and  is  often 
initially  overlooked.  A host  of  body  systems  are 
concerned  with  carbohydrate  metabolism,  and 
hypoglycemia  can  be  manifest  in  any  of  them. 
The  end-organ  most  sensitive  to  changes  in 
blood  sugar  levels  is  the  central  nervous  system, 
where  damaging  effects  can  be  expected  if  the 
hypoglycemia  remains  untreated. 

To  establish  the  diagnosis  of  hyperinsulinism 
secondary  to  a functioning  islet  cell  tumor,  func- 
tional causes  of  hypoglycemia  must  first  be 
differentiated  from  organic  ones.  Then  hepato- 
genic, adrenal,  and  pituitary  factors  must  be  ex- 
cluded. 

Since  a direct  assay  of  insulin  levels  is  not 
available  in  clinical  practice,  diagnostic  evi- 
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dence  must  come  from  indirect  sources.  A 48  to 
72  hour  fast  to  provoke  hypoglycemia,  when 
done  under  close  observation,  is  a safe  and 
reliable  way  of  fulfilling  Whipple’s  criteria.0  It  is 
the  best  confirmatory  test  in  establishing  the 
diagnosis  of  hyperinsulinism. 

The  glucose  tolerance  test  should  not  be  relied 
upon,  because  it  may  be  normal  although  a 
functioning  adenoma  is  present.  Its  main  value 
comes  in  differentiating  organic,  functional  and 
hepatogenic  hypoglycemia.  In  addition,  the  hypo- 
glycemia invoked  by  the  test  may  be  dangerous. 

The  intravenous  tolbutamide  test  may  help  to 
establish  a working  diagnosis,  but  should  be  used 
with  care.7  A recent  report  describes  severe 
and  prolonged  hypoglycemia,  unresponsive  to 
intravenous  glucose,  after  administration  of  tol- 
butamide.8 

surgical  technique 

Conduct  of  the  operation  for  functioning  islet 
cell  tumor  warrants  discussion.  Because  of  the 
difficulty  in  finding  the  tumor,  expert  anesthesia 
with  adequate  relaxation  is  demanded.  A com- 
petent pathologist  should  be  in  attendance  so 
that  resected  tissue  can  be  quickly  examined 
for  the  islet  cell  tumor. 


Fig.  7.  Emphasizing  surgical  maneuvers  for  exposure  of 
the  pancreas. 


Figure  7 summarizes  the  salient  features  of 
achieving  adequate  exposure  of  the  pancreas. 
A transverse  incision  is  recommended.  Mobiliza- 
tion of  the  greater  curvature  of  the  stomach 
and  the  duodenum  provides  opportunity  to  ex- 
pose the  head  of  the  pancreas  to  bimanual  pal- 
pation. Tbe  spleen  and  the  distal  pancreas  should 


also  be  mobilized  so  that  the  posterior  surface 
can  be  closely  examined. 

A significant  percentage  of  adenomas  are 
multiple,  demanding  the  full  exposure  and  care- 
ful exploration  of  the  entire  gland  in  each  case. 
If  an  adenoma  is  not  found,  the  spleen,  and  the 
body  and  tail  of  the  pancreas  should  be  resected. 
This  procedure  is  relatively  easy,  and  the  re- 
sected portion,  statistically,  should  contain  a high 
percentage  of  the  tumors.  If  the  pathologist  and 
surgeon  agree  that  the  tumor  has  still  escaped 
detection,  the  final  step  is  to  skeletonize  the 
portal  vein,  as  was  done  with  gratifying  results 
in  our  case  4. 

Functioning  islet  cell  tumors  have  a rich 
capillary  network  which  may  account  for  the 
rapid  pickup  of  insulin,  and  for  their  reddish 
color  which  helps  the  surgeon  identify  them 
and  differentiate  them  from  lymph  nodes.  On 
microscopic  examination  islet  adenomas  may 
appear  highly  anaplastic,  but  non-invasive,  and 
should  be  considered  benign  unless  metastases 
are  found  at  the  time  of  operation. 

postoperative  hyperglycemia 

One  of  the  best  indications  of  a successful 
resection  is  the  hyperglycemia  response  after 
surgery.  The  rise  in  blood  sugar  levels  occurs 
immediately  and  blood  sugar  determinations  dur- 
ing the  operation  may  also  indicate  the  effect- 
iveness of  the  resection.  This  postoperative  hyper- 
glycemia needs  no  insulin  therapy,  as  there  is  no 
accompanying  ketosis  or  acetonemia.  Spontane- 
ous return  of  the  blood  sugar  level  to  normal 
is  expected. 

In  the  past,  it  has  been  suggested  that  the  tem- 
porary hyperglycemia  is  due  to  suppression  of 
the  patient’s  normal  islet  cells  by  the  tumor.  An 
alternate  theory  suggests  that  there  is  an  elevated 
level  of  insulin  antagonists  (epinephrine,  gluca- 
gon and  adrenocorticoids ) which  persist  tem- 
porarily during  the  postoperative  course,  over- 
balancing the  insulin  produced  by  the  remaining 
beta  cells.8  The  finding  of  normal  insulin  levels 
in  the  splenic  vein  blood  one-half  hour  after 
adenoma  removal  tends  to  support  this  theory. 

The  insulin  antagonistic  effect  of  adrenocorti- 
coids is  well  demonstrated  by  comparing  the 
postoperative  blood  sugar  levels  of  the  two 
patients  who  were  on  steroids  before  and  after 
surgery  (cases  1 and  4)  with  those  who  had  no 
steroids  (cases  2,  3 and  5).  The  steroid  treat- 
ment of  hyperinsulinismu  used  in  case  4,  con- 
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trolled  the  patient’s  hypoglycemia.  The  latter 
cases  had  a prompt  return  of  blood  sugar  to 
normal  levels  within  one  week,  while  the  levels 
of  the  steroid-treated  patients  remained  elevated 
until  their  steroid  therapy  was  discontinued.  The 
steroid  effect  may  also  explain  the  transient  post- 
operative relief  that  cases  4 and  5 obtained  even 
though  their  adenomas  were  not  removed  at  the 
initial  operation. 

summary 

Five  cases  of  hyperinsulinism  have  been  re- 
ported. In  three  patients  the  functioning  islet 
cell  tumors  were  found  at  the  initial  operation. 
One  patient  presented  the  difficult  problem  of 
locating  the  tumor  in  the  head  of  the  pancreas 
after  multiple,  previous  explorations. 

Whipple’s  triad  is  still  the  most  important  pre- 
requisite to  a working  diagnosis  of  functioning 
pancreatic  adenoma.  The  72-hour  fast  is  recom- 
mended for  questionable  cases.  It  should  be 
emphasized  that  the  surgical  commitment  is  so 
great  that  the  preoperative  diagnostic  studies 
should  be  extensive  and  should  eliminate  other 
causes  of  hypoglycemia,  such  as  liver,  adrenal 
and  pituitary  insufficiency. 

Emphasis  has  been  placed  on  the  careful  and 
complete  exploration  at  initial  surgery.  These 
tumors  may  be  elusive,  especially  when  they  are 
located  in  the  head  of  the  pancreas. 

The  phenomenon  of  postoperative  hypergly- 
cemia has  been  discussed  with  emphasis  on  the 
effect  of  steroid  therapy.  The  exact  mechanism  ’ 
of  this  hyperglycemia  is  still  in  doubt.  ■ 

3181  S.W.  Sam  Jackson  Park  Road  (97201) 

(Dr.  Sanderson) 

abstract  o 

La  hipoglicemia  debida  a adenoma  de 
celulas  de  los  islotes  funcional  puede  presenter 
tin  cuadro  clinico  confuso.  El  diagnostico  se 


retarda  mtichas  veces  por  ahos.  La  prueba  de 
glucoso-tolcrancia  no  es  de  confianza  para  en- 
roll trar  el  hiperinstdinismo,  pero  distingue  entre 
hipoglicemia  orgdnico,  funcional  o hcpatogena. 
El  ayuno  por  48  a 72  boras,  bajo  observacion 
cuidadora,  puede  ser  util,  provocando  un  ataque 
tipico.  La  tecnica  quirurgica  requiere  exposicion 
complete  de  todo  el  pancreas,  permitiendo  la 
palpacion  bimanual;  las  adenomas  pueden  facil- 
mente  pasar  dcsapercibidas.  La  extirpacion  con 
exito  del  tumor  ofensivo  es  indicada  por  ana 
liiperglicemia  post-operatoria  pasajera ; la  cual 
se  retire  sin  tratamiento. 


REFERENCES 

1 Harris,  S.,  Hyperinsulinism  and  dysinsulinism,  JAMA 
83:729-733  (September  6)  1924. 

2 Banting,  F.  G.,  and  Best,  C.  H.,  Internal  secretion 
of  pancreas,  J Lab  Clin  Med  7:251-266  (February)  1922. 

3 Wilder,  R.  M..  Allan,  F.  N.,  Dower,  M.  H.,  and 
Robertson,  H.  E.,  Carcinoma  of  islands  of  pancreas;  hyper- 
insulinism and  hypoglycemia,  JAMA  89:348-355  (July  30) 
1927. 

4 Graham,  R.  R.,  Quoted  by  Howland,  G.,  Campbell, 
W.  R.,  Maltby,  E.  J.,  and  Robinson  W.  L.,  Dysinsulinism; 
convulsions  and  coma  due  to  islet  cell  tumor  of  pancreas, 
with  operation  and  cure,  JAMA  93:674-679  (August  31) 
1929. 

5 Whipple,  A.  O.,  The  surgical  therapy  of  hyper- 
insulinism, J Internat  de  Chir  3:237,  1938. 

6 Breidahl,  H.  D.,  Priestley,  J.  T.,  and  Rynearson, 
E.  H.,  Hyperinsulinism:  Surgical  aspects  and  results,  Ann 
Surg  142:698-708  (October)  1955. 

7 Fajans,  S.  S.  and  Conn,  J.  W.,  Intravenous  tolbuta- 
mide tests  as  an  adjunct  in  the  diagnosis  of  functioning 
pancreatic  islet  cell  adenomas,  J Lab  Clin  Med  54:811- 
812  (May)  1959. 

8 Johnston,  R..  Goetz,  F.  C„  and  Zimmermann,  B., 
Insulin-secreting  tumor  of  the  pancreas.  Report  of  a case 
with  an  untoward  response  to  tolbutamide  and  with  a 
study  of  the  possible  mechanism  of  postoperative  hyper- 
glycemia, New  Eng  J Med  263:1345-1347  (December)  1960. 

. 9 Gershberg.  H.  and  Ralli,  E.  P.,  Studies  on  patient  with 
severe  hyperinsulinism  treated  with  cortisone  for  three 
years,  Amer  J Med  20:631-637  (April)  1956. 

10  Conn,  J.  W.  and  Seltzer,  H.  S.,  Spontaneous  hypo- 
glycemia, Amer  J Med  19:460-478  (September)  1955. 

11  Howard,  J.  M..  Moss,  N.  H.,  and  Rhoads,  J.  E.,  Col- 
lective review;  hyperinsulinism  and  islet  cell  tumors  of 
the  pancreas  with  398  recorded  tumors,  Int  Abstr  Surg 
90:417-455,  1950. 


40 

Northwest  Medicine,  January  1965 


Intracardiac  Myxomas 

GEORGE  I.  THOMAS,  M.D.  / K.  WILLIAM  EDMARK,  M.D.  / 

THOMAS  W.  JONES,  M.D.  / KENNETH  M.  EYER,  M.D.  '/ 

GORDON  A.  LOGAN,  M.D.  Seattle,  Washington 

Intracardiac  tumors,  particularly  of  the  myxomatous  type,  occur  when  least 
expected.  The  literature  is  replete  with  mistaken  diagnoses,  confirmed  either  at 
a closed  operation  for  mitral  valvular  disease  or  at  autopsy,  ivhen  in  fact  these 
lesions  represent  curable  heart  disease  when  subjected  to  the  proper  operation  with 
extracorporeal  pump  support.  The  authors  have  had  experience  with  three  cases 
in  a four-year  span  with  the  new  Heart  Center  of  Providence  Hospital  in  Seattle, 
successfully  operating  on  two  of  the  three  cases.  Bizarre  cardiac  diagnoses  and 
“atypical”  mitral  stenosis  cases  deserve  cine-radiography,  which  is  the  only 
absolute  diagnostic  tool  in  correctly  making  the  diagnosis  of  an  intracavitary 
myxoma.  Details  of  the  operative  approaches  and  concepts  of  technique  in- 
cluding removing  portions  of  the  atrial  septum  for  intra-atrial  myxoma  and  a 


suggested  approach  for  a left  ventricular 

Within  the  span  of  a single  decade,  heart  tumors 
have  emerged  from  the  list  of  medical  oddities 
to  become  diagnosable  and  operable  lesions.  Over 
50  cases  of  intracardiac  tumors  have  been  report- 
ed in  the  United  States  in  the  past  15  years  and, 
with  the  advent  of  open  heart  surgery,  one-half 
of  these  have  been  successfully  removed  and  the 
patients  restored  to  good  health.1 

Although  they  are  rare  entities,  it  is  of  sta- 
tistical interest  that  in  a four-year  period,  three 
such  cases  should  appear  in  a relatively  new 
heart  center  devoted  to  the  diagnosis  and  treat- 
ment of  cardiovascular  diseases.  We  do  not 
intend  to  promote  the  thesis  that  these  Lire  more 
common  than  universally  appreciated,  since  we 
have  the  feeling  that  our  full  quota  for  some  time 
to  come  has  arrived.  However,  this  unique  ex- 
perience suggests  that  their  diagnosis  be  enter- 
tained seriously  in  light  of  their  ubiquitous  oc- 
currence. In  general,  they  represent  curable 
heart  disease,  once  the  diagnosis  is  established 
and  operation  undertaken. 

Myxomas  of  the  heart  are  the  most  common, 
primary  tumors  encountered.  They  are  benign 
and  grow  slowly,  producing  symptoms  by  ob- 
structing valve  orifices  or  obliterating  heart 
cavities.  The  left  side  of  the  interatrial  septum 
gives  rise  to  most  of  these  benign  myxomas, 
with  the  point  of  growth  attachment  on  the  rim 
of  the  fossa  ovalis.  Since  the  mitral  valve  is  im- 

From  the  Heart  Center,  Providence  Hospital,  Seattle. 
Washington. 


myxoma  are  brought  out  in  the  text. 

mediately  adjacent  to  the  septum,  it  may  be  ob- 
structed by  the  tumor  when  appropriate  size  is 
reached.  The  growth  often  acts  as  a bal1  valve 
producing  positional  symptoms  and  changing 
murmurs.  Occasionally  these  tumors  manifest 
themselves  by  showering  the  systemic  circulation 
with  tumor  emboli.  If  the  embolus  is  large,  a 
peripheral  blood  vessel  may  be  occluded,  re- 
quiring embolectomy.  The  diagnosis  is  estab- 
lished when  histologic  identification  reveals  the 
specimen  to  be  of  myxomatous  tissue.  If  the 
emboli  are  small  and  shower  the  skin,  visceral 
organs,  or  brain,  an  illness  occurs  (see  case  2) 
similar  to  biteterial  endocarditis.  Diagnosis  then 
becomes  difficult.  Occasionally  these  tumors 
have  a broad  base,  do  not  obstruct  valves,  and 
produce  ill-defined  and  unusual  symptoms  by 
slow  obliteration  of  an  atrial  cavity  or  by  the 
simple  mechanics  of  impeding  circulation 
through  the  heart.  It  is  the  latter  that  causes  the 
greatest  amount  of  difficulty  in  establishing  a 
preoperative  diagnosis.  Symptoms  of  heart  fail- 
ure, unexplained  pulmonary  edema,  atypical 
angina  pectoris,  or  unusual  arrhythmias  occur. 
Statistics  indicate  that  two  out  of  three  left 
atrial  myxomas  are  erroneously  diagnosed  clini- 
cally as  mitral  stenosis. 

Of  our  three  cases,  two  were  left  atrial  my- 
xomas and  one  was  a left  ventricular  myxoma. 
It  is  interesting  that  an  intensive  search  of  the 

Supported  in  part  by  John  M.  Hartford  Foundation, 
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world  literature  disclosed  only  three  previously 
reported  left  ventricular  myxomas.  Only  one 
was  operated.  Our  unique  case  of  a myxoma 
of  the  left  ventricle  (case  3)  has  recently  been 
reported  in  detail. - 

CASE  REPORTS 

Case  1.  A 54-year-old  white  female  had  progres- 
sive cardiac  disability  for  five  years,  increasing  over 
the  six  months  preceding  admission,  marked  by 
exertional  dyspnea,  severe  orthopnea,  fatigue  and 
repeated  bouts  of  pulmonary  edema.  There  was  no 
past  history  of  rheumatic  fever.  Physical  examina- 
tion disclosed  normal  sinus  rhythm,  increase  in  the 
second  pulmonic  sound,  questionable  opening  mitral 
snap  and  a grade  III,  apical,  pre-systolic  murmur 
characteristic  of  mitral  stenosis.  Electrocardiography 
revealed  left  atrial  hypertrophy.  X-ray  of  the  chest 
revealed  slight  enlargement  of  the  left  side  of  the 
heart.  Mitral  valve  calcification  was  not  observed. 
Right  and  left  heart  catheterizations  revealed  ele- 
vation of  pulmonary  artery  pressure,  with  a pul- 
monary capillary  wedge  pressure  of  35  mm  of 
mercury.  At  this  time  cineangiography  was  not  done. 
It  was  the  consensus  of  the  cardiac  group  following 
this  procedure  that  the  patient  had  rheumatic  mitral 
valvular  stenosis.  With  the  lack  of  valve  calcifica- 
tion, and  showing  normal  sinus  rhythm  with  a 
relatively  small  heart,  she  was  considered  an  ex- 
cellent candidate  for  closed  mitral  commissurotomy, 
no  thought  of  atrial  myxoma  being  entertained. 


Fig.  1.  Forty-four  gm  benign  left  atrial  myxoma  re- 
moved from  a 54-year-old  patient.  The  diagnosis  was 
established  at  proposed  closed  mitral  commissurotomy 
for  mitral  stenosis  and  subsequently  removed  with  cardio- 
pulmonary bypass  support. 


On  May  30,  1960,  a left  thoracotomy  was  per- 
formed. Digital  exploration  of  the  left  atrium  re- 
vealed a lemon-sized  pedunculated  tumor  arising 
from  the  atrial  septum  overlying  a perfectly  normal 
mitral  valve.  Xo  further  surgery  was  carried  out  and 
the  patient’s  chest  was  closed.  Two  months  later 
re-operation  was  carried  out.  With  cardiopulmonary 
bypass,  open  left  atriotomv  revealed  a 9x6x5  cm,  44 
gm,  pliable,  myxomatous  tumor.  (Fig.  1).  It  rose 


from  the  rim  of  the  fossa  ovalis  of  the  atrial  septum 
and  was  removed  easily.  Convalescence  was  quite 
uneventful.  Over  the  next  ten  months,  she  gained 
20  pounds,  and  her  cardiac  symptoms  completely 
disappeared.  Heart  catheterization  performed  March 
20.  1961,  approximately  seven  months  after  surgeiy, 
showed  reduction  in  the  left  atrial  pressure  from  a 
mean  of  23  mm  of  mercury  to  a mean  of  5.  She 
remains  in  excellent  health  today,  four  years  follow- 
ing her  operation. 

Comment : Many  of  the  left  atrial  myxomas 
reported  have  been  diagnosed  at  operation  fox- 
presumed  mitral  stenosis.  At  her  first  operation, 
following  the  dictates  of  Scanlon  and  what  seem- 
ed readily  obvious,  it  was  elected  not  to  attempt 
removal  without  pump  oxygenator  support  be- 
cause of  the  dangers  involved  in  indirect  or 
closed  methods  of  tumor  removal.3  Had  left 
atrial  cineangiography  been  performed  prior  to 
her  first  procedure,  the  diagnosis  would  have 
been  established  and  the  first,  improper  pro- 
cedure avoided. 

Case  2.  A 48-year-old  white  male  was  ill  for  over 
one  year,  with  weight  loss,  fatigue,  anemia  and  an 
acute,  two-month  febrile  illness,  requiring  hospitali- 
zation, with  chills,  splenomegaly,  petechial  hem- 
orrhages, systolic  heart  murmur  and  hematuria. 
Fourteen  blood  cultures  were  negative.  Despite  the 
latter,  the  diagnosis  of  atypical  subacute  bacterial 
endocarditis  was  made  and  he  was  treated  accord- 
ingly. Physical  examination  revealed  a grade  I to  II 
mid-diastolic  rumble  at  the  apex,  along  with  a grade 
II  systolic  murmur  to  the  right  of  the  sternum.  An 
opening  snap  was  not  heard.  The  second  pulmonic 
sound  was  accentuated.  Electrocardiography  re- 
vealed broad,  notched  T-waves  and  sinus  tachy- 
cardia. Chest  x-ray  revealed  slight  enlargement  of 
the  left  atrium. 

On  the  basis  of  the  earlier  presumptive  diagnosis 
of  subacute  bacterial  endocarditis  without  positive 
blood  cultures,  and  murmurs  of  mitral  stenosis  and 
insufficiency,  a diagnosis  of  left  atrial  myxoma  was 
strongly  suspected  by  one  of  us  (G.A.L.).  Cine- 
angiography, with  main  pulmonary  artery  injection 
of  contrast  media,  revealed  a large,  lobulated,  intra- 
atrial  tumor  arising  from  the  left  atrial  septum,  with 
fingerlike  projections  streaming  down  into  the  left 
ventricle  during  diastole.  Right  ventricular  pressure 
was  elevated  to  80/4  with  left  atrial-left  ventricular 
diastolic  gradient  of  26  mm  of  mercury.  Pulmonary 
arterial  resistance  was  normal. 

On  January  18,  1962,  left  thoracotomy  was  per- 
formed and  during  cardiopulmonary  bypass,  the 
left  atrium  was  opened.  A 60  gm,  friable,  and  mark- 
edly lobulated,  soft,  myxomatous  tumor,  occupying 
75  per  cent  of  the  left  atrial  chamber,  was  removed, 
(Fig.  2).  The  pedicle  was  excised,  along  with  a 
portion  of  the  atrial  septum  and  the  newly  created 
septal  defect  closed  with  interrupted  sutiires.  The 
patient’s  convalescence  was  uneventful.  Since  dis- 
charge he  has  gained  some  18  pounds  and  is  back 
at  work  as  a carpenter.  Cardiac  catheterization 
studies  eight  days  postoperatively  revealed  normal 
right  ventricular  and  left  atrial  chamber  pressures. 

Comment:  The  diagnosis  of  left  atrial  myxoma 
was  substantiated  by  cineradiography  of  the  left 
side  of  the  heart  and  could  not  have  been  picked 
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Fig.  2.  View  at  operation  through  the  open  left  atrium 
of  a myxoma,  case  2.  Tumor  occupied  75  per  cent  of  the 
left  atrial  cavity  and  prolapsed  into  the  left  ventricle  dur- 
ing each  cardiac  diastole. 

up  by  pressure,  flow  and  gas  studies  alone.  Ap- 
proximately 30  per  cent  of  reported  cases  that 
have  been  reviewed  on  the  subject  of  intracar- 
diac myxomas  ( but  whose  extensive  bibliography 
is  not  reported)  have  small  microscopic  tumor 
emboli,  giving  rise  to  signs  and  symptoms  similar 
to  those  of  subacute  bacterial  endocarditis,  as 
in  the  case  of  our  patient.  Whether  or  not  micro- 
emboli  occur  depends  on  the  fragility  of  the 
main  tumor  mass.  This  was  a characteristic  of 
the  tumor  in  case  2 in  contradistinction  to  the 
smooth  non-lobulated  surface  of  the  tumor  in 
case  1.  Though  these  are  not  malignant  tumors, 
the  relative  young  age  of  this  patient  indicated  it 
was  probably  advisable  to  excise  a portion  of  the 
atrial  septum  from  which  the  tumor  arose.  Resi- 
dual myxoma  cells  lying  in  the  septum  might 
reproduce  this  growth  as  in  the  case  of  myxomas 
in  other  areas  of  the  body.  The  cuff  of  atrial 
septal  tissue  about  the  pedicle  was  free  from 
tumor  cells. 

Case  3.  A 16-year-old  white  female  developed 
bouts  of  syncope,  six  months  prior  to  hospitaliza- 
tion. An  acquired  systolic  murmur  of  the  aortic 
valve  was  discovered,  and  she  was  admitted  for 
heart  catheterization.  Physical  examination  revealed 
a grade  IV  to  V systolic  murmur  radiating  into  the 
neck  vessels  and  originating  at  the  base  of  the  heart. 
Electrocardiography  showed  minimal  left  ventric- 
ular hypertrophy.  Chest  x-ray  revealed  a heart  of 
normal  size  with  no  unusual  features.  Right  and 
left  heart  catheterization  disclosed  elevated  left 
ventricular  pressure  of  172/6,  with  aortic  valve  peak 
systolic  gradient  of  52  mm  of  mercury.  Left  ven- 
tricular cineradiography  revealed  a pedunculated 
tumor  lying  in  the  left  ventricle  which  protruded 
through  the  aortic  valve  on  systole,  dropping  back 
in  the  center  of  the  left  ventricle  on  diastole,  (Fig. 
3).  The  pulse-pressure  sign  described  by  Brochen- 
braugh  was  positive  for  subvalvular  aortic  obstruc- 
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Fig.  3.  Left  ventriculograms  showing  the  intracavitary 
myxoma  during  systole  and  diastole,  case  3.  (Radiographs 
retouched  for  clarity.) 


Fig.  4.  Myxoma  removed  from  the  left  ventricle  of  a 16- 
year-old  patient,  histologically  and  chemically  identical  to 
an  atrial  myxoma. 


tion.  This  tumor  was  diagnosed  preoperatively  as 
probable  left  ventricular  myxoma,  (K.M.E.). 

Left  thoracotomy  was  carried  out  on  August  16, 
1962.  Through  a wide  left  atriotomy,  the  aortic 
leaflet  of  the  mitral  valve  was  detached  along  the 
annulus,  disclosing  a 5x3x2  cm  myxoma  imprisoned 
behind  the  chordae  tendinae  of  the  aortic  leaflet. 
The  tumor  was  removed  with  some  difficulty  and 
the  aortic  leaflet  repaired  with  interrupted  silk  su- 
tures, (Fig.  4.).  The  heart  was  electrically  fib- 
rillated  before  removal  and  defibrillated  following 
removal.  The  chest  was  reopened  approximately 
48  hours  after  completion  of  the  operation,  for  acute 
tamponade.  After  relieving  the  cardiac  constriction, 
her  problem  was  one  of  severe  azotemia.  The  young- 
ster was  transferred  to  the  University  Hospital, 
where  she  was  treated  by  peritoneal  dialysis,  fol- 
lowed by  renodialysis,  until  acute  heart  failure  inter- 
vened and  death  followed  eight  days  after  opera- 
tion. Autopsy  disclosed  a small  residual  stock  of 
myxoma  tissue  in  the  left  ventricle,  plus  two  other 
small  myxomatous  polyps  from  multicentric  origins. 
The  cause  of  her  heart  failure  was  massive  mitral 
regurgitation  secondary  to  dehiscence  of  the  aortic 
leaflet  of  the  mitral  valve.  The  silk  sutures  had 
held  on  the  annulus  side  of  the  atrium  but  pulled 
out  from  the  valve  side. 

Comment:  This  is  a very  unusual  cardiac 
tumor.  Proper  management  of  tumors  of  this 
type  is  difficult.  Opening  the  left  ventricle  with 
attendant  myocardial  ischemia  did  not  appear 
to  be  the  best  route  initially.  However,  because 
of  the  biologic  character  and  multicentric  origins 
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of  this  tumor  and  difficulty  in  extracting  it 
through  the  atrium,  left  ventriculotomy  may  be 
indicated  in  future  cases.  Kay  removed  the  only 
operated  left  ventricular  myxoma  reported, 
through  a left  ventriculotomy;  and  the  patient 
survived.* 

discussion 

The  diagnosis  of  atrial  and  ventricular  tumors 
should  always  be  suspected  in  bizarre  cardiac 
diagnoses.  These  frequently  become  apparent  at 
about  the  same  age  that  mitral  valvular  lesions 
reveal  themselves  in  symptomatic  state.  Sugges- 
tive clues  for  the  diagnosis  of  atrial  myxoma  are: 
murmurs  or  symptoms  characteristic  of  mitral 
stenosis,  often  changing  with  position;  absence 
of  calcium  in  the  valvular  area;  and  the  presence 
of  normal  sinus  rhythm.  The  presence  or  absence 
of  acute  rheumatic  fever  is,  of  course,  of  little 
help.  Distinguishing  atrial  myxoma  from  bac- 
terial endocarditis  can  be  quite  difficult,  since 
the  symptoms  and  signs  present  a somewhat 
similar  clinical  picture.  Certainly  a myxoma  can 
be  considered  when  blood  cultures  are  consist- 
ently negative  and  adequate  therapy  appears  to 
be  ineffective.  One  should  not  put  too  much  re- 
liance on  the  presence  of  syncope  and  the  ab- 
sence of  syncope  should  never  be  taken  as 
evidence  against  a myxoma.  Cineradiography 
with  injection  of  contrast  media  into  the  right 
pulmonary  artery  or  right  ventricle,  is  the  most 
satisfactory  method  of  demonstrating  a left  atrial 
myxoma.  This,  of  course,  should  be  carried  oq.t 
frequently  in  a catheterization  workup  of  pa- 
tients with  heart  disease,  since  the  benefit  pro- 
vided by  this  technique  is  valuable  in  evaluating 
other  lesions. 

summary 

Cardiac  tumors  are  fascinating  problems.  Be- 
cause the  patient  is  usually  free  from  valvular 
and  myocardial  disease,  extirpative  surgery  leads 
to  essentially  normal  cardiac  function  postopera- 
tively.  Both  of  our  left  atrial  tumor  patients  have 
had  normal  postoperative  catheterization  studies 
and  clinically  are  entirely  well.  Valvular  plastic 
or  replacement  procedures  do  not  have  to  be 
performed  and  operation  is  usually  done  with 
speed  and  efficacy.  Atrial  tumors  present  few 
problems  to  the  cardiac  surgeon  since  the  most 
common  myxoma  is  in  the  left  atrium  and  is  ac- 


cessible either  through  a left  or  a right  thoraco- 
tomy. We  believe  it  is  a wise  procedure  to  remove 
a portion  of  the  atrial  septum  at  the  point  of 
attachment  in  order  to  prevent  possible  recur- 
rence in  later  years.  From  this  standpoint  a left- 
sided approach  to  the  left  atrium  is  preferrable. 
Left  ventricular  tumors,  such  as  in  case  3,  pre- 
sent more  problems,  as  defined  in  the  text. 

As  in  many  pathologic  states,  a high  index  of 
suspicion  should  be  entertained  and  appropriate 
diagnostic  studies  performed  when  bizarre  and 
unusual  cardiac  findings  present  in  patients.  The 
diagnostic  procedure  of  major  importance  is 
cineradiography,  which,  if  performed  in  all  cases 
of  suspected  mitral  stenosis,  will  avoid  improper 
choice  of  operative  procedure.  ■ 

715  Minor  Ave.  (98104)  (Dr.  Thomas) 

absiracto 

Los  tumores  intracardiacos,  particular  merit  e 
los  de  tipo  mixomatoso,  se  presentan  cuando 
menos  les  espera.  La  literatura  medica  esta  llena 
de  dignosticos  equivocados  confirmados  ya  sea 
por  autopsia  o por  operacion  cerrada  de  en- 
fermadad  valvtdar  mitral,  cuando  en  realidad 
estas  lesiones  representan  patologia  cardiaca 
curable  siempre  ij  cuando  sean.  sujetas  a la 
operacion  adecuada  con  auxilio  de  bomba  ex- 
tracorporea.  Los  autores  hantenidola experiencia 
con  tres  casos  en  un  periodo  de  cuatro  ahos  en 
el  nuevo  centro  de  cardiologia  de  el  “Providence 
Hospital ” de  Seattle,  operando  con  exito  “ atipica ” 
estenosis  mitral  merecen  ser  cine-radiografiados 
que  es  el  unico  y absoluto  metodo  diagnostico 
para  correctamente  hacer  el  diagnosis  de  mixoma 
intracavitario.  Detales  de  la  tecnica  operatoria 
y formas  de  abordar  incluyendo  como  remover 
partes  del  septum  atrial  para  el  tratamiento  de 
mixomas  intra-auriculares  asi  como  para  abordar 
el  mixoma  ventricular  izquierdo,  se  discuten  en 
este  texto. 
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What  are  the  roots  of  a good  soup,  Doctor? 


You  see  five  of  the  roots  of  a 
good  soup  here:  carrots,  white 
potatoes,  sweet  potatoes,  turnips, 
and  onions.  The  roots  of  a really 
good  soup,  of  course,  go  much 
deeper.  They  include  knowledge  and  years  of  experience  in 
selecting  and  blending  the  fine  vegetables  and  tender  meat 
or  poultry  that  should  go  into  a good  soup.  They  also  include 
the  extra  care  in  processing  these  ingredients  to  preserve,  as 
much  as  possible,  natural  flavors  and  nutritive  values. 

That’s  how  all  Campbell’s  Soups  are  made.  As  a result, 
they  offer  your  patients  a wide  variety  of  foods  with  a wide 
variety  of  essential  nutrients. 

For  example,  our  Vegetable  Soup  with  its  15  different 
vegetables  is  ideal  to  recommend  to  the  mother  of  a child 
who  is  a finicky  eater.  The  child  delights  in  spooning  up  the 


“alphabets”  . . . while  he  puts  away  about  2500  I.U.  of  Vita- 
min A in  an  average  7 oz.  serving. 

Or,  to  help  stimulate  the  appetite  of  your  elderly  patients, 
you  can  recommend  our  delicious  Cream  of  Potato  Soup.  It’s 
wholesome  and  satisfying,  yet  has  only  about  59  calories 
per  7 oz.  serving. 

You’ll  find  of  course,  that  there’s  a Campbell’s  Soup  suit- 
able for  almost  every  one  of  your  special-diet-patients  — high 
protein,  low  residue,  high  or  low  calorie.  To  help  you  in  plan- 
ning such  diets,  we  have  prepared  a series  of 
nutritive  analyses  of  all  our  different  soups. 

Write  today  for  your  copy:  Campbell  Soup 
Company,  Dept.  23,  Camden,  New  Jersey. 

Recommend  Campbell’s  Soups  to  your  pa- 
tients.. .and  enjoy  them  yourself.  There’s  a soup  SOUP 
for  almost  every  patient  and  diet,  for  every  meal,  vr-1 


ONE  WAY  TO  TRY  TO 
AVOID  COLDS  AND 
SINUSITIS  IS  TO 
GET  AWAY  FROM 
FRIGID  WEATHER 
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...but  if  your  patient  can’t  get  away,  relieve  sneezing,  running 
nose,  and  congestion  of  colds  and  sinusitis  all  day  or  all  night 
with  one 

ORNADE  SPANSULE® 

Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of  chlorpheniramine  maleate),  SO  mg.  of 
phenylpropanolamine  hydrochloride,  and  2.5  mg.  of  isopropamide,  as  the  iodide. 

Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with 
glaucoma,  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloric  duodenal  obstruc- 
tion, or  bladder  neck  obstruction.  Use  with  caution  in  the  presence  of  hypertension, 
hyperthyroidism,  or  coronary  artery-disease.  Drowsiness;  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare  occasions  but  are 
usually  mild  and  transitory. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Smith  Kline  & French  Laboratories 
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Oregon  Medical  Association— 21 64  s.  w.  park  place,  Portland  5,  Orego 


president  James  H.  Seacat,  M.D.,  Salem 

secy.-treas.  Robert  T.  Boats,  M.D.,  Salem 

executive  secretary  Mr.  Roscoe  Miller,  Portland 
annual  meeting,  September  21-25,  1965,  Portland 


Actions  of  the  Board  of  Trustees 
Saturday , December  12,  1964 

Robert  T.  Boats,  Secretary 


Five  physicians  were  approved  for  Life  member- 
ship in  the  Oregon  Medical  Association  at  the 
December  12  meeting  of  the  Board  of  Trustees  in 
the  Association  headquarters  in  Portland.  They  are: 
Gerald  B.  Smith,  Woodburn,  and  Martin  A.  How- 
ard, Ernest  L.  Boylen,  Irving  M.  Lupton,  and  War- 
ren C.  Hunter,  all  of  Portland. 

AMA  in  Miami  Beach 

The  Board  of  Trustees  of  the  Oregon  Medical 
Association  voted  to  accept  the  offer  of  the  Ameri- 
can Medical  Association  to  participate  in  the  tele- 
typewriter communications  exchange  service  pro- 
gram as  outlined  by  President  James  H.  Seacat, 
President-Elect  Ernest  T.  Livingstone,  and  Alternate 
Delegate  Daniel  K.  Billmeyer,  who  presented  com- 
prehensive reports  on  the  principal  actions  of  the 
House  of  Delegates  of  the  American  Medical  Asso- 
ciation at  its  1964  Clinical  Meeting  in  Miami  Beach, 
November  30-December  2.  It  was  pointed  out  that 
participation  in  this  teletypewriter  service  program 
was  voluntary  on  the  part  of  each  constituent  asso- 
ciation and  that  the  American  Medical  Association 
would  absorb  the  installation  and  annual  rental  costs. 
It  is  anticipated  that  the  teletype  communication 
system  equipment  will  be  installed  in  the  head- 
quarters office  in  early  January. 

J.  Scott  Gardner,  representative  of  the  Multno- 
mah County  Medical  Society  on  the  Portland- 
Metropolitan  Hospital  Planning  Council,  presented 
a comprehensive  report  on  the  First  National  Con- 
ference on  Area-Wide  Health  Facilities  Planning 
sponsored  jointly  by  the  Council  on  Medical  Service 
and  the  Council  on  Legislative  Activities  of  the 


American  Medical  Association  and  held  in  Miami 
Beach,  Florida,  November  28-29.  Dr.  Billmeyer  also 
attended  the  Conference. 

President  Seacat  and  Immediate  Past-President 
Billmeyer  also  reported  on  the  discussions  at  the 
State  Medical  Association  Officers  Conference  held 
December  1,  in  Miami  Beach.  Both  expressed  the 
view  that  the  Conference  was  of  definite  practical 
value  and  programmed  many  subjects  of  vital 
interest  to  state  medical  associations. 

Dr.  Livingstone  discussed  the  activities  of  the 
American  Medical  Political  Action  Committee  dur- 
ing the  1964  Clinical  Session  of  the  American  Medi- 
cal Association  and  mentioned  especially  that  the 
House  of  Delegates  of  the  AMA  adopted  the  reso- 
lution introduced  by  the  Oregon  Medical  Associ- 
ation which  recommended  that  all  state  medical 
associations  include  a statement  for  annual  con- 
tributions to  their  respective  state  medical  political 
action  committees  and  the  American  Medical  Politi- 
cal Action  Committee  with  mailings  of  their  annual 
dues  statements. 

Committee  on  Public  Policy  Recommends 

Clinton  S.  McGill,  Chairman  of  the  Committee 
on  Public  Policy  submitted  the  following  recom- 
mendations of  that  Committee  with  respect  to  legis- 
lation to  be  considered  at  the  1965  session  of  the 
Oregon  State  Legislature: 

1.— That  the  Association  support  legislation  amend- 
ing the  Oregon  Basic  Science  Law  to  provide  that 
Part  I of  the  examination  of  the  National  Board  of 
Medical  Examiners  may  be  accepted  in  reciprocity. 

continued  on  page  51 
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Fast,  free 
movement  into 
all  important 
body  organs  and 

systems 


Relatively  more  Terramycin 
remains  in  "active"  form  in 
the  blood;  less  of  it  is  bound 
in  the  serum.  This  explains 
its  more  rapid  and  more 
complete  movement  into  the 
body  compartments  than 
other  tetracyclines.  Oxytet- 
racycline  has  the  highest 
relative  distribution  volume 
(RDV)  of  any  of  its  related 
analogues.1  In  general,  high 
concentrations  are  present 
in  body  organs,  fluids  and 
tissues,-  antibiotic  levels  in 
the  skin,  for  example,  are 
approximately  70  per  cent 
of  those  in  the  blood.2  With 
fast,  free  movement  into 
body  tissues  and  distribution 
through  fluids  taking  place 
constantly,  high  concentra- 
tions of  oxytetracycline  are 
found  at  the  site  of  infection. 


How  well  the  promise 
of  these  pharmacological 
advantages  is  realized  in 
actual  practice  is  a matter  of 
record.  More  than  a decade 
of  worldwide  experience 
testifies  that  you  can  rely  on 
Terramycin  for  treatment  of 
infections  of  the  respiratory, 
genitourinary,  digestive, 
circulatory,  skeletal,  or  ner- 
vous systems,  or  integument— 
when  due  to  oxytetracycline- 
sensitive  pathogens. 

Ahead  of  its  time  for  14 
years,  Terramycin  remains  a 
broadly  useful  antibiotic 
with  a world  of  experience 
to  support  its  record  of 
effectiveness,  safety  and 
practicality. 


In  upper  respiratory  infec- 
tions Jacques  and  Fuchs3 
attained  complete  cure  in 
73  per  cent  and  significant 
improvement  in  an  addi- 
tional 3 per  cent  in  their 
series  of  106  cases.  Nearly 
all  infections  were  serious 
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and  often  responded  to 
oxytetracycline  after  other 
antibiotics  had  failed. 
Nathan4  found  intramuscular 
oxytetracycline  extremely 
valuable  in  303  respiratory 
infections  among  his  series 
of  375  pediatric  patients. 
Injections  caused  no  inflam- 
mation, no  sterile  abscesses, 
no  induration,  and  only 
minimal  pain. 


In  bacillary  dysentery  Hardy 
et  al.5  regarded  oxytetracy- 
cline as  the  antibiotic  of  first 
choice,  because  of  its  effec- 
tiveness and  the  absence 
of  side  effects  in  their  series 
of  399  patients  under  five 
treatment  regimens. 

In  acute  gonorrhea  Loughlin 
and  Alcindor6  reported 
remarkable  success  with  a 
total  dose  of  500  mg.  intra- 
muscular oxytetracycline. 
Ninety-three  of  their  100 
patients  were  considered 
cured;  almost  invariably, 
symptoms  of  acute  urethritis, 


including  purulent  dis- 
charge, abated  and  vanished 
within  12  hours. 

In  chronic  urinary  tract 
infections  Foret7  achieved 
satisfactory  control  in  34  of 
48  patients.  Almost  half  of 
these  had  failed  to  respond 
satisfactorily  to  previously 
used  antibiotics.  The 
response  to  oxytetracycline 
(1  to  1.5  Gm./day)  was 
impressive,  considering  the 
great  difficulty  of  sterilizing 
foci  of  infection  in  long- 
standing cases. 


References:  1.  Kunin,  C.  M.,  Dornbush, 

A.  C.  and  Finland,  M.:  J.  Clin.  Invest. 
38=1950,  Nov.,  1959.  2.  Gould,  1.  C.  and 
Ritchie,  H.  D.:  Brit.  J.  Plast.  Surg.  5:208, 
Oct.,  1952.  3,  Jacques,  A.  A.  and  Fuchs,  V. 
H.:  J.  Louisiana  Med.  Soc.  113:200,  May, 
1961.  4.  Nathan,  L.  A.:  Exhibit  presented  at 
Michigan  Acad  Gen.  Pract.,  Detroit, 


Mich.,  Nov.  10-12.  1961.  5.  Hardy,  A.V., 
Ma9on,  R.  P.  and  Martin,  G.  A.:  Ann.  N.  Y. 
Acad.  Sci.  55:1070,  Dec.  30,  1952. 

6.  Loughlin,  E.  H.  and  Alcindor,  L.:Antibiot. 
Ann.  1959-1960:469.  7.  Foret,  J.:  Antibiot. 
Ann.  1958-1959:253. 

Contraindicated:  In  individuals 
hypersensitive  to  oxytetracycline. 
Warning:  Reduce  usual  dosage  and 
consider  serum  level  determina- 
tions in  patients  with  impaired  renal 
function,  to  prevent  possible  liver 
toxicity  due  to  excessive  accumu- 
lation of  antibiotic  in  the  serum. 

Use  of  oxytetracycline  during  the 
last  trimester  of  pregnancy,  neonatal 
period  and  early  childhood  may 
cause  discoloration  of  developing 
teeth. 

Precautions:  Use  of  broad-spectrum 
antibiotics  occasionally  may  result 
in  overgrowth  of  nonsusceptible 
organisms.  Where  such  infections 
occur,  discontinue  oxytetracycline 
and  institute  specific  therapy. 
Adverse  Reactions:  Glossitis, 
stomatitis,  proctitis,  nausea,  diarrhea, 
vaginitis  and  dermatitis,  as  well 
as  reactions  of  an  allergic  nature, 
may  occur  but  are  raie. 

Formulas:  Terramycin  Capsules: 
oxytetracycline  HC1,  250  mg.  and 
125  mg.  Terramycin  Syrup:  calcium 
oxytetracycline,  125  mg.  per  5 cc. 
Terramycin  Pediatric  Drops:  calcium 
oxytetracycline,  100  mg.  per  cc. 
Terramycin  Intramuscular: 

100  mg.  of  oxytetracycline  per 
2 cc.  or  250  mg.  per  2 cc. 

More  detailed  professional  information 
available  on  request. 

Science  for  the  world's  well-being® 

Since  1849 

PFIZER  LABORATORIES 
Division,  Chas.  Pfizer  & Co.,  Inc. 

New  York,  New  York  10017 


Terramycin 

oxytetracycline 

unique  properties  make  the  difference  in  difficult  or  routine  cases 
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Convention  Photos 


continued  from  page  47 

2. — That  the  Association  support  or  sponsor  or 
both,  an  amendment  to  the  Medical  Investigators 
Act  to  provide  for  the  inclusion  of  Multnomah 
County. 

3. — That  any  legislative  proposal  to  amend  the 
Oregon  Workmen’s  Compensation  Act  should  con- 
tain the  following  four  provisions  and  that  the 
Association  continue  to  consult  and  work  with  the 
sponsors  of  any  such  legislation  regarding  these 
provisions. 

a.— An  amendment  to  remove  from  the 
Workmen’s  Compensation  Act  the  provisions 
that  the  State  Industrial  Accident  Commission 
is  authorized  to  establish  rules  and  regulations 
for  the  “transportation,  medical  and  surgical 
attendance  and  hospital  accommodations  for 
the  injured  workman  and  to  contract  therefore 
in  its  discretion”  and  substituting  language 
which  will  reflect  the  principle  that  the  Com- 
mission’s rules  and  regulations  shall  make  it 
possible  to  provide  the  highest  quality  of 
care  and  management  of  each  case  involving 
an  injured  workman  on  a continuously  current 
basis. 

b.— An  amendment  providing  for  the  establish- 
ment by  statute  of  the  Medical  Advisory  Com- 
mittee to  the  State  Industrial  Accident  Commis- 
sion which  is  now  provided  for  in  the  present 
Rules  and  Regulations  of  the  Commission. 

c. — An  amendment  to  the  provision  relating  to 
fees  to  be  paid  for  professional  services  to  pro- 
vide that  such  fees  “shall  conform  to  rates 
generally  prevailing.”  This  amendment  plus 
amendment  2 above  were  considered  by  the 
Committee  on  State  Industrial  Affairs  to  give 
adequate  assurance  to  the  medical  profession  of 
the  State  that  it  would  have  a voice  when  the 
rules  and  regulations  and  the  fees  for  profes- 
sional services  were  being  considered  by  the 
Commission. 

d. — An  amendment  providing  that  when  the 
injured  workman  or  his  beneficiaries  elect  to 
recover  from  an  employer  in  violation  or  a third 
person,  the  attending  physician  is  no  longer 
bound  by  the  rules  and  regulations  and  the 
schedule  of  fees  established  by  the  Commission. 

4. — That  the  Association  support  legislation  which 
would  increase  the  fee  for  examination  by  a physi- 
cian in  connection  with  commitment  hearings  in 
instances  of  mental  illness  from  the  flat  $10  fee 
presently  provided  to  a $25  minimum,  with  addi- 
tional compensation  of  $20  per  hour  or  fractional 
equivalent  thereof  in  instances  where  the  examina- 
tion exceeds  one  hour. 

5. — That  the  Association  sponsor  legislation  rela- 
ting to  psychiatric  expert  witnesses  in  criminal  pro- 
ceedings. 


6. — That  the  Association  go  on  record  for  support 
of  the  changing  of  the  vision-screening  standards  to 
20/40  to  20/70  from  20/60  to  20/70  for  the  licens- 
ing of  an  operator  to  drive  a motor  vehicle. 

7. — That  the  Committee  on  Public  Policy  be  au- 
thorized to  sponsor  a “Key-Man”  Conference  to  be 
held  in  Salem  on  a midweek  day  when  the  1965 
Legislature  is  in  session. 

Following  an  extended  period  of  discussion,  upon 
motion  duly  made,  seconded  and  carried,  the  rec- 
ommendations of  the  Committee  on  Public  Policy 
were  adopted. 

Dr.  McGill  also  reported  that  the  Committee  on 
Public  Policy,  at  its  meeting  on  November  28, 
heard  reports  from  the  Oregon  Association  of  Hos- 
pitals and  the  Oregon  State  Board  of  Health  rela- 
tive to  legislative  proposals  being  considered  by 
those  two  agencies.  He  stated  that  these  proposals 
were  not  yet  in  final  form  and  would  be  considered 
at  a later  meeting  of  the  Committee  with  the  excep- 
tion of  additional  amendments  to  the  Medical 
Investigators  Act  proposed  by  the  State  Board  of 
Health.  He  reported  that  the  State  Board  of  Health 
supported  the  inclusion  of  Multnomah  County 
under  the  Medical  Investigator’s  system  and  rec- 
ommended the  following  additional  amendments  to 
the  Act  which  the  Committee  recommended  be 
given  Association  endorsement: 

1. — The  inclusion  of  Multnomah  County  under 
the  Medical  Investigator  program.  (A  separate  bill 
incorporating  this  aspect  is  being  prepared  by  Mult- 
nomah County). 

2. — Requiring  that  death  investigations  be  under 
the  jurisdiction  of  the  District  Attorney,  Medical 
Investigator  and  Chief  Medical  Investigator  instead 
of  just  the  District  Attorney  and  Medical  Investi- 
gator. 

3. — Eliminate  the  statutory  provision  that  the  local 
health  officer  is  automatically  the  medical  investi- 
gator. 

4. — Authority  for  a medical  investigator  to  prevent 
embalming  and  other  preparation  of  body  in  those 
instances  where  he  feels  that  such  preparation 
would  destroy  the  medical  evidence  or  hamper  his 
investigation. 

5. — Provision  determining  jurisdiction  for  purpos- 
es of  investigation  and  payment  of  attendant  ex- 
penses in  those  instances  where  a person  is  trans- 
ported across  county  line  and  dies. 

The  recommendations  of  the  Commititee  on  Public 
Policy  were  adopted. 

Dr.  Wilcox,  State  Health  Officer,  commented 
further  upon  the  need  for  amending  the  Medical 
Investigators  Act  and  also  informed  the  Board  of 
Trustees  that  the  State  Sanitary  Authority  was  con- 
templating introducing  legislation  relative  to  the 
regulation  of  automobile  exhaust.  Commenting  also 

continued  on  page  53 
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Relief  of  pain  is  prompt  in  non-traumatic  neuritis,  including 
herpes  zoster,  when  Protamide  is  administered  early  in  the 
course  of  the  disease.1-4  Equally  important,  complete 
recovery  usually  follows  in  three  to  five  days— even  in 
ophthalmic  herpes  zoster.5-6 


Responds  Promptly  to 

PROTAMIDE 

—colloidal  solution  of  denatured 
proteolytic  enzyme— 


Dosage:  1 ampul  I.  M.  daily  for  2 to  5 days; 
longer  if  pain  persists. 

Caution:  Avoid  I.  V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each, 
for  intramuscular  injection. 


DETROIT  11,  MICHIGAN 


References:  1.  Baker,  A.  G.:  Penn.  Med.  J.  63: 697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med.  (Aug.  20)  1952,  pp.  16-19. 

3.  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw. 
Med.  (Nov.)  1955.  5.  Sforzolini,  G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959.  6.  Gile,  J.  H.:  W.  Virginia  Med.  J. 
59:120-122  (May)  1963. 
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upon  the  report  of  Dr.  Gardner  on  the  Conference 
on  Areawide  Health  Facilities  Planning,  he  stated 
there  was  need  for  making  definite  plans  for  the 
construction  and  remodeling  of  hospitals  and  related 
health  facilities.  He  also  called  attention  to  the  1964 
amendments  to  the  Hospital  and  Medical  Facilities 
Act  (Public  Law  88-443)  which  requires  that  State 
Advisory  Councils  on  Hospital  and  Survey  Construc- 
tion must  have  fifty  per  cent  of  their  membership 
composed  of  “consumers”.  Dr.  Wilcox  stated  that  to 
comply  with  this  Act,  the  present  Advisory  Council 
in  Oregon  would  need  to  be  increased  by  only  three 
members  and  that  in  his  opinion  there  would  still 
be  adequate  and  effective  medical  representation. 

Committee  on  Public  Relations  Recommends 

In  the  absence  of  George  R.  Satterwhite,  Chair- 
man of  the  Committee  on  Public  Relations,  Vice- 
Chairman  John  E.  Tuhy,  presented  the  following 
recommendations  of  that  Committee: 

1. — That  a statewide,  “Physician-Press  Resource 
List”  be  developed  and  circulated  to  the  newspaper, 
radio  and  television  media.  Such  a list  would  em- 
power a physician  listed  to  speak  as  a representative 
of  the  Oregon  Medical  Association  when  contacted 
by  the  press. 

2. — That  an  indoctrination-orientation  kit  for  new 
members  of  the  Oregon  Medical  Association  be 
developed  and  that  an  orientation  session  for  new 
members  be  held  as  specified  in  Section  3 (d)  of  the 
Association’s  Bylaws. 

3. — That  the  “Code  of  Cooperation”  between 
physicians,  hospitals,  press,  radio  and  television, 
which  was  prepared  in  cooperation  with  the  Oregon 
Newspaper  Publishers  Association  in  1956,  be  up- 
dated, revised,  corrected,  reprinted  and  circulated 
again  at  the  very  earliest  possible  date. 

The  recommendations  of  the  Committee  on  Pub- 
lic Relations  were  adopted. 

Committee  on  Annual  Session  Reports 

William  C.  Scott,  Chairman  of  the  Committee  on 
Annual  Session,  reported  on  the  Committee’s  work 
in  preparation  for  the  Association’s  1965  Annual  Ses- 
sion to  be  held  in  Portland,  September  21-25  and 
the  1966  Annual  Session  to  be  held  in  Portland, 
September  27-October  1 in  conjunction  with  the 
National  Congress  on  Occupational  Health  sponsored 
by  the  Council  on  Occupational  Health  of  the 
American  Medical  Association.  In  the  report,  Dr. 
Scott  also  reported  that  the  Committee  had  con- 
sidered the  time  and  place  for  the  1965  Midyear 
Meeting  of  the  House  of  Delegates  as  directed  by 
the  Board  of  Trustees  and  submitted  the  following 
recommendation,  which  was  approved: 

“That  the  1965  Midyear  Meeting  of  the 

House  of  Delegates  be  held  in  Portland  April 


23-24  at  the  Hotel  Hilton  immediately  following 
the  Annual  Meeting  of  the  University  of  Ore- 
gon Medical  School  Alumni  Association  and 
the  Spring  Sommer  Memorial  Lectures.” 

Eighth  District  Realignment  Requested 

Melvin  E.  Johnson,  Trustee  for  the  Eighth  Dis- 
trict comprised  of  Douglas,  Coos  and  Curry  Coun- 
ties, stated  that  the  present  composition  of  the 
Eighth  Trustee  District  was  unsatisfactory.  Dr.  John- 
son declared  that  the  difficulty  of  travel  between 
Coos  Bay  area  and  Roseburg  made  it  difficult  for 
a Trustee  to  fulfill  his  obligation  to  the  Douglas 
County  Medical  Society  and  that  the  situation 
would  not  improve  if  the  Trustee  from  the  District 
was  located  in  Roseburg.  Dr.  Johnson  recommended 
that  the  consideration  be  given  to  removing  Doug- 
las County  from  the  Eighth  District.  The  Board  of 
Trustees  voted  that  the  Committee  on  Revision  of 
Bylaws  and  Articles  of  Incorporation  be  directed 
to  a realignment  of  Trustee  Districts  with  respect 
to  Douglas  County  and  report  its  recommendations 
to  the  House  of  Delegates  at  its  1965  Midyear 
meeting. 

Oregon  Represented  at  Chicago  Meetings 

It  was  voted  and  approved  that  William  C. 
Crothers,  Salem,  Chairman  of  the  Committee  on 
Charitable  Medical  Care,  and  Clinton  S.  McGill, 
Portland,  be  named  to  represent  the  Association  at 
a special  conference  called  by  the  American  Medical 
Association  in  Chicago  January  9-10,  1965,  to  dis- 
cuss the  Kerr-Mills  Act.  Blair  J.  Henningsgaard,  As- 
toria, and  Max  H.  Parrott,  Portland,  Delegates,  were 
also  in  attendance  at  this  meeting. 

It  was  reported  that  George  R.  Satterwhite,  Port- 
land, Chairman  of  the  Committee  on  Public  Rela- 
tions and  Mr.  Robert  O.  Bissell,  Associate  Executive 
Secretary,  were  named  to  attend  the  Conference 
called  by  the  American  Medical  Association  to  con- 
sider a continuing  education  program  on  health  care 
for  the  aged  which  was  held  in  Chicago  on  Decem- 
ber 13,  1964. 

The  members  of  the  Board  of  Trustees  were  urged 
to  read  the  December  7 issue  of  the  AMA  NEWS, 
which  carries  a complete  report  of  the  actions  of 
the  House  of  Delegates  of  the  American  Medical 
Association  at  its  1964  Clinical  Meeting  in  Miami 
Beach.  Members  of  the  Board  should  also  call  this 
to  the  attention  of  their  local  society  members. 

Mental  Health 

Clement  C.  Vickery,  a clinical  director  at  Oregon 
State  Hospital,  has  been  named  assistant  director 
of  the  Mental  Health  Division  of  the  Oregon  State 
Board  of  Control. 

Other  Mental  Health  Division  appointments  in- 
clude: Mr.  Robert  E.  Stevens,  who  will  head  a new 

continued  on  page  55 
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For  treatment  of 
emotional  factors 
in  cardiovascular 
disease 


■ Has  very  rarely  demonstrated  adverse  effects  on  car- 
diovascular dynamics  or  other  autonomic  functions. 

■ May  be  prescribed  with  other  medications  often  used 
in  cardiovascular  disorders;  for  example,  coronary 
vasodilators,  diuretics,  anticoagulants  or  cardiac 
glycosides. 

■ Can  be  of  particular  value  in  the  elderly— does  not 
cause  the  paradoxical  excitation  sometimes  seen 
with  barbiturates. 

■ Encourages  normal  sleep  by  helping  relax  physical 
and  emotional  tensions. 

■ Readily  absorbed  and  relatively  free  from  cumula- 
tive drug  effects. 


S 


The  one  tranquilizer  that 
belongs  in  every  practice 


Miltown 


(meprobamate) 


Wallace  Laboratories/ Cranbury.  N.  J 
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Mental  Health  Community  Planning  and  Faeilities 
program,  and  Mr.  George  E.  Gerhard,  Eugene,  who 
will  become  the  Grant  coordinator. 


for  treatment 
of  emotional  factors  in 
cardiovascular  disease 

BRIEF  SUMMARY 

Indications:  Anxiety  and  tension  states.  Also 
as  adjunctive  therapy  when  anxiety  may  be 
a causative  or  disturbing  factor. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate. 
Important  precautions:  Should  administra- 
tion of  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be 
reduced.  Operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 
possibly  be  increased  by  meprobamate.  Pre- 
scribe cautiously  and  in  small  quantities  to 
patients  with  suicidal  tendencies.  Consider 
possibility  of  dependence,  particularly  in 
patients  with  history  of  drug  or  alcohol  ad- 
diction; withdraw  gradually  after  prolonged 
use  at  high  dosage.  Abrupt  withdrawal  may 
precipitate  recurrence  of  pre-existing  symp- 
toms, or  withdrawal  reactions  including, 
rarely,  epileptiform  seizures.  Grand  mal  sei- 
zures may  be  precipitated  in  persons  suffering 
from  both  grand  and  petit  mal. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  reac- 
tions are  rare,  generally  developing  after  one 
to  four  doses  of  the  drug.  Mild  reactions  are 
characterized  by  an  urticarial  or  erythema- 
tous, maculopapular  rash.  Acute  nonthrom- 
bocytopenic purpura  with  peripheral  edema 
and  fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 
rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasm,  hypotensive  crises 
(1  fatal  case),  anuria,  stomatitis,  proctitis, 
and  anaphylaxis.  Treatment  should  be  symp- 
tomatic and  the  drug  not  reinstituted.  Isolated 
cases  of  agranulocytosis  and  thrombocyto- 
penic purpura,  and  a single  fatal  instance  of 
aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  ex- 
cessive meprobamate  dosage.  Massive  over- 
dosage may  produce  lethargy,  stupor,  ataxia, 
coma,  shock,  vasomotor  and  respiratory 
collapse. 

Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  400  mg.  scored  tablets;  200  mg. 
coated  tablets. 

Before  prescribing,  consult  package  circular. 


Miltown* 

(meprobamate) 

XitK  Wallace  Laboratories  / Cranbury,  N.  J. 


Mental  Health  Association  of  Oregon  Names  Officers 

James  H.  Stewart,  Hillsboro,  Health  Officer  for 
Washington  County,  will  serve  as  President  of  the 
Mental  Health  Association  of  Oregon.  Other  officers 
elected  to  serve  the  Mental  Health  Association  of 
Oregon  are:  President-Elect,  Mr.  Joseph  J.  Adams, 
Assistant  Dean  for  Institutional  Relations  of  the 
University  of  Oregon  Medical  School;  Secretary, 
Mrs.  L.  D.  Jacobson,  Eugene,  wife  of  a surgeon; 
Treasurer,  Mr.  Robert  Winslow,  Portland;  and  As- 
sistant Treasurer,  Mr.  William  Gaarenstroom,  Stan- 
dard Insurance  Executive,  Portland. 


OBITUARIES 

dr.  harold  o.  schneider,  internist  who  had  prac- 
ticed in  Salem  since  1946,  died  October  17.  He 
was  56.  Dr.  Schneider  graduated  from  University 
of  Wisconsin  Medical  School  in  1934,  and  did 
graduate  work  at  Cleveland  Clinic  Foundation  and 
at  U.S.  Naval  Hospital  at  Guantanamo  Bay,  Cuba. 
He  was  an  organizer  and  first  president  of  Salem 
Society  of  Internal  Medicine.  Death  was  due  to 
coronary  occlusion. 

dr.  john  manning,  of  Pacific  City,  died  November 
26.  He  was  born  in  Tennessee  in  1890,  his  family 
moved  to  McMinnville  when  he  was  13.  He  lived 
there  until  he  entered  Washington  University  School 
of  Medicine  from  which  he  graduated  in  1926.  Dr. 
Manning  interned  at  a St.  Louis  Hospital  and  at 
Good  Samaritan  Hospital  in  Portland,  then  returned 
to  McMinnville  in  1927.  He  had  practiced  there 
until  1956  when  he  moved  to  Pacific  City.  Dr. 
Manning  was  74. 


Spanish  translation  of  the  abstract  from  the  article 
on  pages  26,  27 

La  colangitis  esclerosante  primaria  es  un  raro 
trastorno  caracterizado  por  signos  clinicos  y de 
laboratorio  de  obstruccion  biliar  extrahepdtica. 
La  colecistografia  y cholangiografia  intravenosas 
no  son  diagnosticas.  Patologicamente  el  desorden 
consiste  en  aumento  en  el  grosor  y endurecimien- 
to  de  los  conductos  extrahepdticos,  residtando 
en  obstruccion  parcial  o complete. 

El  tratamiento  puede  ser  conservado  si  la 
obstruccion  es  ligera  o minima,  los  antibioticos 
y la  terapia  esteroidca  son  seguidos  usalmente 
por  el  restablecimiento  del  enfermo.  El  drenaje 
por  el  tubo  en  T estd  indicado  en  la  obstruccion 
mas  severea,  seguido  usualmente  por  la  terapia 
antibiotica  y esteroidea. 


Special  cough  formula  for  children 

Pediacof 


Each  teaspoon  (5  ml.)  contains  codeine  phosphate  5 mg., 

Neo-Synephrine®  hydrochloride  (brand  of  phenylephrine  hydrochloride)  2.5  mg., 
chlorpheniramine  maleate  0.75  mg.  and  potassium  iodide  75  mg. 

soothing  decongestant  and  expectorant 


relieves  cough 
nasal  drip 
congestion 
running  nose 
sneezing 

eases  expectoration 


bright  red, 
pleasant-tasting, 
raspberry-flavored  syrup 

Pediacof  is  different.  It  is  designed  espe- 
cially for  children,  and  each  ingredient  is  in 
the  right  proportion.  The  potassium  iodide 
in  Pediacof  is  so  well  masked  that  it  is  virtu- 
ally unnoticeable.  Children  like  the  sweet 
raspberry  flavor  of  bright  red  Pediacof. 

Dosage:  Children  from  6 months  to  1 year, 
XA  teaspoon;  from  1 to  3 years,  Vi  to  1 tea- 
spoon; from  3 to  6 years,  1 to  2 teaspoons; 
and  from  6 to  12  years,  2 teaspoons.  These 
doses  are  to  be  given  every  four  to  six  hours 
as  needed. 


How  supplied:  Bottles  of  1 6 fl.  oz. 


Available  on  prescription  only. 
Exempt  Narcotic. 


Side  effects:  The  only  significant  untoward 
effects  that  have  occurred  are  mild  anorexia 
and  an  occasional  tendency  to  constipation. 
However,  discontinuance  of  Pediacof  has 
seldom  been  required.  Mild  drowsiness  oc- 
curs in  some  patients  but,  when  cough  is 
relieved,  the  quieting  effect  of  Pediacof  is 
considered  beneficial  in  many  instances. 

Precautions  and  contraindications:  Patients 
with  tuberculosis  or  those  who  are  known 
to  be  sensitive  to  iodides  should  not  be  given 
Pediacof. 

Caution  should  be  exercised  if  Pediacof  is 
administered  to  patients  with  cardiac  dis- 
orders, hypertension  or  hyperthyroidism. 

Warning:  May  be  habit  forming. 

Winthrop  Laboratories 
New  York,  N.Y. 


Winfhrop 


FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS.. 


IRING 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC  — 
Pabalate-SF  with  hydrocortisone. 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention .. .the  enteric  coating  assures 
gastric  tolerance... and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


Washington  State  Medical  Association  — 1309 

president  Roland  D.  Pinkham,  M.D.,  Seattle 

secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 
annual  meeting  September  12-15,  1965,  Seattle 


H.  MARVIN  POLLARD,  M.D. 


American  College  of  Physicians 

The  Pacific  Northwest  Regional  Meeting  of  the 
American  College  of  Physicians  will  be  held  at  the 
Health  Sciences  Auditorium  of  the  University  of 
Washington  School  of  Medicine  on  Friday,  Feb- 
ruary 19,  1965.  Members  of  the  College,  and  all 
other  interested  physicians  are  invited  to  partici- 
pate. James  W.  Haviland,  Governor  for  Washington 
and  Alaska,  announces  that  an  excellent  scientific 
program  is  being  prepared  under  the  direction  of 
John  Decker,  program  chairman. 

A dinner  meeting  for  physicians  attending  the 
meeting  and  their  wives  will  be  held  at  the  Space 
Needle  Restaurant  on  Friday  evening.  H.  Marvin 
Pollard,  Professor  of  Medicine  at  the  University  of 
Michigan  Medical  School,  representing  the  Board 
of  Regents  of  the  American  College  of  Physicians, 
will  speak  on  “Medicine  in  Yugoslavia.” 


WASHINGTON 


SEVENTH  AVENUE,  Seattle  l,Washlngton 


Cancer  Symposium  in  Spokane 

The  Spokane  County’  Unit  of  American  Cancer 
Society'  will  sponsor  a Clinical  Cancer  Symposium 
on  Saturday,  February  13,  at  the  Davenport  Hotel 
in  Spokane.  The  three  guest  speakers  are:  J.  A. 
MacDougall,  Attending  Surgeon,  British  Columbia 
Institute,  Vancouver,  B.C.,  whose  topic  is  tumors 
of  head  and  neck;  George  Odland,  Head  of  Depart- 
ment of  Dermatology,  University  of  Washington 
School  of  Medicine,  Seattle,  who  will  discuss  cancer 
of  the  skin;  and  Orlis  Wildermuth  of  Tumor  Insti- 
tute of  the  Swedish  Hospital,  Seattle,  to  discuss 
hyperbaric  oxygen  therapy.  They  will  also  partici- 
pate in  panel  discussions  on  therapy  of  pain  and 
anxiety  associated  with  cancer,  and  on  tumors  or 
cancer  in  children. 


OBITUARIES 

dr.  wesley  MixzEL,  59,  died  at  Colville  on  Novem- 
ber 6 where  he  had  practiced  for  26  ijears.  He  was 
a member  of  the  1936  class  graduating  from  Wash- 
ington University  School  of  Medicine,  and  he  was 
licensed  to  practice  in  1937.  Dr.  Minzel  was  a gen- 
eral practitioner. 

dr.  darcy  m.  dayton,  who  for  40  years  had  prac- 
ticed pediatrics  in  Tacoma,  died  November  21. 
He  teas  88.  He  was  graduated  from  Wayne  State 
College  of  Medicine,  Detroit,  in  1911,  and  prac- 
ticed in  Michigan  until  1921.  He  retired  from  pri- 
vate practice  in  1960,  and  retired  from  his  position 
of  health  director  for  Tacoma  Public  Schools  in 
1961. 
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PRESIDENT'S  page 


ROLAND  D.  PINKHAM,  M.D. 


M uch  interest  and  confusion  have  developed  around 
our  approach  to  some  of  the  proposed  social  legisla- 
tion coming  up  before  our  1965  Legislature.  This 
includes  the  battered  child  syndrome,  medical  ex- 
aminer’s act,  non-physician  ownership  of  pharmacies, 
non-physician  dispensing  of  glasses,  and  the  need 
of  government  aid  to  the  limited  income  group  for 
medical  and  hospital  care. 

I’m  aware  that  most  of  you  know  the  Trustees  and 
Delegates  of  W.S.M.A.  have  approved  in  “principle” 
legislation  concerning  the  battered  child.  There  are 
many  aspects  of  this  proposed  law,  however,  that 
concern  us;  and  we  shall  work  closely  with  other 
agencies  in  preparing  legislation  that  does  not  harm 
the  doctor  in  any  way,  and  leaves  as  much  leeway 
as  possible  so  social  agencies  can  work  out  solutions 
prior  to  legal  or  court  action. 

The  Trustees  and  Delegates  of  W.S.M.A.  in  Sep- 
tember, 1964,  have  also  approved  the  newly-form- 
ulated “Medical  Examiner’s  Act.”  If  you  are  not 
familiar  with  this  proposal,  I would  suggest  you 
obtain  a copy  from  our  office  and  familiarize  your- 
self with  it.  It  will  need  much  backing  from  all  of  us 
and  any  contact  with  legislators  will  be  most  wel- 
come—do  appoint  yourself  as  a committee  of  one, 
or  establish  a large  committee  in  your  area  to  inform 
the  public  and  their  legislators  of  the  importance 
of  this  proposed  Act. 

It  appears  that  most  of  you  are  aware  of  the  trend 
to  play  up  the  “consumer  protection”  aspects  of 
legislation.  This  is  done  as  a political  gimmick  in 
many  ways.  Both  the  physicians’  pharmacy  owner- 


ship and  physicians’  optical  dispensing  legislation 
are  examples  of  this.  The  Board  of  Trustees  and  Del- 
egates of  W.S.M.A.  have  gone  on  record  as  disap- 
proving such  legislation  in  conformity  with  AMA 
Judicial  Council  rulings. 

The  whole  problem  of  legislation  on  a state  or 
federal  level  of  medical  care  for  the  aged  or  near- 
needy  group  is,  of  course,  impossible  to  predict  at 
this  time.  We  do  know  that  on  a state  level,  the  De- 
partment of  Public  Assistance  is  proposing  a changed 
program  to  include  under  Kerr-Mills,  the  near-needy. 
This  may  include  all  necessary,  rather  than  emer- 
gent care,  for  those  over  65  or  those  disabled  and 
whose  resources  but  not  income  are  double  the  pres- 
ent requirements. 

At  last  our  message  has  gotten  thru— ’tho  late,  it 
may  still  serve  a real  service  to  future  federal  pro- 
posals or  implementation  of  new  federal  laws  in 
our  state.  Our  position  now  is  to  support  such  state 
action,  and  hope  this  can  be  implemented  through 
prepaid  medical  programs.  As  you  know,  the  Execu- 
tive Committee  acts  as  a Legislative  Committee  dur- 
ing the  legislative  session.  We  shall  be  very  close 
to  these  proposals  but  you  as  an  individual  can  do 
much  to  enlighten  your  legislators  of  the  proposed 
legislation  that  concerns  us. 

As  to  what  will  happen  on  a national  level  is  not 
known.  Obviously,  President  Johnson  is  committed 
to  some  “Medicare”  legislation  but  there  is  much 
speculation  as  to  whether  this  will  be  financed 
through  a new  federal  agency  or  through  Social 
Security.  Even  possibly  a liberalization  of  Kerr-Mills 
legislation  is  open  to  speculation.  Whatever  program 
is  voted  in  certainly  will  be  the  framework  for 
future  legislation  in  this  field.  It  behooves  us  to  plan 
and  achieve  intelligent  legislation  on  a state  level  in 
medical  care  for  future  eventualities.  We  shall  en- 
deavor to  keep  you  informed,  but  we  need  your  sup- 
port to  remind  citizens,  legislators,  and  members  of 
our  own  profession  what  we  consider  good  and  pru- 
dent legislation  as  well  as  how  it  should  be  admini- 
stered and  financed.  Medical  education  is  directly 
concerned  with  social  legislation,  and  it  is  our  inten- 
tion to  advocate  proposals  that  will  insure  patients 
for  teaching  and  residency  programs. 

There  is  no  doubt  that  many  and  varied  programs 
will  be  suggested,  but  we  must  try  to  keep  medical 
care  as  far  from  politics  as  possible.  We  cannot  stop 
this  surge  of  social  legislation  nor  do  we  wish  to 
oppose  that  for  which  a demonstrated  need  exists, 
but  we  should  and  must  guide  legislation  so  that 
sound  and  responsible  medical  programming  follows. 
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Wow  much  would  it  be 
with  no  manufacturer 9s  profit? 

$2.00?  $.93?  $3.18? 

Somewhat  amazingly,  $3.18  is  correct.  Even  if  you  eliminated  pharma- 
ceutical manufacturer’s  net  profit,  your  patient  would  pay  only  about 
17  cents  less  for  the  average  prescription— hardly  a deciding  factor  in 
having  it  filled.  Of  course,  this  assumes  that  pharmaceuticals  could  con- 
tinue to  he  available  without  profit  (where  do  new  miracle  drugs  come 
from,  if  not  profit?). 

American  pharmaceuticals  today  may  well  be  America’s  biggest  bargain. 

Pharmaceutical  Manufacturers  Association/  1 1 55  Fifteenth  Street,  N.  W,  Washington,  D.  C.  20003 

This  message  is  brought  to  you  as  a courtesy  of  this  publication  on  behalf  of  the  producers  of  prescription  drugs. 

* Average  prescription  price,  1963.  National  Prescription  Audit,  It. A.  Cossclin,  Dedham,  Mass. 


New  International 

of  antibiotic  effectiveness  in  vitro  compiled  from  17,225  cultures, 
88  laboratories,  13  countries 


Study 


Bacterial  susceptibility  is  similar  all  over  the  world. 
So  is  the  effectiveness  of  m A /^V® 

TAO# 

(triacetyloleandomycin) 


New  international  data  on 
antibiotic  effectiveness  in  vitro 


The  1964  international  study'  of  antibiotics  is  the  most  comprehensive  analysis 
of  microbial  data  ever  undertaken.  It  compares  the  microbial  susceptibility  to  5 
leading  antibiotics  by  in  vitro  testing.  The  following  statistics  give  an  indication 
of  the  scope  of  this  survey:  the  tests  were  performed  in  88  laboratories,  distributed 
throughout  13  countries  and  4 continents.  In  all,  the  results  of  86,125  suscepti- 
bility determinations,  made  on  17,225  cultures,  were  tabulated  and  analyzed. 
Electronic  data  processing  equipment  was  employed  for  the  computations. 

Some  of  the  determinations  made  possible  by  the  study  include  results  of  in  vitro 
susceptibility  tests  by  country,  comparison  of  antibiotics  according  to  anatomical 
source  of  the  clinical  isolate,  and  susceptibility  of  staphylococcus  aureus  accord- 
ing to  bacteriophage  type.  Perhaps  the  most  important  comparison  is  that  of  over- 
all, worldwide  effectiveness  of  the  5 leading  antibiotics.  Results  of  this  determina- 
tion are  shown  in  the  chart  below. 


Over-all  results  of  the  international  study: 

Penicillin 


Tetracycline  | | j | - 

Erythromycin 


Chloramphenicol 


TAO 


100% 


Based  on  the  following  number  of  cultures:  staphylococcus  aureus,  10.384:  diplo- 
coccus  pneumoniae,  1,322;  /S  hemolytic  streptococci,  2,492;  enterococci,  3,027. 


Comparative  in  vitro  effectiveness  of 

tetracycline  and  TAD 

against  /3  hemolytic  streptococci 

Breese  recently  showed  that  . . in  vitro  resistance  to  tetracycline  was  observed  in  about 
25  % of  the  j8  hemolytic  streptococci  tested.  This  resistance  or  lack  of  resistance  seemed  to 
be  correlated  with  the  clinical  results  obtained  by  treatment.”8  This  report  of  shifts  in  anti- 
biotic effectiveness  is  borne  out  by  the  nationwide  study  of  19632  and  the  international 
study  of  1964.' 


U.S.  Study,  1963 
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results  based  on  1,519  cultures 


International  Study,  1964 
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results  based  on  2,492  cultures 


In  vitro  data  confirms  the  7-year 
clinical  record 

In  a study3  involving  95  patients  there  was  ‘‘an  encouragingly  accurate  (90-95%)  degree  of 
correlation  between  in  vitro  and  in  vivo  results  with  TAO.” 


Breese *:  . . triacetyloleandomycin  was  at  least  as  effective  as  penicillin  and  more  effective 

than  erythromycin  propionate  in  the  treatment  of  streptococcal  infections  in  children.” 

McClellan5:  In  the  treatment  of  124  pediatric  patients  with  a wide  variety  of  infections, 
“triacetyloleandomycin  was  effective  in  92%. ” 

Shubin6:  129  patients  with  upper  or  lower  respiratory  infections  were  treated  with  TAO.  Of 
these,  120  had  a good  response,  which  generally  showed  “reduction  in  temperature  and 
toxicity  within  48  hours  after  initiation  of  therapy,  with  subsequent  clinical  and  bacterio- 
logical cure  of  infection.” 

Wennersten7:  . . clinical  results  obtained  in  135  cases  of  a wide  variety  of  infections  were 

dramatically  good  . . 


TAO® 

(triacetyloleandomycin) 


Available  as:  Capsules  (250  mg.;  125  mg.)  Ready-Mixed  Oral  Suspen- 
sion (raspberry  flavored,  125  mg./5cc.)  Pediatric  Drops  (100  mg./cc.) 


see  back  cover  for  TAO  indications,  contraindications,  and  precautions-> 


N EW  intramuscular 

companion  to  TAO 

OLEANDOMYCIN 

Oleandomycin  jr 
Inlramuscular  ji 

INTRAMUSCULAR# 

Four  reasons  to  consider  this  convenient  new  dosage  form  for  your  bag,  emergencies  or  hospital  use: 


the  bacterial  spectrum  includes:  streptococci,  pneumococci,  gonococci  and  staph- 
ylococci; particularly  effective  against  some  strains  of  staphylococci  resistant  to 
other  antibacterial  agents. 


2 

3 

4 


most  strains  of  staphylococci  do  not  demonstrate  cross-resistance  between  olean- 
domycin and  erythromycin. 

allergic  reactions  or  other  systemic  side  effects  have  been  encountered  only  rarely 
with  parenteral  use  of  oleandomycin. 

easily  reconstituted— freely  water  soluble. 


TAO  Rx  Information 

Indications:  The  bacterial  spectrum  includes:  streptococci,  staphylococci,  pneumococci  and  gono- 
cocci. Recommended  for  acute,  severe  infections  where  adequate  sensitivity  testing  has  demon- 
strated susceptibility  to  this  antibiotic  and  resistance  to  less  toxic  agents.  Not  recommended  for 
prophylaxis  or  in  the  treatment  of  infectious  processes  which  may  require  more  than  ten  days  con- 
tinuous therapy.  In  view  of  the  possible  hepatotoxicity  of  this  drug  when  therapy  beyond  ten  days 
proves  necessary,  other  less  toxic  agents,  of  course,  should  be  used.  If  clinical  judgment  dictates 
continuation  of  therapy  for  longer  periods,  serial  monitoring  of  liver  profile  is  recommended,  and  the 
drug  should  be  discontinued  at  the  first  evidence  of  any  form  of  liver  abnormality. 

Contraindications  and  Precautions:  TAO  (triacetyloleandomycin)  is  contraindicated  in  pre-existing 
liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hypersensitivity  to  the  drug.  Although 
reactions  of  an  allergic  nature  are  infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type 
have  occurred  on  rare  occasions. 


OLEANDOMYCiN  INTRAMUSCULAR  Rx  Information 

Indications:  The  bacterial  spectrum  includes:  streptococci,  staphylococci,  pneumococci  and  gonococci. 

Precautions:  Significant  adverse  reactions  or  idiosyncrasy  require  discontinuation  of  medication. 
Aside  from  occasional  instances  of  mild  pain  at  the  site  of  injection,  adverse  reaction  to  an  intra- 
muscular injection  has  been  rare.  Allergic  reactions  to  oleandomycin  rarely  have  been  observed  but 
constant  observation  for  such  effects  should  be  maintained.  When  used  for  local  infiltration,  allergic 
manifestations  and  sensitizing  reaction  to  Xylocaine  (lidocaine  hydrochloride)  have  not  been 
reported.  :::Xylocaine  is  the  Registered  Trademark  of  Astra-Pharmaceutical  Products,  Inc.  for  its 
brand  of  lidocaine. 
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4.  Breese,  B.  B.  et  al:  Am.  J.  Dis.  Children  101:423  (Apr.)  1961.  5.  McClellan,  M.:  Antibiotic  Med.  and  Clin.  Ther. 
7:221  (Apr.)  1960.  6.  Shubin,  H.  et  al:  Antibiotic  Med.  and  Clin.  Ther.  6:156  (Mar.)  1959.  7.  Wennersten,  J.  R.: 
Antibiotic  Med.  and  Clin.  Ther.  5:527  (Aug.)  1958.  8.  Breese,  B.  B.  et  al:  Am.  J.  Dis.  Children  107:232  (Mar.)  1964. 


TAO 

(triacetyloleandomycin) 


J.  B Roerig  and  Company 
New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 


Rx  New,  improved 

! VITERRA®  THERAPEUTIC 

Tablets  for 

high-potency  nutritional 
build-up  following  infection. 


... 


provides  timed-release  anorectic, 
calorigenic  and  mood  elevating  medication 
for  all  day  appetite  control. 

OBESTAT  Ty-Med* 

Each  green  and  white  tablet  or  capsule  contains: 
Methamphetamine  Hydrochloride  10  mg. 

Amobarbital  (Warning,  may  be  habit  forming)  60  mg. 
Thyroid  150  mg. 

'Lemmon  brand  of  timed-release  medication. 
Nervousness,  excitability  or  insomnia 
are  mild  and  infrequent. 

Any  increase  in  blood  pressure  or  BMR 
should  be  observed  carefully. 

Contraindicated  in  myocardial  and  coronary  disease, 
diabetes,  marked  hypertension,  hyperthyroidism 
or  idiosyncrasy  to  the  ingredients. 

Available  in  bottles  of 

30,  100  and  1000  tablets  or  capsules. 

Caution:  Federal  Law  prohibits 
dispensing  without  prescription. 

Haack  Laboratories,  Inc. 

Division  of  Lemmon  Pharmacal  Company 
Portland,  Oregon  97208 


IDAHO 


Idaho  State  Medical  Association 364  50NNA  BUILDING,  Boise,  Idaho 

president  Corwin  E.  Groom,  M.D.,  Pocatello 

secretary  A.  Curtis  Jones,  M.D.,  Boise 

executive  secretary  Mr.  A.  L.  Bird,  Boise 

annual  meeting  June  23-26,  1965,  Sun  Valley 


Winter  Clinic  Session 

The  winter  clinic  session  sponsored  by  the  South- 
western Idaho  District  Medical  Society  and  Ada 
County  Medical  Society  will  be  held  at  Shore  Lodge, 
McCall,  January  29-31,  1963,  Co-Chairmen  Samuel 
C.  Taylor,  Nampa,  and  Hugh  V.  Firor,  Boise,  an- 
nounce. 

Speakers  for  the  session  will  be:  Robert  A.  Chase, 
Palo  Alto,  Professor  of  Surgery,  Stanford  University 
School  of  Medicine;  Virgil  R.  Condon,  Salt  Lake 
City,  Radiologist  at  Primary  Childrens  Hospital; 
Donald  G.  Clark,  New  York  City,  Attending  Gyne- 
cologist at  Memorial  Hospital;  and  Phillip  P.  Vigoda, 
Denver,  Chief  of  the  Cardiac  Division,  National 
Jewish  Hospital. 

A.M.A.  Clinical  Convention 

A.M.A.  Delegate  .Alexander  Barclay,  Coeur 
d’Alene;  President  Corwin  E.  Groom,  Pocatello; 
Secretary-Treasurer  A.  Curtis  Jones,  Boise,  and 
Executive  Secretary  Mr.  Armand  L.  Bird  attended 
the  18th  Clinical  Convention  of  the  American  Medi- 
cal Association  in  Miami  Beach.  November  29- 
December  2,  1964. 

Dr.  Barclay  will  serve  as  a member  of  the  AMA 
House  of  Delegates  Reference  Committee  on  Mis- 
cellaneous Business. 

A.M.A.  Alternate  Delegate  Donald  K.  Worden, 
Lewiston,  was  unable  to  attend  because  of  surgery. 

New  Members 

Ada  County  Medical  Society  recently  added  two 
new  members.  They  are  Lawrence  L.  Knight,  Boise, 
pathology,  and  David  A.  Weeks,  Boise,  general  prac- 
tice. 

Red  Cross 

New  address  for  the  Idaho  Chapter  of  the  Ameri- 
can Red  Cross  and  Blood  Bank  is  601  Main  Street, 


Boise.  The  building,  which  formerly  housed  the 
Statesman  Printing  Company,  was  donated  to  the 
Red  Cross  by  Mr.  James  L.  Brown,  former  owner 
of  the  Statesman,  in  memory  of  the  late  Margaret 
Cobb  Ailshie,  former  publisher  of  the  newspaper. 
E.  F.  Sestero,  Boise,  is  medical  director. 

Meetings  Held 

The  Program  Committee,  under  the  chairmanship 
of  J.  Douglas  Davis,  Idaho  Falls,  met  in  Boise  on 
November  14  to  discuss  and  make  arrangements 
for  an  outstanding  scientific  program  for  the  73rd 
Annual  Meeting  of  the  Association  to  be  held  at  Sun 
Valley,  June  23-26,  1965.  The  session  was  attended 
by  President  Corwin  E.  Groom,  Pocatello;  Richard 
A.  Forney,  Boise,  and  Roy  Shaub,  Twin  Falls.  John 
E.  Braddoek,  Lewiston,  was  unable  to  attend. 

Service  Bureau 

The  Board  of  Directors  of  the  South  Idaho  Medical 
Service  Bureau,  Inc.,  held  their  winter  meeting  in 
Boise  on  November  21  under  the  direction  of  Presi- 
dent Lloyd  S.  Call  of  Pocatello.  During  the  five-hour 
session  many  facets  of  the  bureau’s  operation  were 
considered  and  discussed  at  length. 

Members  of  the  Board  of  Directors  who  attended 
the  session  included:  Corwin  E.  Groom,  Pocatello; 
Joseph  A.  Thomas,  Boise;  A.  Curtis  Jones,  Boise; 
O.  D.  Hoffman,  Rexburg;  F.  Wayne  Schow,  Twin 
Falls;  William  D.  Forney,  Boise;  Russell  Tigert, 
Soda  Springs;  P.  Blair  Ellsworth,  Idaho  Falls;  Mau- 
rice E.  Scheel,  Wendell;  and  Ralph  G.  Goates, 
Blackfoot. 

Unable  to  attend  the  meeting  were  Quentin  W. 
Mack,  Boise,  and  Kenneth  E.  Droulard  of  Nampa. 

Arthritis  Foundation 

The  Idaho  Chapter  of  the  Arthritis  Foundation 
sponsored  a one-day  session  on  November  19  during 


66 

Northwest  Medicine,  January  1965 


which  time  Edward  E.  Rosenbaum,  Portland  rheu- 
matologist, discussed  cortisone  and  the  research  be- 
ing done  at  the  University  of  Oregon  Medical  School 
with  D.M.S.O.  Other  speakers  included  S.  Hugh 
Atehley,  William  L.  Venning,  Paul  F.  Miner,  all  of 
Boise,  and  John  T.  Brunn  of  Meridian.  John  R. 
Ward,  Salt  Lake  City,  University  of  Utah  College  of 
Medicine,  also  spoke. 

State  Board  of  Medicine  Section 

Two  temporary  licenses  were  issued  during  No- 
vember. Receiving  them  were:  Allen  M.  Cochrane, 
Moscow,  graduate  of  University  of  Chicago,  March, 

1942.  Internship  Denver  General  Hospital,  June, 

1943.  Granted  TL-333  November  10,  1964.  Student 
Health  Service. 

Walter  W.  Hair,  Boise,  graduate  of  University 
of  Kansas  School  of  Medicine,  Kansas  City,  June, 
1956.  Internship  Tripler  General  Hospital,  Honolulu, 
Hawaii,  June  1957.  Residency  Internal  Medicine, 
University  of  Kansas  Medical  Center,  1958-1960. 
Granted  TL-334  November  24,  1964.  Internal  Medi- 
cine. 

Members  of  the  Board  of  Medicine  are:  S.  M. 
Poindexter,  Boise,  Chairman;  W.  Wray  Wilson, 
Coeur  d’Alene,  Vice  Chairman;  John  E.  Comstock, 


Pocatello;  Charles  E.  Kerrick,  Caldwell;  James  S. 
Newton,  Lewiston;  and  Charles  A.  Terhnne,  Burley. 

New  Officers 

Idaho  State  Nurses  Association : President,  Mrs. 
Aileen  Atwood,  Twin  Falls;  First  Vice  President, 
Mrs.  Marjorie  Roose,  Pinehurst;  Second  Vice-Presi- 
dent, Mrs.  Lucile  LeRoy,  Boise;  Secretary,  Miss  Jane 
Coodson,  Rexburg;  Treasurer,  Miss  Katherine  Glad- 
hard,  Boise. 

The  organization’s  annual  meeting  was  held  at 
McCall. 

Idaho  Public  Health  Association:  Re-elected 

President,  Mr.  Clarence  H.  Higer,  Emmett;  Vice- 
President,  Mr.  Jack  Jelki,  Blackfoot;  Secretary,  Miss 
Ruby  Leonard,  Boise;  Treasurer,  Mr.  Fred  Letz, 
Boise. 

Physician  members  of  the  Board  of  Directors  in- 
clude Luther  Thompson,  Twin  Falls;  Roy  W.  East- 
wood,  Lewiston,  and  Arch  T.  Wigle,  Pocatello. 

Raymond  L.  White,  former  Boisean,  now  Director 
of  the  Division  of  Environmental  Medicine  and 
Medical  Services,  American  Medical  Association, 
Chicago,  was  featured  speaker  at  the  banquet  of 
the  organization  and  delivered  the  L.  J.  Peterson 
Memorial  Lecture. 


Officers,  Councilors  and  Committees 

President:  Corwin  E.  Groom,  1505  East  Center, 
Pocatello.  Telephone  233-2709 

President-Elect:  Wallace  H.  Pierce,  307  St.  John’s 
Way,  Lewiston 

Past-President:  Paul  B.  Heuston,  552  Shoup  Ave. 
W.,  Twin  Falls 

Secretary-Treasurer:  A.  Curtis  Jones,  518  East- 
man Bldg.,  Boise 

Councilor,  Dist.  No.  1:  John  M.  Ayers,  Professional 
Bldg.,  Moscow 

Councilor,  Dist.  No.  2:  John  F.  Stecher,  1819  Ellis 
Ave.,  Caldwell 

Councilor,  Dist.  No.  3:  James  R.  Kircher,  Snow 
Bldg.,  Burley 

Councilor,  Dist.  No.  4:  O.  D.  Hoffman,  38  College 
Blvd.,  Rexburg 

Delegate  to  AMA:  Alexander  Barclay,  315  West 
Garden,  Coeur  d’Alene 

Alternate  Delegate  to  AMA:  Donald  K.  Worden, 
307  St.  John’s  Way,  Lewiston 

Trustees  to  Northwest  Medicine:  J.  B.  Marcusen, 
Nampa,  1965;  William  T.  Wood,  Coeur  d’Alene, 
1966;  Melvin  M.  Graves,  Pocatello,  1967 

Executive  Secretary:  Mr.  Armand  L.  Bird,  360 
Sonna  Bldg.,  Boise 


STANDING  COMMITTEES 


Program  Mediations  & Public  Relations 

Term  Expires  W.  R.  Tregoning,  Boise,  Chairman  1967 

J.  Douglas  Davis,  Idaho  Falls,  Chairman  Robert  W.  Cordwell,  Kellogg  1965 

John  E.  Braddock,  Lewiston  1966  Dauchy  Migel,  Idaho  Falls  1965 

Richard  A.  Forney,  Boise  1967  John  W.  Armstrong,  Lewiston  1966 

Roy  O.  Shaub,  Twin  Falls  1968  Bernard  A.  Bodmer,  Gooding  1966 
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Lloyd  S.  Call,  Pocatello  1967 

Lawrence  H.  Mason,  Boise  1968 

John  R.  Moritz,  Sun  Valley  1968 

The  President  (with  voting  power)  1 year 

Industrial  Medical 

James  J.  Coughlin,  Boise,  Chairman  1969 

Leland  K.  Krantz,  Idaho  Falls  1965 

Richard  P.  Sutton,  Burley  1966 

Russell  Tigert,  Jr.,  Soda  Springs  1966 

David  W.  Heusinkveld,  Lewiston  1968 


Constitution  and  By-Laws 

Donald  E.  Adams,  Moscow,  Chairman  1965 


V.  Ellis  Knight,  Kimberly  1966 

Elizabeth  L.  Munn,  Caldwell  1967 

Medical  Benevolent 

Paul  B.  Heuston,  Twin  Falls, 

Chairman  1968 

A.  B.  Pappenhagen,  Orofino  1965 

E.  V.  Simison,  Pocatello  1966 

Verne  J.  Reynolds,  Boise  1967 

A.  Curtis  Jones,  Boise 


SPECIAL  COMMITTEES 


Necrology 

Walter  G.  Hoge,  Blackfoot 


Rocky  Mountain  Medical  Conference 
Fred  E.  Wallber,  Idaho  Falls 

Chairman  1965 

Roy  O.  Shaub,  Twin  Falls  1966 

Max  F.  Bell,  Boise  1967 

V.  Ellis  Knight,  Kimberly  1968 

Wilbur  H.  Lyons,  Coeur  d’Alene  1969 


State  Legislative 

E.  D.  Parkinson,  Boise,  Chairman 

Loy  T.  Swinehart,  Boise,  Vice-Chairman 
H.  E.  Dedman,  Boise 
John  C.  McCarter,  Boise 

F.  B.  Jeppesen,  Boise 

Medical  Planning 

Asael  Tall,  Rigby,  Chairman 
Robert  E.  Staley,  Kellogg 
Manley  B.  Shaw,  Boise 
George  R.  Baker,  Boise 
Max  W.  Carver,  Twin  Falls 

Medicine  & Religion 

Harold  F.  Holsinger,  Wendell,  Chairman 
Henry  C.  Wesche,  Nampa 

E.  F.  Sestero,  Boise 
Lester  J.  Peterson,  Rexburg 
Fred  E.  Marienau,  Sandpoint 

Mental  Health  Advisory 

Dale  D.  Cornell,  Boise,  Chairman 

F.  Wayne  Schow,  Twin  Falls 
C.  J.  Edwards,  Bonners  Ferry 
Arch  T.  Wigle,  Pocatello 
Maurice  M.  Burkholder.  Boise 

Disaster  & Civilian  Defense 

Robert  F.  Holdren,  Boise,  Chairman 
Willard  M.  Peterson,  Twin  Falls 
E.  E.  Gnaedinger,  Wallace 
John  F.  Wurster,  Pocatello 
C.  C.  Erickson,  Idaho  Falls 

Medical  Economics 

Quentin  W.  Mack,  Boise,  Chairman 
Reuben  C.  Matson,  Jerome 

G.  Curtis  Waid,  Idaho  Falls 
Richard  K.  Gorton,  Pocatello 
Roland  D.  Brooks,  Moscow 

Board  of  Health  Advisory 

James  R.  Kircher,  Burley,  Chairman 
J.  Gordon  Daines,  Boise 
Wilbur  C.  Hayden,  Sandpoint 
Francis  H.  Fox,  Twin  Falls 
Emory  L.  Soule,  St.  Anthony 


Medical  Aspects  of  Sports 

John  F.  Stecher,  Caldwell,  Chairman 
Richard  G.  Gardner,  Boise 
Orland  B.  Scott,  Kellogg 
Douglas  Schow,  Twin  Falls 
Clark  T.  Parker,  Pocatello 

Maternal  Welfare 

Gus  E.  Rosenheim,  Boise,  Chairman 
Jane  D.  Gumprecht,  Coeur  d’Alene 
Ralph  G.  Goates,  Blackfoot 
Fen  H.  Covington,  Twin  Falls 
W.  L.  Olsen,  Pocatello 

Medical  Education  Committee 

Robert  S.  McKean,  Boise,  Chairman 
E.  V.  Simison,  Pocatello 
Alfred  M.  Popma,  Boise 
Donald  K.  Worden,  Lewiston 
Joseph  W.  Marshall,  Twin  Falls 
E.  R.  W.  Fox,  Coeur  d’Alene 
Jack  R.  Carey.  Idaho  Falls 
Harwood  L.  Stowe,  Twin  Falls 

Nursing  Home  Advisory 

Willis  L.  Hubler,  Caldwell,  Chairman 

R.  G.  Neher,  Shoshone 
Richard  P.  Howard,  Pocatello 

S.  M.  Poindexter,  Boise 

John  E.  Rockwell,  Grangeville 

Bar  Association  Liaison 

Corwin  E.  Groom,  Pocatello,  Chairman 

John  M.  Ayers,  Moscow 

John  F.  Stecher,  Caldwell 

James  R.  Kircher,  Burley 

O.  D.  Hoffman,  Rexburg 

Advisory  to  the  Idaho  State  Department 
of  Public  Assistance 

The  Officers  and  Councilors, 

Idaho  State  Medical  Association 

Idaho  State  Nurses  Association 

Terrell  O.  Carver,  Boise,  Chairman 
Orland  B.  Scott,  Kellogg 
Joseph  W.  Marshall,  Twin  Falls 
Reid  H.  Anderson,  Idaho  Falls 
Lois  J.  Carter,  Boise 

Heart  Advisory 

William  B.  Jewell,  Emmett,  Chairman 
George  W.  Warner,  Twin  Falls 
R.  Burton  Stein,  Lewiston 

H.  Don  Moseley,  Coeur  d’Alene 
John  S.  McMillin,  Idaho  Falls 

Crippled  Children  Advisory 

W.  Wray  Wilson,  Coeur  d’Alene,  Chairman 
Carl  M.  Johnston,  Boise 
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William  H.  Woodson,  Twin  Falls 
Lynn  H.  Anderson,  Pocatello 
Roy  J.  Ellsworth,  Boise 

Cancer  Advisory 

Robert  E.  Lloyd,  Boise,  Chairman 
E.  R.  W.  Fox,  Coeur  d’Alene 
George  T.  Davis,  Twin  Falls 
Eugene  H.  Holsinger,  Burley 
Alden  Tall,  Rigby 


State  Department  of  Public  Assistance 

S.  M.  Poindexter,  Boise,  Consultant 

State  Vocational  Rehabilitation 

H.  L.  Newcombe,  Boise,  Consultant 

Idaho  State  Board  of  Health 

Paul  M.  Ellis,  Wallace,  Chairman 

T.  O.  Carver,  Member  ex-officio,  Secretary 

and  Chief  Administrator,  Boise 


Arthritis  & Rheumatism  Advisory 

John  T.  Brunn,  Meridian,  Chairman 
Robert  C.  Colburn,  Lewiston 
C.  R.  Blackburn,  Boise 
Walter  D.  Thurston,  St.  Maries 
John  S.  Hatch,  Idaho  Falls 

Idaho  State  Board  of  Medicine 

Term  Expires 

S.  M.  Poindexter,  Boise,  Chairman  1965 
W.  Wray  Wilson,  Coeur  d’Alene, 


Vice-Chairman  1965 

John  E.  Comstock,  Pocatello  1967 

James  S.  Newton,  Lewiston  1967 

Charles  E.  Kerrick,  Caldwell  1969 

Charles  A.  Terhune,  Burley  1969 

Mr.  E.  R.  Hopper,  Boise, 


Commissioner  of  Law  Enforcement 

South  Idaho  Medical  Service  Bureau,  Inc. 

Lloyd  S.  Call,  Pocatello,  President, 


Southeastern  1965 

Russell  Tigert,  Jr.,  Soda  Springs, 

Vice-President,  Bear  River  1966 

Wiliam  D.  Forney,  Boise,  Secretary- 

Treasurer,  Councilor  District  2 1967 

Kenneth  E.  Droulard,  Nampa, 

Southwestern  1966 

F.  Wayne  Schow,  Twin  Falls, 

Councilor  District  3 1966 

P.  Blair  Ellsworth,  Idaho  Falls  1967 

Maurice  E.  Scheel,  Wendell, 

South  Central  1967 

O.  D.  Hoffman,  Rexburg, 

Upper  Snake  1967 

Joseph  M.  Thomas,  Boise, 

Ada  County  1965 

Ralph  G.  Goates,  Blackfoot, 

Councilor  District  4 1965 

Quentin  W.  Mack,  Boise,  Chairman, 


Medical  Economics  & Fee  Schedule 
A.  Curtis  Jones,  Boise,  Secretary- 

Treasurer,  Idaho  State  Medical  Ass’n 
Corwin  E.  Groom,  Pocatello,  President, 
Idaho  State  Medical  Ass’n 

North  Idaho  Medical  Service  Bureau,  Inc. 

( Blue  Shield) 

James  H.  Bauman,  Lewiston,  President 
R.  D.  Brooks,  Moscow,  Vice-President 
Rex  G.  Layton,  Lewiston,  Secretary- 
Treasurer 

John  E.  Carssow,  Lewiston 
James  S.  Newton,  Lewiston 
Philip  D.  Spechko,  Genesee 

Hospital  Advisory  Council 

Charles  A.  Terhune,  Burley 
Paul  F.  Miner,  Boise 
T.  O.  Carver,  Member  ex-officio 
Secretary,  Boise 

Idaho  Hospital  Service 
( Blue  Cross) 

Term  Expires 


William  P.  Marineau,  Moscow  1965 

Maurice  K.  Heninger,  Idaho  Falls  1965 
C.  Clifford  Johnson,  Boise  1966 

Samuel  C.  Taylor,  Nampa  1967 


Board  of  Directors— Idaho  Medical  Political  Action 
Committee 

G.  E.  Rosenheim,  Boise,  Chairman, 

Rep.  Ada  County 
Max  D.  Gudmundsen,  Boise, 

Rep.  Ada  County 

George  E.  Weick,  Boise,  Rep.  Ada  County 
John  F.  Stecher,  Caldwell,  Rep.  Southwestern 
Harwood  L.  Stowe,  Twin  Falls, 

Rep.  South  Central 
Harry  D.  McGee,  Pocatello 

Rep.  Southeastern  & Bear  River 
Leland  K.  Krantz,  Idaho  Falls, 

Rep.  Idaho  Falls  & Upper  Snake 
Dan  E.  Stipe,  Lewiston,  Rep.  North  Idaho, 
Kootenai-Benewah  & Bonner-Boundary 
Mrs.  Glen  M.  Whitesel,  Kellogg,  Rep.  Sho- 
shone County  & The  Woman’s  Auxiliary 
to  the  Idaho  State  Medical  Association 
Alfred  M.  Popma,  Boise,  Chairman,  Council 
on  Voluntary  Health  Agencies,  A.M.A. 
Quentin  W.  Mack,  Boise,  Member,  Commit- 
tee on  Rating  of  Mental  and  Physical 
Impairment,  A.M.A. 

Maurice  M.  Burkholder,  Boise,  Member, 
Council  on  Mental  Health,  A.M.A. 
Raymond  L.  White,  Chicago,  Illinois,  Direc- 
tor, Environmental  Medicine  & Medical 
Service  Division,  A.M.A. 


5 9 YEARS 


SERVING  THE  MEDICAL  PROFESSION 
IN  THE  NORTHWEST 


Office  Supplies,  Printing,  Lithographing 
Statement  and  Remittance  Envelopes 
Office  and  Reception  Room  Planning 
Steel  and  Wood  Furniture,  Shelf  Filing 


TRICK  & MURRAY 

115  Seneca  Street  Seattle,  Washington  98101 
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PROFESSIONAL  classified 


Practice  Opportunities 

GENERAL  PRACTITIONER-WANTED 

Two-man  partnership  needs  associate  for  very  busy 
office.  Excellent  opportunity  for  one  with  residency 
in  surgery.  Greater  Seattle  area  with  choice  of  hos- 
pital facilities.  Write  Box  41-A,  Northwest  Medicine, 
500  Wall  St.,  Seattle,  Wash. 

GENERAL  PRACTITIONER  WANTED-LACEY,  WASH. 

Space  available  and  ready  for  occupancy  in  new  air- 
conditioned  building.  Private  reception  room,  3 
exam,  rooms,  lab,  and  private  lavatory,  office  and 
business  office.  Ample  parking.  Two  dentists  occupy 
rest  of  building.  Area  one  of  the  fastest  growing  in 
Northwest.  Write  R.  C.  Sauls,  D.D.S.,  4445  Lacey 
Blvd.,  Olympia,  Wash. 

ALLIED  PERSONNEL  OFFICES,  INC. 

Our  recruiting,  screening  and  referral  services  can  be 
of  valuable  assistance  to  you  in  securing  the  med- 
ically trained  person  or  situation  you  desire.  Seattle 
offices  247  Logan  Bldg.,  MA.  4-4793,  Everett  office, 
703  Medical  Dental  Bldg.,  AL.  2-3157. 

EXCELLENT  OPPORTUNITY  FOR  GP-PALOUSE,  WASH 

Physician  needed  immediately  for  town  of  1100 
population.  Productive  farming  region,  two  state 
universities  only  15  miles  away.  Space  available  and 
ready  for  occupancy.  Write  Chamber  of  Commerce, 
Palouse,  Wash. 

PSYCHIATRIC  CLINICAL  DIRECTOR-SALEM 

Board  certified  or  eligible  and  able  to  secure  Oregon 
license  within  two  years  plus  at  least  one  year  of 
administrative  experience.  Salary  range,  board 
eligible  $15,420-$  18,360;  board  certified  $15,960- 
$19,020.  Eighteen-hundred  patient  decentralized 
acute  treatment  hospital.  J.C.A.H.  accredited  with 
three-year  psychiatric  residency  program.  Civil 
Sendee  fringe  benefits  including  Social  Security 
plus  state  retirement,  paid  vacations,  sick  leave  and 
holidays.  Housing  available  at  reasonable  rate.  Con- 
tact Dean  K.  Brooks,  M.D.,  Superintendent,  Station 
A,  Salem.  Oregon  97310. 

INTERNIST  WANTED 

For  medical  service  of  203-bed  General  Medical  & 
Surgical  Hospital,  VA  Center,  Boise,  Idaho.  Entrance 
salary'  $12,075  or  $14,170  with  periodic  salary  in- 
creases and  promotion  opportunities.  Address  in- 
quiries to  Chief  of  Staff,  VA  Center,  Boise,  Idaho 
83702. 


HAVE  YOU  THOUGHT  OF  WORKING  WITH  A GROUP? 

Pleasant  working  conditions,  more  leisure  time,  new 
facilities,  laboratory',  x-ray,  physical  therapy.  We 
need  general  practitioners,  internists.  Call  Western 
Clinic,  MA  7-9151,  6th  Ave.  at  South  K.,  Tacoma, 
Wash.  98405. 

PHYSICIANS  WANTED-OREGON  COAST 

Pediatrician,  urologist  and  general  practitioner  to 
join  group  of  four  internists,  surgeon  and  two  GPs. 
Well  established  with  excellent  facilities  and  repu- 
tation. Write  Box  9-B,  Northwest  Medicine,  500 
Wall  St.,  Seattle,  Wash.  98121. 

A REWARDING  GP  PRACTICE 

Associate  with  another  young  general  practitioner 
in  a growing,  young  adult  neighborhood.  Outstand- 
ing office  space  and  facilities.  Dudley  W.  Houtz, 
M.D.,  5702  N.  26th  St.,  Tacoma,  Wash.  98407. 

Office  Space 

FIRST  HILL  MEDICAL  SUITE— SEATTLE 

Physician  suite  of  800  sq.  ft.  Adequate  facilities  and 
plumbing.  If  desired  will  remodel  to  needs.  Ample 
parking.  Rent  to  be  negotiated.  Contact  Wm.  Tara- 
day,  D.D.S.,  EA  5-4343. 

SPACIOUS  PHYSICIAN'S  OFFICE  FOR  RENT 

In  attractive  concrete  building  with  two  other  GPs. 
* Rapidly  growing  area  with  excellent  schools  and 
accredited  hospital  available.  Contact  R.  S.  Waltz, 
M.D.,  1818  Pacific  Ave.,  Forest  Grove,  Oregon, 
phone  EL  7-3106. 

BEACH  HOUSE-SUMMER  RENTAL 

One  block  from  the  beach,  3 small  bedrooms,  fur- 
nished except  linens.  June  1 to  Sept.  1.  $100  per 
week,  minimal  rental  2 weeks,  $25  deposit  with 
reservation.  Write  to  Mr.  George  Faris,  66-6th,  Sea- 
side, Oregon. 

MEDICAL  SUITE— OLYMPIA 

Prefer  neurologist  or  psychiatrist  for  suite  available 
in  Medical-Dental  Building,  Olympia.  Contact  Mr. 
Ray  Moen,  FL  7-7779,  519  Washington  St.,  Olym- 
pia, Wash. 

NEW  GROUP  PRACTICE  CLINIC-EDMONDS,  WN. 

All  on  ground  floor,  services  furnished.  Adequate 
parking.  Excellent  gross  area.  Easy  freeway  access, 
200-bed  hospital  immediate  vicinity.  Flexible  rental 
terms.  Call  collect  PR  8-4333  or  PR  8-2205. 
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MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA 

Fully  serviced  professional  offices,  from  $2.00  to 
$3.50  per  sq.  ft.  annually.  Mr.  Jack  Hayes,  Henry 
Broderick,  Inc.,  MA  2-4350,  Seattle. 

SPACIOUS  PHYSICIAN'S  OFFICE  FOR  RENT 

In  building  with  2 dentists,  near  Northgate.  Reason- 
able rent.  Call  EM  3-0363,  Seattle. 

MEDICAL  OFFICE  FIRST  HILL— SEATTLE 

For  rent  a fully-equipped  office  with  an  adjoining 
examining  room  available.  This  includes  a recep- 
tionist-typist and  a convenient  near-by  parking  area 
for  patients.  Call  EA  2-5966. 


MEDICAL  SPACE— TACOMA,  WASH. 

Pacific  Professional  Center,  8645  Pacific  Ave.,  Ta- 
coma. New  building,  finish  offices  to  specifications. 
Favorable  rent  and  lease  terms.  Mr.  Lawrence 
Bayer,  12229  West  Pipeline  Road,  Tacoma,  Wash. 
98445,  LE  7-5435. 

Services 

PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring 
St.,  Seattle,  Wash.  Call  MA  3-2971. 


arlidin  (nylidrin  HCI) 

ARLIDIN  (nylidrin  HCI),  administered  orally  for  more  than  two  weeks,  increased  cerebral 
blood  flow  43%  in  patients  with  cerebrovascular  insufficiency,  with  a decrease  in  cerebrovas- 
cular resistance  in  most  cases.  1 

ARLIDIN  (nylidrin  HCI)  has  been  found  “of  particular  value  clinically  in  relieving  some  of  the 
symptoms  of  cerebral  vascular  insufficiency  (vertigo,  lightheadedness,  mental  confusion, 
diplopia)’’  and  in  the  rabbit  it  increased  both  cerebral  vascular  flow  and  clearance  of  radio- 
active I from  both  the  white  and  gray  matter  of  the  brain. 

ARLIDIN  (nylidrin  HCI)-treated  patients  with  cerebral  vascular  insufficiency  improved  sig- 
nificantly in  intellectual  performance  compared  to  a placebo-treated  control  group.3 

Indicated  whenever  an  increase  in  blood  supply  is  desirable  in  circulatory  insufficiencies  of 
the  extremities,  brain,  eye  and  ear.  side  effect:  Occasional  palpitation,  precautions:  Use  with 
caution  in  the  presence  of  a recent  myocardial  lesion,  paroxysmal  tachycardia,  severe  angina 
pectoris  and  thyrotoxicosis,  contraindication:  Acute  myocardial  infarction. 

6 mg.  scored  tablets,  bottles  of  100  and  1000 

REFERENCES:  1.  Eisenberg,  S.:  Am.  J.  Med.  Sciences  240:85,  July  1960.  2.  Winsor,  T.  et  al.:  Am.  J.  Med. 
Sciences  239:594,  May  1960.  3.  Treptow,  K.  R.  et  al.:  Arch.  Neurol.  9:52,  Aug.  1963. 

u.  s.  vitamin  & pharmaceutical  corp. 

800  Second  Avenue,  New  York,  N Y.  10017 
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AMA  Annual— New  York,  June  20-24, 

1965,  Chicago,  June  26-30.  1966. 

AMA  Clinical — Philadelphia,  Nov.  28 — 
Dec.  1,  1965,  Las  Vegas,  Nov.  27-30, 

1966. 

Idaho  State  Medical  Association — June 
23-26,  1965,  July  6-9,  1966,  June  28- 
July  1,  1967,  Sun  Valley. 

North  Pacific  Society  of  Neur.  & Psy  — 
April  8-10,  1965,  Portland. 

Pres.,  Edward  K.  Kloos,  Portland 
Sec.,  VV.  W.  Thompson,  Portland 
Oregon  Medical  Association — 

Sept.  21-25,  1965,  Portland 
Oregon  House  of  Delegates,  Midyear 
Meeting — April  23,  24,  1965,  Hotel 
Hilton,  Portland 

Washington  State  Medical  Association- 
Sept.  12-15,  1965,  Seattle 

West  Coast  Allergy  Society — 

Pres.,  B.  C.  Eisenberg,  Huntington 
Park  Ceil 

Sec.,  G.  M.  Robins,  Portland 

OREGON 

Ore.  Acad.  Ophth.  & Otolar. — Portland 
Aero  Club,  4th  Tue..  Sept.-May. 

Pres..  R.  L.  Erickson,  Salem. 

Sec.,  S.  C.  Stenerodden,  Salem. 

Oregon  Dermatologic  Society — Portland 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Sheldon  Walker,  Portland 
Sec.,  F.  A.  J.  Kingery.  Portland 

Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April, 
Oct.). 

Pres.,  Kenneth  D.  Gaver,  Salem. 
Sec.,  Wayne  M.  Pidgeon,  Portland. 

Oregon  Pathologists  Association — Port- 
land, 2nd  Wednesday  (Feb.,  Apr., 
Oct.,  Dec.) 

Pres.,  John  Christopher,  Salem 
Sec.,  K.  D.  McMilan,  Eugene 

Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
through  school  year 
Pres.,  George  R.  Satterwhite,  Port- 
land 

Sec.,  Robert  S.  Miller,  Beaverton 


Morningside  Hospital 

Comprehensive  treatment 
of  psychiatric  disorders  7 
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Chloromycetin  Inside  Front  Cover 
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SOCIETIES 


Ore.  Soc.  Obst.  & Gynec. — Portland, 
Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.  thru  May) 

Pres.,  Martin  Sichel,  Portland 
Sec.,  J.  W.  Fergus,  Portland 

Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  University  Club,  Portland 
Pres.,  John  Hand,  Portland 
Sec.,  John  R.  Barr,  Portland 

Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Congress  Hotel 
Pres.,  Arnold  Rustin,  Portland 
Sec.,  Irl  Clarg 

Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  W.  M.  Clark,  Jr.,  Portland 
Sec.,  J.  W.  Bussman,  Portland 

Portland  Surgical  Society— 4th  Tuesday 
(Sept.-May),  University  Club,  Port- 
land 

Pres.,  Clare  Peterson,  Portland 
Sec.,  Wm.  R.  Sweetman,  Portland. 


WASHINGTON 


King  County  Acad.  Gen.  Pract. — 4th 
Mon.  exc.  June,  July,  Aug.,  Dec. 
Pres.,  William  F.  Mead,  Seattle 
Sec.,  Jack  W.  Brown,  Seattle 

Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct.-May)  Seattle  or  Tacoma. 

Pres.,  Louis  J.  Sarro,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 

Seattle  Academy  of  Surgery — 3rd  Wed. 
bi-monthly;  Seattle  Yacht  Club. 

Pres.,  E.  B.  Parmelee,  Seattle 
Sec.,  W.  S.  Brown,  Seattle 

Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
July,  Aug.,  Dec. 

Pres.,  Charles  G.  Stipp,  Seattle. 
Sec.,  Glen  E.  Hayden,  Seattle. 


Shadel  Hospital,  Inc. 

Treatment  of  alcoholism  8 

Sherman  Laboratories 

Protamide  52 

Smith,  Kline  & French  Laboratories 

Ornade  Spansule  46 

Syntex  Laboratories,  Inc. 

Neo-Synalar  insert  11-12 

Synalar  Solution  13 

Trick  & Murray 

Office  supplies  69 

U.  S.  Vitamin  & Pharmaceutical  Corp. 

Arlidin  71 

Wallace  Laboratories 

Deprol  14-15 

Milt  own  54-55 

Winthrop  Laboratories 

Pediacof  56 


Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  Arctic  Club 
Pres.,  Charles  Kaplan,  Seattle 
Sec.,  J.  T.  Griffin,  Seattle 

Seattle  Surg.  So. — Annual  Meeting,  Jan. 
29,  30,  1965,  Seattle.  4th  Mon.  (Sep  - 
June) 

Pres.,  Eric  Sanderson,  Seattle 
Sec.,  R.  C.  Coe,  Seattle 

Spokane  Society  of  Internal  Medicine — 
Quarterly,  Ridpath  Motor  Inn  (An- 
nual Meeting,  Feb.  27,  1965). 

Pres..  H.  G.  Copsey,  Spokane. 

Sec.,  R.  C.  Biehn,  Spokane. 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  F.  Barronian,  Tacoma 
Sec.,  Calvin  R.  Lantz,  Tacoma 

Tacoma  Surgical  Club  — 3rd  Tuesday 
(Sept.-May) 

Pres.,  R.  O.  Diefendorf,  Bremerton 
Sec.,  Stanley  W.  Tuell,  Tacoma 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June) 

Pres.,  Ivar  W.  Birkeland,  Seattle 
Sec.,  John  E.  Nelson,  Seattle 

Washington  Academy  of  General  Prac- 
tice— May  13-15,  1965,  Yakima. 

Pres.,  Richard  A.  Stiles,  Yakima 
Sec.,  Helene  M.  Templeton,  Seattle 

Washington  State  Radiological  Society 
— Seattle,  Quarterly 

Pres.,  Kenneth  E.  Gross,  Tacoma 
Sec.,  Owen  C.  Martin,  Seattle 

Wash.  St.  Soc.  of  Anesthesiologists 
Pres.,  Lucien  Morris,  Seattle 
Sec.,  Henry  D.  Green.  Seattle 

Wash.  St.  Soc.  of  Allergy 

Pres.,  Alexander  Altose.  Seattle 
Sec.,  Samuel  H.  Tarica,  Seattle 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  James  P.  Thompson,  Yakima 
Sec.,  Donald  K.  Williams,  Yakima 


Meetings  of  medical 
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Your  patients  will  say 
“The  Pain  Is  Gone” 
when  you  prescribe 

‘EMPIRIN” COM  POUND 
with  CODEINE  gr.  l/2 


! ft'. 


i n> 


100 


‘EMPIRIN’Ij 

Compound  Jd 

with 

Codeine  Phosphate,  No.  3 

Eoch  tablet  contains 

Codeine  Phosphate  132.4  mg.)  gr.  1/2 

Worning.  — May  Be  Habit  Forming 

Phenacetin  gr.  2-1/2 

Asp. rin  ^0*  "■ ' gr.  3-1/2 

Caffeine  gr.  1/2 

w prohibits 
>rescription. 


BURROUGHS  WELLCOME  & CO. 

(U.S.A.}  Inc.,  Tuckahoe,  N.Y. 
Made  in  U.S.A. 


‘EMPIRIN’  COMPOUND  with  CODEINE  gr.1/2  (No.  3) 
KEEPS  THE  PROMISE  OF  PAIN  RELIEF 


.UU  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC..  Tuckahoe,  N.Y. 


New  policy  of  the  American  College  of  Surgeons 
on  passive  immunization  with  human 
tetanus  antitoxin 


At  its  meeting  on  February  9,  1964,  in  Chicago,  the 
Board  of  Regents  approved  the  following  statement  by 
the  Committee  on  Trauma: 


HUMAN  TETANUS  ANTITOXIN  (immune  globulin) 
is  an  effective  material  for  passive  immunization  against 
tetanus.  Because  it  offers  distinct  advantages,  it  should 
be  used  in  preference  to  equine  or  bovine  antitoxin  when 
it  is  available.  The  availability  of  human  tetanus  anti- 
toxin (immune  globulin)  in  no  way  reduces  the  need  for 
active  immunization.  Active  immunization  against  tetanus 
remains  preferable  to  all  forms  of  passive  immunization.  99 


Bull.  Am.  Coll.  Surgeons  49:101,  1964. 


Now  available  nationally  to  all  physicians 

Hyper-Tet 

[TETANUS  IMMUNE  GLOBULIN-HUMAN] 

Side  Effects  and  Precautions:  The  likelihood  of  anaphylactoid  or  serum  reactions  due  to 
intramuscular  injection  of  gamma  globulin  is  remote.  Very  rare  serious  reactions  have  been 
reported,  however,  and  their  extreme  rarity  makes  it  impossible  to  predict  their  occurrence. 
Slight  soreness  at  and  over  the  injection  site  may  be  noted.  Do  not  give  intravenously.  There 
are  no  known  contraindications. 


CUTTER  jPaluvuLtoJu&L 


Berkeley  10,  California 
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(CHLORAMPHENICOL) 


Complete  information  for  usage  available  to  physicians  upon  request. 
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in  maintenance  therapy... 
a working  analgesic 
for  the 

active  arthritic 


ARTHRALGEN® 


Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 


a working  analgesic  for  the  active  arthritic 

— rapidly  relieves  early  morning  stiffness  and  arthritic  pain.  It 
promises  a quicker  response  in  most  patients  because  its  anal- 
gesic ingredients  need  no  metabolic  conversion  before  they  act. 
As  a combination  of  two  prominent  analgesic  drugs,  Arthralgen 
can  often  establish  smoother,  more  complete  pain  relief  because 
it  synergistically  produces  more  efficient  analgesia  on  lower 
dosage  levels  of  each. 


two  proven  pain  relievers 

Arthralgen  combines  two  better-tolerated,  time-tested  analgesics, 
acetaminophen  and  salicylamide,  into  a pharmacologically  sound 
and  therapeutically  effective  formulation.  As  Arthralgen,  it  pene- 
trates tissues  promptly  and  relieves  pain  rapidly  with  less  likeli- 
hood of  gastric  irritation  than  aspirin. 


BRIEF  SUMMARY 

Arthralgen  and  Arthralgen-PR  are 
Indicated  in  the  management  of 
rheumatoid  arthritis,  acute  gouty 
arthritis,  rheumatoid  spondylitis, 
osteoarthritis,  bursitis,  fibrositis, 
and  neuritis.  Arthralgen  may  be 
used  for  analgesia  in  colds,  flu,  and 
various  myalgias. 

DOSAGE:  One  or  two  tablets  four 
times  a day.  After  remission  of 
symptoms  dosage  should  be 
reduced  to  the  minimum  mainte- 
nance level. 

SIDE  EFFECTS:  Nausea,  Gl  upset, 
or  mild  salicylism  may  rarely  occur. 
Symptoms  of  hypercorticoidism 
dictate  reduction  of  dosage  of 
Arthralgen-PR. 

PRECAUTION:  Reduction  in  dos- 
age of  Arthralgen-PR  given  over  a 
long  period  should  be  gradual, 
never  abrupt. 

CONTRAINDICATIONS:  Hypersen- 
sitivity to  any  ingredient. 


sodium-free 

Arthralgen  contains  no  sodium.  Therefore,  it  is  often  a safer  and 
more  suitable  analgesic  for  use  in  the  long-term  treatments  of 
arthritic  patients  who  have  other  conditions  which  require  sodium 
restriction.' 

ARTHRALGEN®-PR(Arth  ralgen  with  prednisone) 


Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 

Prednisone 1 mg. 


To  help  provide  dosage  flexibility  in  patients  who  require  steroids, 
the  basic  Arthralgen  formula  is  also  available  combined  with 
prednisone  as  Arthralgen-PR.  Prednisone  is  favored  as  the  more 
advantageous  steroid  for  use  in  Arthralgen-PR  because  it  shows 
less  tendency  toward  sodium  retention,  potassium  excretion,  and 
steroid-induced  hypertension  than  that  which  often  accompanies 
the  use  of  cortisone  and  ACTH.2 


A.  H.  ROBINS  COMPANY,  INCORPORATED/RICHMOND,  VIRGINIA 


As  with  any  drug  containing  pred- 
nisone, Arthralgen-PR  is  contra- 
indicated, or  should  be  adminis- 
tered only  with  care,  to  patients 
with  peptic  ulcer,  tuberculosis, 
nephritis,  diabetes  mellitus,  acute 
psychoses,  Cushing's  syndrome 
(or  Cushing’s  disease),  overwhelm- 
ing spreading  (systemic)  infection, 
or  predisposition  to  thrombophle- 
bitis. 

Arthralgen-PR  is  generally  contra- 
indicated in  patients  with  uremia 
and  viral  infections,  including  po- 
liomyelitis, vaccinia,  ocular  herpes 
simplex,  and  fungus  infections  of 
the  eye.  It  is  also  contraindicated 
in  patients  with  chicken  pox  or 
susceptible  persons  exposed  to  it. 

SUPPLY:  Arthralgen  (white,  scored) 
and  Arthralgen-PR  (yellow,  scored) 
tablets  are  available  in  bottles  of 
100  and  500. 

REF:  1.  Boreus  & Sandberg,  ACTA. 
PHYSIOL.  SCAND.,  28:266,  1953. 
2.  Cohen,  et  al.:  J.A.M.A.,  165:225, 
1957. 
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For 

treatment  of 
anxiety 
and  tension 
in  geriatric 
patients 


■ Does  not  cause  the  confusion  or  paradoxical  exci- 
tation which  may  occur  in  elderly  patients  receiving 
barbiturates. 

■ Encourages  normal  sleep  by  helping  relax  emotion- 
al and  physical  tensions  contributing  to  insomnia. 

■ Readily  absorbed  and  relatively  free  from  cumula- 
tive drug  effects. 

■ Distinguished  by  an  excellent  record  of  safety  dur- 
ing ten  years  of  clinical  use. 

The  one  tranquilizer  that  1%  1 

belongs  in  every  practice T iU. I' LF  ▼?  ll 

(meprobamate) 


Wallace  Laboratories /Cranbury.N.  J. 

#. 


CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


for  treatment 
of  anxiety  and  tension 
in  geriatric  patients 

BRIEF  SUMMARY 

Indications:  Anxiety  and  tension  states.  Also 
as  adjunctive  therapy  when  anxiety  may  be 
a causative  or  disturbing  factor. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate. 
Important  precautions:  Should  administra- 
tion of  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be 
reduced.  Operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 
possibly  be  increased  by  meprobamate.  Pre- 
scribe cautiously  and  in  small  quantities  to 
patients  with  suicidal  tendencies.  Consider 
possibility  of  dependence,  particularly  in 
patients  with  history  of  drug  or  alcohol  ad- 
diction; withdraw  gradually  after  prolonged 
use  at  high  dosage.  Abrupt  withdrawal  may 
precipitate  recurrence  of  pre-existing  symp- 
toms, or  withdrawal  reactions  including, 
rarely,  epileptiform  seizures.  Grand  mal  sei- 
zures may  be  precipitated  in  persons  suffering 
from  both  grand  and  petit  mal. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  reac- 
tions are  rare,  generally  developing  after  one 
to  four  doses  of  the  drug.  Mild  reactions  are 
characterized  by  an  urticarial  or  erythema- 
tous, maculopapular  rash.  Acute  nonthrom- 
bocytopenic purpura  with  peripheral  edema 
and  fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 
rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasm,  hypotensive  crises 
(1  fatal  case),  anuria,  stomatitis,  proctitis, 
and  anaphylaxis.  Treatment  should  be  symp- 
tomatic and  the  drug  not  reinstituted.  Isolated 
cases  of  agranulocytosis  and  thrombocyto- 
penic purpura,  and  a single  fatal  instance  of 
aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  ex- 
cessive meprobamate  dosage.  Massive  over- 
dosage  may  produce  lethargy,  stupor,  ataxia, 
coma,  shock,  vasomotor  and  respiratory 
collapse. 

Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  400  mg.  scored  tablets;  200  mg. 
coated  tablets. 

Before  prescribing,  consult  package  circular. 

Miltown 

(meprobamate) 

VTO  Wallace  Laboratories  / Cranbury,  N.  J. 
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Computer  Aid  to  Diagnosis 

EDITOR,  NORTHWEST  MEDICINE: 

Your  editorial  on  computor  aid  to  diagnosis  in 
the  December  issue  is  very  timely.  Articles  are  ap- 
pearing on  this  subject  in  both  the  medical  and  lay 
press.  Thursday,  December  3,  1964,  Douglass  Welch 
in  the  Post-Intelligencer,  Seattle,  had  an  article  on 
“Machine  Medicine  Well  on  Its  Way,”  and  Don 
Duncan,  Seattle  Times,  December  17  quotes  Arthur 
L.  Kobler  on  the  computer  in  psychiatry.  The  Journal 
of  Medical  Education,  Part  2,  June,  1962,  pp.  64-72 
quotes  the  New  Yorker,  March  3,  1963,  The  Rocke- 
feller Institute,  The  I.B.M.  Corporation,  Harpers, 
April,  1962,  and  the  May,  1960  Report  for  Consult- 
ants on  Medical  Research  to  the  Senate  Committee 
on  Appropriations,  and  others. 

I am  sure  computers  are  being  used  now  in 
big  clinics  to  store  medical  information  from  records 
of  patients.  If  universal  it  might  save  lives.  It  might 
be  possible  to  get  pertinent  information  about  a very 
ill  man,  miles  away  from  home.  Teletype  computer 
data  and,  there  you  are. 

This  would  break  the  “sacred”  privilege  of  com- 
munications between  doctors  and  patients.  Insur- 
ance companies  and  others  requiring  examinations 
would  demand  the  key  to  the  teletype.  So  would 
the  courts,  and  automobile  licensing  bodies.  I would 
be  willing  to  see  the  privilege  statute  repealed  for 
the  benefit  to  the  community.  I expect  some  would 
not. 

The  computer  in  diagnosis  is  intriguing.  Some- 
one has  to  feed  the  information  to  the  computer. 
I expect  much  could  be  done  by  the  patient  himself, 
for  instance  as  he  can  do  with  the  Cornell  history 
charts.  Someone  would  have  to  evaluate  the  patient’s 
history.  Then  the  physical  examination.  Is  it  a spleen, 
or  kidney,  or  both?  I expect  that  the  computer 
could  be  taught  to  say  “Check  that  abdomen  again, 
seems  like  spleen  to  me.”  Then  the  laboratory 
work.  Would  the  computer  suggest  confirmatory 
or  other  tests? 

How  about  the  computer  in  treatment?  After 
looking  over  all  the  new  drugs  that  come  with  their 
new  and  sometimes  esoteric  names,  you  might  have 
something  there.  Provided  the  information  fed  the 
machine  was  not  slanted  somehow. 


Computers  are  very  expensive  to  own  or  rent. 
It  is  to  be  recognized  that  the  U.S.  Government 
owns  and  uses  more  than  anyone  else.  The  Internal 
Revenue  is  starting  to  use  them  now,  for  example. 

There  is  a lot  of  non-verbal  communication  be- 
tween doctor  and  patient.  I expect  in  time  this  can 
be  fed  to  a computer,  too.  Boeing  employs  special 
technicians,  usually  Ph.D.’s  in  mathematics,  to  pro- 
gram the  computers  they  use  and  to  interpret  the 
data  produced.  I know  that  in  1921  it  would  not 
have  made  the  diagnosis  of  periarteritis  nodosa  or 
of  porphyria  in  1929. 

In  talking  to  people  about  computers,  it  seems 
that  the  computer  gets  or  requires  more  than  the 
competing  clinician  has.  It  makes  the  diagnostician 
look  again.  This  is  good.  As  a matter  of  fact  we 
had  our  own  computer  in  1923,  only  we  called  it 
“French’s  Differential  Diagnosis.” 

I have  talked  with  patients  who  have  used  the 
Cornell  history  charts.  Some  are  quite  dissatisfied. 
Most  patients  want  the  milk  of  human  kindness 
along  with  diagnosis  and  treatment. 

Every  age  has  to  have  its  eminent  mystery. 
Merlin  had  his  puff  powder,  the  savage  his  voodoo. 
To  quote  Peiffer,  “Man  is  a slow,  sloppy  and  bril- 
liant thinker.  Computers  are  fast  and  accurate  and 
stupid.  Little  can  be  done  to  reduce  the  difference 
in  speed.  A dialogue,  perhaps  one  of  the  most 
fruitful  in  history,  has  begun  between  the  men  who 
study  the  human  brain  and  those  who  design  com- 


puters. Point  of  agreement:  The  brains  and  the 
computers  need  each  other  desperately.” 

Sincerely, 

DAVID  METHENY,  M.D. 

233  Stimson  Building 
Seattle,  Washington  98101 

Osteopaths  Make  No-Strings 
Contribution 

When  Madison  Street  Hospital,  Seattle,  was 
given  to  Providence  Hospital  by  the  group  of 
osteopathic  physicians  formerly  operating  it,  there 
were  no  restrictions  placed  on  the  beneficiary  of 
the  transfer.  The  gift  of  land,  building,  and  equip- 
ment was  outright.  There  has  been  no  explanation 
of  the  gift  except  the  wish  of  the  former  owners  to 
make  a substantial  contribution  to  the  medical  com- 
munity in  Seattle.  A committee  studying  possible  use 
of  the  building  by  Providence  Hospital  has  deter- 
mined that  the  use  of  the  building  for  a convalescent 
hospital  or  nursing  home  would  not  be  practical. 
Most  recent  report  indicates  that  the  property  will 
be  sold  and  the  funds  used  for  a special  project 
by  one  of  the  departments  at  Providence. 

Apology 

The  masthead  page  in  the  January  issue  carried 
the  name  of  Dr.  Sanchez  Cornish  without  designa- 
tion of  degree.  It  is  carried  correctly  in  this 
issue.  Ed. 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRADE  MARK  ® 


things  go 

better,! 

^with 

Coke 
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One  of  the  three  pleasant  patients'  'lounges  in  the  new  Shadel  Hospital. 
The  hospital,  designed  specifically  for  the  treatment  of  alcoholism,  is 
completed  and  in  operation  at  12001  Ambaum  Boulevard,  S.W.,  Seattle. 
CH  4-8100. 


The  setting  for  the  52-bed  hospital  is  in  a suburban  area  which  provides 
the  convenience  of  close  contact  with  all  of  the  medical  facilities  of  the  City  of 
Seattle,  combined  with  the  quiet  surroundings  and  peaceful  atmosphere  of  a 
secluded  district. 

The  design  of  the  hospital  is  both  modern  and  functional  and  will  maintain 
the  personal  and  homelike  atmosphere  which  has  been  synonymous  with  Shadel 
Hospital  treatment. 


APPROVED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION  MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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Special  cough  formula  for  children 

Pediacof 


Each  teaspoon  (5  ml.)  contains  codeine  phosphate  5 mg., 

Neo-Synephrine®  hydrochloride  (brand  of  phenylephrine  hydrochloride)  2.5  mg., 
chlorpheniramine  maleate  0.75  mg.  and  potassium  iodide  75  mg. 

soothing  decongestant  and  expectorant 


bright  red, 
pleasant-tasting, 
raspberry-flavored  syrup 

Pediacof  is  different.  It  is  designed  espe- 
cially for  children,  and  each  ingredient  is  in 
the  right  proportion.  The  potassium  iodide 
in  Pediacof  is  so  well  masked  that  it  is  virtu- 
ally unnoticeable  Children  like  the  sweet 
raspberry  flavor  of  bright  red  Pediacof. 

Dosage:  Children  from  6 months  to  1 year, 
14  teaspoon;  from  1 to  3 years,  Vi  to  1 tea- 
spoon; from  3 to  6 years,  1 to  2 teaspoons; 
and  from  6 to  12  years,  2 teaspoons.  These 
doses  are  to  be  given  every  four  to  six  hours 
as  needed. 


relieves  cough 
nasal  drip 
congestion 
running  nose 
sneezing 

eases  expectoration 


Precautions  and  contraindications:  Patients 
with  tuberculosis  or  those  who  are  known 
to  be  sensitive  to  iodides  should  not  be  given 
Pediacof. 


Caution  should  be  exercised  if  Pediacof  is 
administered  to  patients  with  cardiac  dis- 
orders, hypertension  or  hyperthyroidism. 

Warning:  May  be  habit  forming. 


Winthrop  Laboratories 
New  York,  N.Y. 


How  supplied:  Bottles  of  1 6 fl.  oz. 


Available  on  prescription  only. 
Exempt  Narcotic. 


Side  effects:  The  only  significant  untoward 
effects  that  have  occurred  are  mild  anorexia 
and  an  occasional  tendency  to  constipation. 
However,  discontinuance  of  Pediacof  has 
seldom  been  required.  Mild  drowsiness  oc- 
curs in  some  patients  but,  when  cough  is 
relieved,  the  quieting  effect  of  Pediacof  is 
considered  beneficial  in  many  instances. 


l/\//nfhrop 


Bacterial  susceptibility  is  similar  all  over  the  world. 
So  is  the  effectiveness  of  rp  A 

1AQ@ 

(triacetyloleandomycin) 


New  international  data  on 
antibiotic  effectiveness  in  vitro 


The  1964  international  study'  of  antibiotics  is  the  most  comprehensive  analysis 
of  microbial  data  ever  undertaken.  It  compares  the  microbial  susceptibility  to  5 
leading  antibiotics  by  in  vitro  testing.  The  following  statistics  give  an  indication 
of  the  scope  of  this  survey:  the  tests  were  performed  in  88  laboratories,  distributed 
throughout  13  countries  and  4 continents.  In  all,  the  results  of  86,125  suscepti- 
bility determinations,  made  on  17,225  cultures,  were  tabulated  and  analyzed. 
Electronic  data  processing  equipment  was  employed  for  the  computations. 


Some  of  the  determinations  made  possible  by  the  study  include  results  of  in  vitro 
susceptibility  tests  by  country,  comparison  of  antibiotics  according  to  anatomical 
source  of  the  clinical  isolate,  and  susceptibility  of  staphylococcus  aureus  accord- 
ing to  bacteriophage  type.  Perhaps  the  most  important  comparison  is  that  of  over- 
all, worldwide  effectiveness  of  the  5 leading  antibiotics.  Results  of  this  determina- 
tion are  shown  in  the  chart  below. 


Over-all  results  of  the  international  study: 


Penicillin 

Tetracycline 

Erythromycin 

Chloramphenicol 

TAO 


100% 


Based  on  the  following  number  of  cultures:  staphylococcus  aureus,  10,384:  diplo- 
coccus  pneumoniae,  1,322;  /3  hemolytic  streptococci,  2,492;  enterococci,  3,027. 


Comparative  in  vitro  effectiveness  of 
tetracycline  and  TAO 
against  / 3 hemolytic  streptococci 

Breese  recently  showed  that  . . in  vitro  resistance  to  tetracycline  was  observed  in  about 
25%  of  the  /3  hemolytic  streptococci  tested.  This  resistance  or  lack  of  resistance  seemed  to 
be  correlated  with  the  clinical  results  obtained  by  treatment.”8  This  report  of  shifts  in  anti- 
biotic effectiveness  is  borne  out  by  the  nationwide  study  of  19632  and  the  international 
study  of  1964.' 


U.S.  Study,  1963 
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results  based  on  1,519  cultures 


International  Study,  1964 
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results  based  on  2,492  cultures 


In  vitro  data  confirms  the  7-year 
clinical  record 

In  a study3  involving  95  patients  there  was  ‘‘an  encouragingly  accurate  (90-95%)  degree  of 
correlation  between  in  vitro  and  in  vivo  results  with  TAO.” 


Breese4:  . . triacetyloleandomycin  was  at  least  as  effective  as  penicillin  and  more  effective 

than  erythromycin  propionate  in  the  treatment  of  streptococcal  infections  in  children.” 

McClellan5:  In  the  treatment  of  124  pediatric  patients  with  a wide  variety  of  infections, 
“triacetyloleandomycin  was  effective  in  92%.” 

Shubin6:  129  patients  with  upper  or  lower  respiratory  infections  were  treated  with  TAO.  Of 
these,  120  had  a good  response,  which  generally  showed  “reduction  in  temperature  and 
toxicity  within  48  hours  after  initiation  of  therapy,  with  subsequent  clinical  and  bacterio- 
logical cure  of  infection.” 

Wennersten7:  . . clinical  results  obtained  in  135  cases  of  a wide  variety  of  infections  were 

dramatically  good  . . 


TAO® 

(triacetyloleandomycin) 


Available  as:  Capsules  (250  mg.;  125  mg.)  Ready-Mixed  Oral  Suspen- 
sion (raspberry  flavored,  125  mg./5cc.)  Pediatric  Drops  (100  mg./cc.) 


see  back  cover  for  TAO  indications,  contraindications,  and  precautions-^ 


N EW  intramuscular 

companion  to  TAO 

OLEANDOMYCIN 

* Oleandomycin  jr 

:f  Intramuscular  |l 

l ««■ 

ii  gt 

INTRAMUSCULAR# 

Four  reasons  to  consider  this  convenient  new  dosage  form  for  your  bag,  emergencies  or  hospital  use: 

jf  the  bacterial  spectrum  includes:  streptococci,  pneumococci,  gonococci  and  staph- 
ylococci; particularly  effective  against  some  strains  of  staphylococci  resistant  to 
other  antibacterial  agents. 


2 

3 

4 


most  strains  of  staphylococci  do  not  demonstrate  cross-resistance  between  olean- 
domycin and  erythromycin. 

allergic  reactions  or  other  systemic  side  effects  have  been  encountered  only  rarely 
with  parenteral  use  of  oleandomycin. 

easily  reconstituted— freely  water  soluble. 


TAO  Rx  Information 

Indications:  The  bacterial  spectrum  includes:  streptococci,  staphylococci,  pneumococci  and  gono- 
cocci. Recommended  for  acute,  severe  infections  where  adequate  sensitivity  testing  has  demon- 
strated susceptibility  to  this  antibiotic  and  resistance  to  less  toxic  agents.  Not  recommended  for 
prophylaxis  or  in  the  treatment  of  infectious  processes  which  may  require  more  than  ten  days  con- 
tinuous therapy.  In  view  of  the  possible  hepatotoxicity  of  this  drug  when  therapy  beyond  ten  days 
proves  necessary,  other  less  toxic  agents,  of  course,  should  be  used.  If  clinical  judgment  dictates 
continuation  of  therapy  for  longer  periods,  serial  monitoring  of  liver  profile  is  recommended,  and  the 
drug  should  be  discontinued  at  the  first  evidence  of  any  form  of  liver  abnormality. 

Contraindications  and  Precautions:  TAO  (triacetyloleandomycin)  is  contraindicated  in  pre-existing 
liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hypersensitivity  to  the  drug.  Although 
reactions  of  an  allergic  nature  are  infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type 
have  occurred  on  rare  occasions. 


OLEANDOMYCIN  INTRAMUSCULAR  Rx  Information 

Indications:  The  bacterial  spectrum  includes:  streptococci,  staphylococci,  pneumococci  and  gonococci. 

Precautions:  Significant  adverse  reactions  or  idiosyncrasy  require  discontinuation  of  medication. 
Aside  from  occasional  instances  of  mild  pain  at  the  site  of  injection,  adverse  reaction  to  an  intra- 
muscular injection  has  been  rare.  Allergic  reactions  to  oleandomycin  rarely  have  been  observed  but 
constant  observation  for  such  effects  should  be  maintained.  When  used  for  local  infiltration,  allergic 
manifestations  and  sensitizing  reaction  to  Xylocaine  (lidocaine  hydrochloride)  have  not  been 
reported.  *Xylocaine  is  the  Registered  Trademark  of  Astra-Pharmaceutical  Products,  Inc.  for  its 
brand  of  lidocaine. 

References:  1.  Isenberg,  Henry  D.,  Ph.D.:  Scientific  exhibit  presented  at  the  92nd  Annual  Meeting  of  The  Ameri- 
can Public  Health  Association,  New  York  City,  N Y.  Oct.  5-8,  1964.  2.  Isenberg,  Henry  D.:  Health  Laboratory  Sci- 
ence 1:185-256.  (Jul.-Aug.)  1964.  3.  Werthamer,  S.  et  al:  Antibiotic  Med.  and  Clin.  Ther.:  7:560  (Sept.)  1960. 
4.  Breese,  B.  B.  et  al:  Am.  J.  Dis.  Children  101:423  (Apr.)  1961.  5.  McClellan,  M.:  Antibiotic  Med.  and  Clin.  Ther. 
7:221  (Apr.)  1960.  6.  Shubin,  H.  et  al:  Antibiotic  Med.  and  Clin.  Ther.  6:156  (Mar.)  1959.  7.  Wennersten,  J.  R.: 
Antibiotic  Med.  and  Clin.  Ther.  5:527  (Aug.)  1958.  8.  Breese,  B.  B.  et  al:  Am.  J.  Dis.  Children  107:232  (Mar.)  1964. 


ffT  A 

J.  B Roerig  and  Company 
New  York  17,  N.Y. 

M / ■ if  Division,  Chas.  Pfizer  & Co.,  Inc. 

4 JBL  Science  for  the  World’s  Well-Being® 

Rx  New,  improved 

VITERRA-1  THERAPEUTIC 

Tablets  for 

high-potency  nutritional 
build-up  following  infection. 

(triacetyloleandomycin) 

SI 

Responds  Promptly  to 

PROTAMIDE 

—colloidal  solution  of  denatured 
proteolytic  enzyme— 

Relief  of  pain  is  prompt  in  non-traumatic  neuritis,  including 
herpes  zoster,  when  Protamide  is  administered  early  in  the 
course  of  the  disease.1-4  Equally  important,  complete 
recovery  usually  follows  in  three  to  five  days— even  in 
ophthalmic  herpes  zoster.5-6 


Dosage:  1 ampul  I.  M.  daily  for  2 to  5 days; 
longer  if  pain  persists. 

Caution:  Avoid  I.  V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each, 
for  intramuscular  injection. 


DETROIT  11,  MICHIGAN 


References:  1.  Baker,  A.  G.:  Penn.  Med.  J.  63: 697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med.  (Aug.  20)  1952,  pp.  16-19. 

3.  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw. 
Med.  (Nov.)  1955.  5.  Sforzolini,  G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959.  6.  Gile,  J.  H.:  W.  Virginia  Med.  J. 
59:120-122  (May)  1963. 
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TEAMED  FOR  MORE  EFFECTIVE 
PERFORMANCE.  Therapeutic 
teamwork  is  of  recognized  impor- 
tance in  managing  G.l.  disorders 
because  of  interrelated  physical 
and  psychic  factors.  In  ENARAX, 
therefore,  the  anticholinergic 
benefits  of  oxyphencyclimine  HCI 
are  augmented  by  the  tranquilizer 
Atarax®  (hydroxyzine  HCI)  for  con- 
certed action  against  pain,  spasm 
and  anxiety. 


TIMED  FOR  MORE  PREDICT- 
ABLE PERFORMANCE.  While  ar- 
tificial timing  devices  prolong 
action,  the  duration  is  often  vari- 
able. With  oxyphencyclimine  HCI, 
therapeutic  benefits  are  more  pre- 
dictable because  its  long-lasting 
action  is  chemically  “built  in.” 
Since  toxicity  and  side  reactions 
are  minimal,  dosage  schedules 
are  easily  adjusted  to  meet  indi- 
vidual requirements. 


TWO  POTENCIES  FOR  MORE  VERSATILE 
PERFORMANCE.  ENARAX  5 is  recom 
mended  when  G.l.  symptoms  are  presenl 
without  x-ray  evidence  of  peptic  ulcer,  foi 
functional  bowel  syndrome,  and  for  manv 
other  G.l.  dysfunctions.  Each  tablet  contain 
oxyphencyclimine  HCI  5 mg.;  hydroxyzim 
HCI  25  mg.  Prescribe  ENARAX  10  when  exlr? 
potency  is  desired  — as  in  radiologically  con 
firmed  cases  of  uTcer  or  in  hospitalizec 
patients.  Each  tablet  contains  oxyphencycli- 
mine HCI  10  mg.;  hydroxyzine  HCI  25  mg 
Rx  only. 


against  anemia 
(amenable  to  oral  therapy) 
due  to  iron  deficiency 
or  loss  of  blood 


Heptuna  Plus  <§;■ 


provides  the  Important  hematopoietic 
factors:  ferrous  sulfate  and  liver,  with 
ascorbic  acid  for  enhanced  iron  absorp- 
tion, and  helps  convert  coexistent  vita- 
min and  mineral  deficiencies.  Its  formula 
has  been  improved  6 times  in  12  years  to 
reflect  findings  of  proven  nutritional  im- 
portance in  oral  therapy  of  hypochromic 
microcytic  anemias. 


Current  formula 

Ferrous  sulfate  340  mg. 

Iron  (from  ferrous  sulfate)  100  mg. 

Desiccated  liver,  N.F.  (undefatted)  ..  50  mg. 

Vitamin  C (from  sodium 
ascorbate)  150  mg. 

Vitamin  Bu  (as  Stablets®)  with 
intrinsic  factor  concentrate 
(noninhibitory) 'h  N.F.  oral  unit* 

Bi  (thiamine  mononitrate,  U.S.P.)  ...  3 mg. 

Bj  (riboflavin,  U.S.P.)  2 mg. 

Bs  (pyridoxine  hydrochloride, 

U.S.P.)  2 mg. 

Niacinamide,  U.S.P 15  mg. 

Calcium  pantothenate,  U.S.P 1 mg. 

Cobalt  (from  cobalt  sulfate)  0.1  mg. 

Copper  (from  copper  sulfate)  1 mg. 

Molybdenum  (from  sodium 
molybdate)  0.2  mg. 

Calcium  (from  dicalcium 
phosphate)  37.4  mg. 

Iodine  (from  potassium  iodide) 0.05  mg. 

Manganese  (from  manganese 
sulfate)  0.033  mg. 

Magnesium  (from  magnesium 
sulfate)  2 mg. 

Phosphorus  (from  dicalcium 
phosphate)  '. 29  mg. 

Potassium  (from  potassium 
sulfate)  1.7  mg. 


•Potency  established  prior  to  mixture  with 
other  ingredients.  Stablets,  U.  S.  Pat.  No. 
2,830,933. 

Precautions  and  side  effects:  Because  some 
patients  with  pernicious  anemia  do  not  re- 
spond to  oral  Vitamin  Bn,  they  should  be 
followed  with  periodic  laboratory  studies. 
Anemia  is  a manifestation  of  an  underlying 
disease  and  it  is  necessary  to  make  an  etio- 
logical diagnosis.  In  a small  percentage  of 
patients,  iron  therapy  causes  gastrointestinal 
irritation.  In  these  patients,  administering 
Heptuna  Plus  with  meals  or  reducing  the 
dosage  usually  will  alleviate  the  symptoms. 
Supplied  in  bottles  of  100  capsules.  Rx  only. 


Precautions  and  side  ef- 
fects: As  with  other  anti- 
cholinergic agents,  dryness 
of  the  mouth,  blurring  of 
vision, constipation  and  uri- 
nary hesitancy  frequently 
occur,  but  may  decrease  or 
disappear  as  therapy  con- 
tinues or  is  adjusted.  Use 
with  care  in  patients  with 
prostatic  hypertrophy.  Not 
recommended  for  patients 
with  an  associated  glau- 
coma except  with  ophthal- 
mologic supervision. 


(yphencyclimine  HCI  + 
tarax  (hydroxyzine  HCI) 


J.  B.  Roerig  and  Company 
Division.  Chas.  Pfizer  & Co..  Inc. 
Science  for  the  World's  Well-Beings 
New  York.  N.  Y.  10017 


Effective 

against  pathogens 
encountered 
daily. . . or  rarely 


Consistently  reliable 
against  common  bacterial 
infections,  Terramycin 
(oxytetracycline)  meets  the 
acid  test  of  broad-spectrum 
effectiveness  by  scoring 
high  in  activity  against 
many  recalcitrant  and  less 


frequently  encountered 
organisms  as  well.  Balantidium, 
Leptospira,  Pseudomonas, 

Listeria,  Shigella,  the  vibrios — 
all  are  responsible  for  difficult- 
to-treat  infections  and  many 
strains  are  susceptible  to 
oxytetracycline. 

No  other  broad-spectrum 
antibiotic  has  been  employed 
in  such  a wide  variety 
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0 

Streptococci 

of  infections — common  or 
difficult — caused  by  gram- 
positive  or  gram  - negative 
bacteria,  spirochetes, 
rickettsiae,  protozoa  and  large 
viruses,  as  well  as  bacteroides 
and  Enterobius  vertnicularis. 


Ahead  of  its  time  for  14  years, 
Terramycin  (oxy tetracycline) 
remains  a broadly  useful 
antibiotic  with  a world  of  ex- 
perience to  support  its 
record  of  effectiveness,  safety 
and  practicality. 


Balantidium  ioli 


Side  effects:  Glossitis  and  allergic 
reactions  have  been  reported  as  rare  side 
effects.  Use  of  oxytetracycline  during 
the  last  trimester  of  pregnancy,  neonatal 
period  and  early  childhood  may 
cause  discoloration  of  developing  teeth. 

Reduce  usual  oral  dosage  and  consider 
serum  level  determinations  in  patients 
with  impaired  renal  function,  to 
prevent  possible  liver  toxicity  due  to 
excessive  accumulation  of  antibiotic  in 
the  serum. 

Precautions:  Overgrowth  of  nonsusceptible 
organisms  may  occur.  In  such  cases, 
discontinue  medication  and  institute 
appropriate  specific  therapy  as  indicated 
by  susceptibility  testing.  Aluminum 
hydroxide  gel  given  with  antibiotics  has 
been  shown  to  decrease  their  absorption 
and  is  contraindicated. 

Formulas.-  Terramycin  Capsules: 
oxytetracycline  HC1,  250  mg.  and  125  mg. 
Terramycin  Syrup:  calcium  oxytetra- 
cycline, 125  mg.  per  5 cc.  Terramycin 
Pediatric  Drops:  calcium  oxytetracycline, 
100  mg.  per  cc. 

More  detailed  professional  information 
available  on  request. 

Science  for  the  world's  well-being® 

Since  1849 

PFIZER  LABORATORIES 
Division,  Chas.  Pfizer  & Co.,  Inc. 

New  York,  New  York  10017 


Terramycin 

oxytetracycline 

unique  properties  make  the  difference  in  difficult  or  routine  cases 
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<Wow  much  would  it  be 
with  no  manufacturer's  profit? 


$ 2.09 ? $.93?  $3.18? 

Somewhat  amazingly,  $3.18  is  correct.  Even  if  you  eliminated  pharma- 
ceutical manufacturer’s  net  profit,  your  patient  would  pay  only  about 
17  cents  less  for  the  average  prescription— hardly  a deciding  factor  in 
having  it  filled.  Of  course,  this  assumes  that  pharmaceuticals  could  con- 
tinue to  be  available  without  profit  (where  do  new  miracle  drugs  come 
from,  if  not  profit?). 

American  pharmaceuticals  today  may  well  be  America’s  biggest  bargain. 

Pharmaceutical  Manufacturers  Association/ 1 ] 55  Fifteenth  Street,  N.W,  Washington,  D.  C.  20005 

This  message  is  brought  to  you  as  a courtesy  of  this  publication  on  behalf  of  the  producers  of  prescription  drugs. 

* Average  prescription  price,  1963.  National  Prescription  Audit,  R.A.  Gosselin,  Dedham.  Mass. 


following 

infection 


STRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  the  body 
mobilize  defenses  during  convalescence. ..aid  response  to  primary  therapy. 
The  patient  with  a severe  infection,  and  many  others  undergoing  physio- 
logic stress,  may  benefit  from  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B \ (as  Thiamine  Mononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B&  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B 1 2 Crystalline 

4 mcgm . 

Calcium  Pantothenate 

20  mg. 

Recommended  intake  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin 

deficien- 

cies.  Supplied  in  decorative  “reminder 

jars  of  30  (one  month’s  supply) 
(three  months’  supply) 

and  100 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y. 

; 8 693-4 


I 


PERCODAN 


in  moderate  to 
moderately  severe  pain .. . 


Each  scored  yellow  PERCODAN*  Tablet  contains  4.50  mg. 
oxycodone  hydrochloride  (Warning:  May  be  habit-form- 
ing), 0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit-forming),  0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

Throughout  the  wide  middle  range  of  pain  PERCODAN 
assures  speed,  duration,  and  depth  of  analgesia  by  the 
oral  route  plus  the  reliability  that  counts  so  much. 
PERCODAN  acts  within  5 to  15  minutes. ..usually  provides 
uninterrupted  relief  for  6 hours  or  longer  with  just  ]_ 
tablet... rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours.  Precautions, 
Side  Effects  and  Contraindications— The  habit-forming 
potentialities  of  PERCODAN  are  somewhat  less  than  those 


of  morphine  and  somewhat  greaterthan  those  of  codeine. 
The  usual  precautions  should  be  observed  as  with  other 
opiate  analgesics.  Although  generally  well  tolerated, 
PERCODAN  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  PERCODAN  should  be  used  with  caution 
in  patients  with  known  idiosyncrasies  to  aspirin  or 
phenacetin,  and  in  those  with  blood  dyscrasias.  Also 
Available:  PERCODAN®-DEMI,  each  scored  pink  tablet 
containing  2.25  mg.  oxycodone  hydrochloride  (Warning: 
May  be  habit-forming),  0.19  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.19  mg.  homatropine 
terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  *U.  S.  Pats.  2,628.185  and  2,907,768 
Literature  on  request. 

ENDO  LABORATORIES  INC., Garden  City,  New  York 


£ndo 


A completely 

new  concept  in  nutrition : 

(ablation. 

instant  breakfast 


'V: 


the  balanced  meal  prepared 
at  home  with  fresh  whole  milk 


Mixes  instantly  in  fresh  milk  to  make  a balanced 
meal.  A single  8-oz.  glassful  supplies  as  much  pro- 
tein as  two  fresh  eggs,  as  much  mineral  nourish- 
ment as  two  strips  of  crisp  bacon. 

Specifically,  25%  of  the  average  recommended 
daily  allowance  of  protein*  and  of  calcium,  phos- 
phorus, iron,  vitamin  A,  thiamine,  riboflavin,  niacin, 


and  vitamin  C.  More  than  doubles  the  protein  of 
the  fresh  milk  alone. 

And,  it  is  far  more  palatable  than  canned  liquid 
meals-because  it  is  mixed  with  fresh  milk. 

Now  readily  available  and  economically  priced 
at  grocery  stores,  6 individual  servings  to  the 
box,  from  a world  leader  in  nutrition. ..Carnation. 


*The  average  Recommended  Adult  Daily  Dietary  Allowance  of  Protein  (70  grams)  as  established  by  the  National  Research  Council. 


Consider  the  benefits  for  patients  with  special 
nutritional  needs... 

The  geriatric  and  sedentary-palatability  and  convenience. 
Dieting,  dental,  and  post-tonsillectomy  patients- liquid  form. 
Convalescents-provides  added  nutrition  conveniently. 
Teen-agers-helps  meet  added  protein  requirements  palatably. 
Acne  patients-provides  margin  of  concentrated  nutrients 
without  added  fat.  Less  than  1%  fat  in  plain  and  coffee 
flavor  packets,  only  2.6%  fat  in  chocolate  flavor  packet. 
Rapidly-growing  children— adds  highly  palatable  protein. 

The  underweight-mealtime  “nutrition  insurance”  and/or 
a nourishing  fourth  meal  at  bedtime,  when  mixed  in  hot  milk. 


(arnation 

instant  breakfast 


makes  milk  a meal 
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Athletes,  research,  and  orange  juice 

To  the  Florida  Citrus  Commission,  responsibility  for  Florida  citrus  products  means  many  things:  It  means  setting  unexcelled 
standards  for  citrus  fruits  grown  in  Florida  ...  it  means  finding  ways  to  improve  citrus  products  ...  it  means  discovering 
ways  to  contribute  to  the  nutritional  health  of  the  nation. 

It  also  means  supporting  medical  research  to  discover  how  citrus  fruits  affect  man  in  health  and  disease.  One  such 
study  measured  how  vitamin  C affects  oxygen  utilization  — the  factor  that  is  believed  to  explain  the  greater  efficiency  of 
athletes  given  orange  juice. 

For  your  patients,  non-athletes  as  well  as  athletes,  there  is  no  better  source  of  vitamin  C than  the  naturally  good  citrus 
grown  in  Florida.  The  Vitamin  C in  orange  juice  is  chemically  bound  with  vitamin  A,  enzymes,  minerals,  proteins,  carbohy- 
drates, and  flavonoids  to  create  a natural  food  that  the  body  is  used  to  assimilating. 

Whether  fresh,  frozen,  canned,  or  cartoned,  the  citrus  from  Florida  must  conform  to  exact 
standards  laid  down  by  the  Florida  Citrus  Commission.  And  this  unique  group  watches  over 
the  growing  and  processing  of  citrus  fruits  with  the  same  interest  that  research  scientists  give 
to  understanding  the  role  of  citrus  in  nutrition.  For  frozen  and  canned  citrus,  they  see  that  the 
fruit  is  processed  to  retain  98%  of  the  vitamin  C content. 

When  you  specify  Florida  citrus  to  your  patients,  you  can  be  certain  they’ll  get 
the  full  benefit  of  the  sun-ripened  natural  product,  protected  by  research  of  the 


Florida  Citrus  Commission.  There’s  no  need  to  sinqle  out  athletes  for  good  advice 

. . n 

on  orange  juice! 


©Florida  Citrus  Commission,  Lakeland,  Florida 


THE  REAL  THING 


O.J: 

FROM  FLORIDA 


TUBERCULIN, TINETEST 

(Rosenthal)  Lederle 

ideally  suited  for  routineTB  screening 

accurate— comparable  to  the  older  standard  intradermal  tests 
practical— can  be  administered  by  nurses  or  other  personnel 
convenient— no  refrigeration  or  other  storage  precautions 
economical— stable  for  2 years,  self-contained  disposable  unit 


Side  effects  are  possible  but  very  rare:  vesiculation,  ulceration  or  necrosis  at  test  site. 
Contraindications,  none;  but  use  with  caution  in  active  tuberculosis.  Available  as  the  new 
individually-capped  unit,  boxes  of  5,  or  in  cartons  of  25. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York  (l 

9635-5 
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LOMOTIL 

Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


• lowers  motility  promptly 

• relieves  spasm  promptly 


•stops  diarrh 

Lomotil  fulfills  the  first  order  of  treat- 
ment in  most  patients  with  diarrhea  — 
prompt  symptomatic  control. 

Pending  discovery  of  the  cause,  early 
cessation  of  diarrhea  is  almost  always 
urgently  indicated.  Prompt  sympto- 
matic control  averts  distress,  dehydra-  * 
tion  and,  frequently,  severe  exhaustion. 

Both  experimental  and  clinical  evi- 
dence indicates  that  Lomotil  exerts  such 
control  efficiently,  safely  and  with  maxi- 
mal promptness. 

dosage: 

The  recommended  initial  adult  dosage 
is  two  tablets  (2.5  mg.  each)  three  or 
four  times  daily,  reduced  to  meet  the  re- 
quirements of  each  patient  as  soon  as 
the  diarrhea  is  controlled.  Maintenance 
dosage  may  be  as  low  as  two  tablets 
daily.  Children’s  daily  dosage  (in  di- 
vided doses)  varies  from  3 mg.  for  a child 
of  3 to  6 months, to  10  mg.  for  one  8 to  12 
years  of  age. 


;a  promptly 

cautions  and 
side  effects: 

Lomotil  is  an  exempt  narcotic;  its  abuse 
liability  is  low  and  comparable  to  that  of 
codeine.  Recommended  dosages  should 
not  be  exceeded.  Side  effects  are  rela- 
tively uncommon  but  among  those 
reported  are  gastrointestinal  irritation, 
sedation,  dizziness,  cutaneous  manifes- 
tations, restlessness  and  insomnia. 
Lomotil  should  be  used  with  caution  in 
patients  with  impaired  liver  function 
and  in  patients  taking  addicting  drugs 
or  barbiturates. 

Lomotil  is  a brand  of  diphenoxylate 
hydrochloride  with  atropine  sulfate;  the 
subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate 
overdosage. 

SEARLE 

Research  in  the  Service  of  Medicine  , 
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EDITORIAL 


The  Arthritis  Foundation 


The  recent  announcement  of  the  establishment 
of  a new  voluntary  health  agency.  The  Arthritis 
Foundation,  is  one  to  be  greeted  with  more  than 
run-of-the-mill  applause  by  both  the  medical  profes- 
sion and  the  citizenry  in  general.  It  is  the  sole  vol- 
untary group  in  the  field  of  arthritis  and  thus  de- 
serves the  dedicated  support  of  all,  both  lay  and 
professional,  who  are  involved  in  efforts  of  any  kind 
to  alleviate  the  enormous  human  suffering  and  eco- 
nomic loss  wrought  by  this,  the  great  crippler. 

In  a very  real  sense,  the  new  foundation  repre- 
sents an  amalgam  of  the  best  features  of  the  two 
agencies  working  in  the  field  until  last  autumn. 
The  Arthritis  and  Rheumatism  Foundation,  founded 
in  1948,  has  emphasized,  primarily  but  not  exclus- 
ively, a vigorous  research  program  and  has  sup- 
ported many  young  investigators-in-training.  In  1958, 
on  the  heels  of  the  conquest  of  poliomyelitis.  The 
National  Foundation  re-defined  its  goals  to  include 
arthritis  and  .congenital  defects  and  entered  the 
field  of  arthritis  oriented,  primarily  but  not  ex- 
clusively, toward  the  unfilled  needs  of  patients 
with  arthritis,  particularly  children.  While  both  org- 
anizations were  thus  conducting  an  effective  pro- 
gram and  jointly  expending  in  excess  of  two  and  a 
half  million  dollars  annually  in  the  field,  there  was 
much  confusion  and  dissatisfaction  among  the  pro- 
fession and  the  laity  as  to  the  need  for  two  separate 
efforts.  This  was  true  despite  the  fact  that  both 
organizations  together  were  hardly  scratching  the 
surface  of  the  problem. 

The  profession  can  take  pride  in  the  existence 
of  the  new  foundation  and  in  the  vigorous  and  con- 
structive role  played  by  the  group  of  physicians 
most  heavily  involved,  the  American  Rheumatism 
Association.  Engelman’s  presidential  address  to  that 
body  in  June  1963  called  for  a change  saying, 
“Consolidation  of  philanthropic  activities  in  arthritis 
will  increase  total  effectiveness  and  do  away  with 
unnecessary  duplication.  It  will  focus  the  public’s 
attention  on  the  urgency  of  our  great  problem  and 
will  serve  as  a motivating  and  accelerating  force 
towards  its  solution.  Consolidation  will  best  serve  the 
interest  of  the  patient,  the  public  and  the  doctor.”1 

By  effectively  directing  attention  and  concern 
to  congenital  defects,  the  National  Foundation  has 
uncovered  a problem  of  such  magnitude  as  to  re- 
quire its  total  effort  which  will  now  be  directed 
solely  to  this  field.  The  Arthritis  and  Rheumatism 
Foundation  has  been  reorganized  as  The  Arthritis 
Foundation.  Its  new  president  is  William  S.  Clark, 


a distinguished  physician  and  dynamic  leader  who 
was  formerly  the  Medical  Director  of  The  National 
Foundation.  Dr.  Clark,  currently  the  editor  of 
Arthritis  and  Rheumatism,  has  brought  a sense  of 
urgency  to  the  new  organization  in  the  belief  that 
the  12,000,000  Americans  afflicted  with  arthritis 
represent  a national  emergency.  He  has  called  for  a 
doubling  of  the  number  of  local  chapters  now  in 
existence  and  a goal  of  $10,000,000  for  the  year 
1965. 2 

In  the  Pacific  Northwest,  the  Arthritis  Founda- 
tion starts  from  a strong  base  with  active  chapters 
in  Tacoma,  Seattle,  Spokane,  Portland,  and  Boise. 
The  Oregon  Chapter  has  been  particularly  effective 
in  providing  diagnostic  services  to  the  physicians  of 
Oregon  and  physical  therapy  to  patients  in  and 
around  Portland.  Another  feature  of  strength  is  the 
continued  well  being  of  the  Northwest  Rheumatism 
Society,  an  affiliate  of  the  American  Rheumatism 
Association  and  a professional  organization  which 
will  have  a voice  in  the  direction  of  The  Arthritis 
Foundation  here.  In  addition,  we  have  the  stimu- 
lating achievements  of  the  British  Columbia  Branch 
of  the  Canadian  Arthritis  and  Rheumatism  Society 
(CARS)  to  follow;  the  CARS  rehabilitation  unit  in 
Vancouver  is  a model  of  its  kind  and  deserving  of 
emulation.  Such  service  plans  are  not  always  easy 
to  work  out  in  any  given  community  but  that  there 
is  great  need  for  them  can  hardly  be  doubted. 

Dr.  Clark  has  also  emphasized  the  need  for 
research  efforts  supported  by  voluntary  agencies. 
Rheumatoid  arthritis,  the  prototype  disease  of  the 
group  called  “arthritis,”  can  and  must  be  under- 
stood. An  unknown  disease  mechanism,  perhaps  in- 
volving autoimmunity  or  infection  or  both,  beckons 
the  investigator  onward.2  A proper  share  of  the 
dollars,  which  could  readily  be  spent  for  “care  to- 
day,” must  be  assigned  to  the  support  of  these 
investigators  and  their  work  for  a “cure  tomorrow.” 

Thus  vigorous,  able  leadership  is  organizing  a 
united,  well-balanced,  voluntary,  nationwide  pro- 
gram against  the  rheumatic  diseases.  Hard  work 
and  dedicated  concern  will  turn  hopes  and  dreams 
to  facts.  ■ 

John  L.  Decker,  M.D. 
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because  food  is  a factor 

in  oral  penicillin  therapy . . . 


This  is  the  breakfast  used  in  the  Griffith  and  Black  study  reported  here. 


consider  V-CILLIN  K' 

POTASSIUM  PHENOXYM ETHYL  PENICILLIN 


Acid-stable  V-Cillin  K is  much  less  affected  by  gastric  acids  than  is  oral  penicillin  G. 
In  fact,  comparative  data  show  that  V-Cillin  K given  with  meals  produces  blood 
levels  twice  as  high  with  just  half  the  dose.  Such  pharmacologic  characteristics 
provide  your  patients  consistently  dependable  therapy.  In  addition,  significant  econ- 
omy is  achieved,  since  three  to  four  times  as  much  oral  penicillin  G is  required  to 
assure  equivalent  antibacterial  activity.1 
i.  Griffith,  R.  S.,  and  Black,  H.  R.:  Current  Ther.  Res.,  6: 253,  1964. 


Indications:  V-Cillin  K is  an  antibiotic  useful  in 
the  treatment  of  streptococcus,  pneumococcus, 
and  gonococcus  infections  and  infections  caused 
by  sensitive  strains  of  staphylococci. 

Precautions:  Although  sensitivity  reactions  are 
much  less  common  after  oral  than  after  parenteral 
administration,  V-Cillin  K should  not  be  admin- 
istered to  patients  with  a history  of  allergy  to 


penicillin.  As  with  any  antibiotic,  observation  for 
overgrowth  of  nonsusceptible  organisms  during 
treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units) 
three  times  a day  to  250  mg.  every  four  hours. 
Supplied:  Tablets  V-Cillin  K,  125  or  250  mg., 
and  V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  tea- 
spoonful, in  40,  80,  and  i50-cc.-size  packages. 


Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 

500118 
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Taped  Proceedings 

The  articles  on  obstetrics  and  gynecology  carried  in  this  issue  represent 
experimental  publication  of  material  prepared  entirely  from  taped  proceedings 
of  a postgraduate  course  presented  at  the  University  of  Washington  School  of 
Medicine,  December  5-6,  1963.  Participants  in  the  program  were  not  asked  to 
prepare  manuscripts  in  advance  and  were  not  advised  that  tape  recordings  were 
being  made.  They  were  encouraged  to  speak  informally  with  the  hope  that 
initial  impact  would  be  greater  and  that  the  final  manuscripts  would  preserve 
some  of  the  atmosphere  of  an  interesting  meeting.  When  advised,  after  the 
meeting,  that  their  presentations  had  been  recorded,  all  participants  expressed 
some  surprise  but  agreed  to  the  proposed  plan  to  prepare  the  material  for 
publication.  There  were  many  delays.  Transcribing  and  rewriting,  prior  to 
submission  to  the  authors,  were  time  consuming  and  exacting  tasks.  Extensive 
use  of  slides  at  the  meeting  produced  a record  differing  considerably  from 
that  made  when  manuscripts  are  read  before  an  audience.  Corrections  and 
additions  to  only  part  of  this  could  be  made  by  examining  photographs  of  the 
screen,  taken  during  the  lectures.  The  final  result  is  not  exactly  what  had 
been  anticipated  and  certainly  is  not  what  would  have  been  produced  by  the 
same  authors  had  they  submitted  formal  manuscripts  on  the  same  subjects. 
We  believe,  however,  that  these  articles  contain  valuable  postgraduate  educa- 
tional material  and  we  hope  they  retain  some  of  the  interest  and  vitality  so 
evident  when  the  discussions  were  presented.  Comments  on  this  method  of 
obtaining  material  will  be  welcome.  Ed. 


Postmaturity 

HARRY  PRYSTOWSKY.M.D.  Gainesville,  Florida 

Postmaturity,  defined  as  a pregnancy  continuing  for  forty-two  weeks  or 
more,  has  been  indicted  as  contributing  to  perinatal  mortality.  It  has  been 
postulated  that  hypoxia  might  be  the  harmful  factor.  Studies  of  fetal  hemoglobin 
and  oxygen  capacity  and  oxygen  affinity  of  fetal  blood  show  no  change  attrib- 
utable to  prolonged  gestation.  Elaborate  investigation  of  oxygen  partial  pressures 
in  fetal  and  maternal  bloods  did  not  detect  any  influence  by  postmaturity. 
Other  studies  included  determinations  of  carbon  dioxide  pressure,  total  osmotic 
pressure,  concentrations  of  plasma  sodium  and  potassium,  pH,  glucose,  lactate 
and  pyruvate.  In  one  large,  clinical  practice,  carefully  kept  case  records  show 
no  increase  in  perinatal  mortality  due  to  postmaturity. 


Postmaturity  is  not  a new  subject;  it  has  been 
a controversial  topic  for  many,  many  years.  The 
literature  reflects  existence  of  two  camps  of 
thought.  There  are  those  who  believe  this  entity 
to  be  a serious  one,  capable  of  contributing 
to  increase  in  perinatal  mortality.  They  are  pri- 


marily those  who  practice  in  the  British  Isles. 
The  other  group,  mostly  those  practicing  in  this 
country,  either  do  not  recognize  the  entity  per 
se,  or  feel  that  prolongation  of  gestation  by  two 
weeks  or  more  does  not  increase  perinatal  mor- 
tality. 


Prepared  from  tape  recording  made  during  discussion 
as  part  of  a Postgraduate  Course  in  Obstetrics  and  Gyne- 
cology at  the  University  of  Washington  School  of  Medicine, 
December  5-6.  1963  and  edited  by  the  author. 


Dr.  Prystowsky  is  Professor  and  Head  of  Obstetrics  and 
Gynecology,  University  of  Florida  College  of  Medicine, 
Gainesville,  Florida. 
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These  differences  of  opinion  have  existed  for 
years  but  the  debate  lay  dormant  until  a series 
of  biochemical  studies  emanated  from  labora- 
tories of  several  investigators.  These  data 
pointed  to  the  concept  that  postmaturity,  de- 
fined as  a pregnancy  that  continued  for  42 
weeks  or  more,  was  regularly  associated  with 
hypoxia.  Such  a circumstance  was,  accordingly, 
assumed  to  be  an  indication  for  prompt  inter- 
ruption of  pregnancy. 

My  colleagues  and  I have  been  interested  in 
this  entity  for  several  years  and  for  several 
reasons.  As  clinicians,  we  are  faced  with  such 
patients  and  we  are  dedicated,  as  you  are,  to 
reducing  our  perinatal  mortality.  As  investiga- 
tors, we  are  concerned  over  problems  of  hypoxia 
and  of  placental  aging.  Therefore,  we  have 
been  prompted  to  look  into  the  problem  of  the 
postmature  pregnant  female.  We  felt  that,  if 
there  be  evidence  of  hypoxia,  we  would  be  in 
position  to  study  it  from  several  aspects  and 
possibly  gain  insight  into  mechanisms  capable 
of  killing  the  human  infant.  Such  information 
might  enable  us  to  attack  the  syndrome  intel- 
ligently. 

I should  like,  therefore,  to  present  some  of  the 
experimental  observations  made  in  the  labora- 
tory by  my  colleagues  and  myself;  first,  those 
concerning  certain  biochemical  characteristics  of 
human  fetal  blood;  second,  certain  aspects  of 
exchange  of  oxygen  across  the  human  placenta; 
and  third,  certain  aspects  of  metabolism  in  the 
newborn  of  postmature  gestation. 

oxygen  combining  power  of  fetal  blood 

It  is  generally  accepted  that  the  developing 
fetus  is  exposed  to  reduced  oxygen  pressure 
during  its  stay  in  the  uterus.  It  accommodates 
by  several  mechanisms,  some  well  known  and 
others  less  well  understood.  One  of  the  ways 
a fetus  adapts  is  by  increasing  the  oxygen  com- 
bining power  of  its  blood.  Everyone  who  has 
done  research  on  this  problem  agrees  that  hemo- 
globin content— the  oxygen  capacity— increases 
during  pregnancy.  It  is  also  well  established  that 
oxygen  capacity  of  fetal  blood  is  much  higher 
than  that  of  the  mother.  It  is  also  higher  than 
the  level  observed  in  extra-uterine  existence. 

In  attempt  to  elucidate  this  phenomenon,  many 
have  compared  the  fetus  in  utero  to  an  adult 
living  in  the  rarified  air  of  high  mountainous 
areas.  As  in  any  other  situation,  the  greater  the 
degree  of  hypoxia,  the  higher  the  value  of  hemo- 
globin. This  physiologic  fact  has  been  put  for- 


ward by  many  workers  to  explain  the  high 
oxygen  capacity7  of  fetal  blood  in  prolonged 
pregnancy.  Walker  has  reported  that  the  fetus 
staying  in  the  uterus  two  weeks  beyond  term 
responds  by  increasing  its  oxygen  capacity.  It 
was  this  observation  that  led  to  the  belief  that 
hypoxia  is  associated  with  postmaturity7. 

In  our  laboratory,  we  carried  out  a series  of 
studies  in  which  we  plotted  oxygen  capacity7 
against  duration  of  gestation  in  weeks.  Pro- 
longation of  gestation  did  not  influence  oxygen 
carrying  power  of  the  fetal  blood. 

It  must  be  emphasized  that  this  finding  alone 
does  not  necessarily  exclude  hypoxia  in  the  in- 
fants going  two  weeks  past  term.  We  can  say, 
however,  that  if  it  were  present,  it  did  not  reflect 
itself  in  any  compensator}7  increase  in  hemo- 
globin. It  is  important  to  know  that  the  factor, 
or  factors,  provoking  the  rise  noted  throughout 
the  entire  span  of  pregnancy,  have  not  yet  been 
identified. 

characteristics  of  fetal  hemoglobin 

Fetal  blood  contains  a hemoglobin  qualita- 
tively different  from  yours  and  mine.  Because 
it  is  fetal  hemoglobin,  it  has  been  designated 
hemoglobin  F.  It  has  the  same  molecular  weight 
as  yours  and  mine,  and  the  heme  portions  of  the 
two  molecules  are  thought  to  be  identical.  Adult 
hemoglobin  may  be  labelled  hemoglobin  A to 
facilitate  discussion.  The  differences  apparently 
are  in  the  composition  and  arrangement  of  the 
globins,  and  perhaps  in  the  linkage  between 
globins  and  heme. 

Interest  in  fetal  hemoglobin  has  now  extended 
far  beyond  study  of  physical  characteristics  of 
the  molecule.  The  possibility7  of  its  being  im- 
portant to  oxygen  supply  of  the  fetus  has 
intrigued  physiologists  for  a long  time.  The 
postulate  that  fetal  hemoglobin  might  offer  a 
physiologic  advantage  in  oxygen  transfer  has 
led  to  investigation  of  relationships  between  fetal 
hypoxia  and  the  qualities  and  proportions  of  the 
two  hemoglobins  in  fetal  blood. 

We  studied  the  levels  of  fetal  hemoglobin  in 
163  cases,  from  the  13th  to  the  40th  week  of 
gestation  and  over.  We  found  differences  in  the 
average  values  and  distinct  differences  in  per- 
centage of  fetal  hemoglobin  when  we  compared 
those  in  early  pregnancy  to  those  in  late  preg- 
nancy. On  the  other  hand,  we  were  unable  to 
demonstrate  differences  between  term  and  post- 
maturity7.  This  was  true  whether  we  looked  at 
figures  for  grams  of  total  hemoglobin,  grams 
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of  hemoglobin  F,  or  grams  of  hemoglobin  A. 

Some  investigators,  who  have  demonstrated 
differences  in  percentage  of  hemoglobin  F in 
the  term  and  postmature  groups,  interestingly  ex- 
plain their  data  on  the  basis  of  response  to 
hypoxia.  They  claim  that  the  extra  hemoglobin 
produced  is  entirely  of  the  fetal  variety.  Regard- 
less of  differences  in  percentages  between  dif- 
ferent laboratories,  the  point  to  be  made  here 
is  that  Walker  and  his  colleagues  have  attempted 
to  stress  the  possibility  that  extra  hemoglobin 
offers  physiologic  advantage  in  transport  of 
oxygen  from  mother  to  her  fetus. 

Here,  however,  we  should  recall  the  fact 
that  when  the  fetus  or  newborn  is  forced  to 
synthesize  extra  hemoglobin,  it  is  not  fetal  but 
is  of  the  adult  variety.  A striking  example  is  in 
erythroblastosis  where  erythropoiesis  is  greatly 
increased.  In  these  babies,  the  percentage  of 
fetal  hemoglobin  is  lower  than  normal.  Also, 
babies  born  with  heart  defects  causing  cyanosis 
achieve  their  polycythemic  state  by  synthesis  of 
adult  rather  than  fetal  hemoglobin. 

Interestingly  enough,  it  lias  also  been  stated 
that  fetal  hemoglobin  represents  a biological 
adaptation  to  the  relative  hypoxia  of  intra-uterine 
life  and  is  an  aid,  unquestionably,  in  trans- 
placental passage  of  oxygen.  The  phrase,  relative 
hypoxia,  it  is  to  be  emphasized,  is  nothing  more 
than  an  assumption,  and  requires  careful  exam- 
ination. Moreover,  there  is  no  evidence  today 
to  indicate  physiologic  advantage  of  any  type 
to  an  organism  possessing  fetal  hemoglobin.  Sig- 
nificance of  fetal  hemoglobin  and  the  factors 
controlling  its  formation  are  far  from  being 
completely  explored.  Accordingly,  use  of  its 
measurement  as  an  index  of  hypoxia  is  to  be 
questioned. 

Construction  of  oxygen  dissociation  curves 
for  mother  and  fetus  shows  clearly  that  blood  of 
the  fetus  has  higher  oxygen  affinity  than  that 
of  its  mother.  This  fact  has  been  recognized  for 
a long  time.  It  has  been  postulated  that  under 
condition  of  progressive  hypoxia,  the  fetal  curve 
would  swing  over  and  coincide  with  that  of  the 
mother.  This  would  clearly  be  of  disadvantage 
to  the  fetus.  This  was,  I might  say,  armchair 
reasoning,  and  not  too  difficult  to  check  by 
investigation.  A simple  way  would  be  to  meas- 
ure the  blood  of  term  infants  and  compare  fig- 
ures with  those  from  blood  of  those  going  two 
weeks  past  term. 

In  order  to  check  this,  we  set  up  an  experi- 
ment. We  compared  blood  from  babies  delivered 


at  36  to  40  weeks,  with  that  from  those  going 
two  weeks  past  term.  We  measured  oxygen 
affinity,  under  pi  I control,  and  found  no  differ- 
ences, either  in  the  bloods  at  normal  pi  I or 
those  made  acidotic.  We  must  conclude  that  in 
postmaturity,  fetal  blood  continues  to  show 
greater  affinity  for  oxygen  than  that  of  the 
mother. 

transplacental  oxygen  movement 

Blood  comes  into  the  uterus  via  the  uterine 
arteries  and  leaves  via  the  uterine  veins.  Be- 
tween these  two  systems  there  is  the  pool  of 
maternal  blood,  into  which  the  fetal  villi  dip. 
They  carry  the  fetal  capillaries.  Oxygen  trans- 
fer must  take  place  from  the  maternal  intervillous 
blood  to  the  fetal  capillaries.  This  space,  then, 
must  be  the  target  area  of  our  investigation  if 
we  attempt  to  quantitate  transfer  of  gases.  The 
first  approach  is  to  try  to  express  the  force 
driving  oxygen  across  the  placenta  exactly  as  it 
is  expressed  in  pulmonary  function  studies.  We 
merely  substitute  the  placenta  for  the  lung. 

Patients  could  be  studied  at  the  time  of  vaginal 
delivery  or,  preferably,  at  the  time  of  cesarean 
section,  when  we  make  a transuterine  tap  rather 
than  transabdominal.  We  want  to  known  the 
oxygen  pressure  differences  between  mother 
and  baby.  It  is  called  the  concentration  gradient 
and  it  plays  a part  in  transfer  of  oxygen.  We 
measured  the  gradient  in  term  pregnancies  and 
in  postmature  pregnancies,  but  found  no  sig- 
nificant differences. 

Although  this  particular  study  seriously  ques- 
tions the  concept  that  postmaturity  is  regularly 
associated  with  hypoxia,  it  should  be  emphasized 
that  the  subject  of  adequate  or  inadequate  oxy- 
genation of  the  fetus  is  extremely  complex.  These 
data,  however,  seem  to  us  to  question  the  pos- 
tulate that  when  pregnancy  extends  two  weeks 
beyond  the  estimated  time  of  confinement,  the 
fetus  is  being  subjected  to  a lack  of  oxygen. 

We  were  disturbed  by  these  results,  as  many 
people  have  been,  and  for  various  reasons.  This 
was  an  acute  experiment.  The  mothers  were 
stressed.  Some  had  been  given  anesthetics;  there 
had  been  a little  manipulation.  We  didn’t  really 
know  what  these  results  meant.  In  addition, 
there  was  some  doubt  about  the  intervillous 
blood  sample  being  a representative  sample. 
Moreover,  there  is  a question  as  to  the  mean- 
ing of  a sample  from  the  umbilical  vein.  Does 
it  mean  that  this  is  what  the  fetus  was  in  utero? 
Hardly.  Not  after  delivery  or  at  the  time  of 
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section  when  we  have  cut  through  the  uterus. 
These  questions  led  us  to  devise  another  series 
of  experiments. 

We  put  a Cournand  needle  in  the  right  radial 
artery.  With  it,  we  can  do  repetitive  determina- 
tions of  cardiac  output.  A catheter  was  placed 
in  the  left  radial  artery  and  connected  to  a 
recorder  enabling  us  to  make  a record  of  the 
patient’s  intra-arterial  blood  preessure.  We  used 
also  a catheter  threaded  through  the  antecubital 
vein,  into  the  subclavian.  This  enabled  recording 
of  venous  pressure.  At  the  same  time  we  made 
continuous  electrocardiographic  record,  and  we 
took  samples  of  maternal  arterial  blood  to  deter- 
mine what  was  going  to  the  uterus.  This  set-up 
was  our  control,  with  the  patient  awake. 

After  the  patient  is  anesthetized,  and  the 
abdomen  opened,  with  the  fetus  in  utero,  we 
draw  blood  from  the  uterine  artery  and  from 
a tributary  of  the  uterine  vein.  Our  interest  is 
in  the  metabolism  of  the  uterus,  with  its  con- 
tent, before  we  cut  into  it. 

Upon  deliver}'  of  the  child,  we  obtain  a sam- 
ple of  cord  blood  and  thread  a catheter  into  the 
umbilical  artery.  From  this  we  take  repeated 
samples  for  biochemical  studies,  determine  car- 
diac output,  and  record  intra-arterial  blood  pres- 
sure. On  occasion  we  have  also  catheterized  the 
umbilical  vein  for  simultaneous  recording  of 
venous  and  arterial  pressures.  We  have  done  50 
odd  observations  of  this  type  and  have  yet  to 
hurt  a mother  or  baby.  We  feel  that  this  is  a 
perfectly  safe  procedure  for  use  in  clinical  in- 
vestigation. 

We  have  been  fortunate  enough  to  have 
studied  10  patients  who  have  gone  two  weeks 
past  term.  In  the  patients  delivering  at  term, 
and  those  beyond  term,  we  have  determined 
oxygen,  carbon  dioxide,  total  osmotic  pressure, 
concentrations  of  plasma  sodium  and  potassium, 
pH,  glucose,  lactate,  and  pyruvate.  We  calcu- 
lated Poo  and  Pc:o^  from  these  data. 

To  sum  it  up  briefly,  we  have  been  unable,  by 
this  method,  to  demonstrate  any  difference 
between  term  pregnancy  and  postmaturity. 

postmaturity  as  seen  in  private  practice 

How  does  this  problem  confront  the  man  in 
practice?  For  this  aspect,  which  is  statistical,  I 
sought  the  aid  of  two  men,  in  Baltimore,  who 
have  been  associated  for  years  and  who  have 
kept  punch  card  records  on  all  their  cases.  These 
men,  from  1933  to  1955,  delivered  6,071  babies. 


This  is  an  “ultra-private”  practice.  Their  patients 
come  in  after  missing  the  first  or  second 
period  and  their  records  are  accurate.  Of  their 
patients,  14.6  per  cent  go  two  or  more  weeks 
past  term.  These  men  deliver  about  23  babies 
per  month,  or  276  per  year.  In  any  given  year, 
they  should  see  40  who  have  gone  two  weeks  or 
more  past  term. 

In  a period  of  27  years  in  practice  they  are 
going  to  lose  18  babies  who  go  two  weeks  or 
more  past  term.  That  is  uncorrected;  it  could 
be  from  congenital  anomalies  or  anything  else. 
Or  every  2.7  years,  1.8,  or  every  year,  0.66.  This 
last  figure  is  to  be  compared  to  women  who 
deliver  from  36  to  40  weeks  in  which  per  year 
they  are  going  to  lose  1.1.  Stated  in  other  words, 
there  is  no  difference  between  the  term  and 
postmature  groups.  This  is  the  magnitude  of 
the  problem  of  the  man  in  practice. 

The  data  that  we  have  presented  in  regard 
to  this  problem  point  to  the  concept  that  post- 
maturity, defined  as  a pregnancy  which  lasts 
for  42  weeks  or  more,  is  not  regularly  associated 
with  hypoxia.  Accordingly,  such  a circumstance 
in  our  clinic  is  not  an  indication  for  prompt 
interruption  of  pregnancy.  In  our  own  way  of 
thinking,  this  topic  remains  a controversial  one; 
or,  stated  in  other  words,  what  was  a question 
once  is  a question  still.  ■ 

U.  of  Florida  College  of  Medicine 

abstract  o 

La  post-madurez  se  define  como  un  embarazo 
que  se  continue  por  48  semanas  o mas,  ha  sido 
culpado  de  contribute  a la  mortalidad  infantil. 
Se  ha  postulado  que  la  hipoxia  puede  ser  el 
factor  dahino.  Estudios  de  hemoglobina  asi  como 
de  capacidad  de  oxygenacion  (saturacion)  de  la 
sangre  fetal  no  demuestran  ningun  cambio  que 
le  pueda  atribuir  a la  gestacion  prolongada.  La 
elaborada  investigacion  de  presiones  parciales 
de  oxtgeno  tanto  en  la  sangre  materna  como  en 
la  fetal  no  reflejaron  ninguna  influencia  por  la 
post-madurez.  Otros  estudios  incluyen  determi- 
nacion  del  dioxido  de  carbono,  presion  osmotica 
total  asi  como  concentraciones  de  sodio  y potasio 
en  plasma,  Ph,  glucosa,  lactato  y pyruvirato.  En 
un  largo  estudio  clinico  y cuidadosimente  lleva- 
dos  decordes  no  demuestran  ningun  aumento  en 
la  mortalidad  perinatal  debida  a la  gestacion 
prolongada  ( post-madurez). 
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Management  of  Prolonged  Labor 

HAROLD  L.  GAINEY,  M.D.  Kansas  City,  Missouri 


Management  of  prolonged  labor  has  resolved  itself  into  an  understanding 
of  the  underlying  anatomic  and  physiologic  principles  involved  in  normal  labor 
that,  for  reasons  as  yet  undetermined,  have  become  pathologic.  Discussion  of 
prolonged  labor  eliminates  a discussion  of  cephalopelvic  disproportion  and 
mal-presentation.  These  must  be  eliminated  before  permitting  a patient  to  enter 
into  prolonged  labor.  Reference  to  the  incidence  of  prolonged  labor  from  8 to 
9 per  cent  reported  by  reliable  institutions,  to  now  as  low  as  0.9  per  cent, 
has  emphasized  the  importance  of  patient-physician  relationship  developed  dur- 
ing the  prenatal  period.  Basic  studies  on  myometrial  dysfunction  with  the 
acceptance  and  use  of  oxytocin  stimulation  have  further  added  to  reduction 
of  the  incidence  of  this  entity.  This  reduction  has  been  accompanied  by  a 
marked  reduction  of  maternal  mortality  to  zero  and  a minimal  fetus  loss.  Critical 
analysis  must  precede  decision  on  the  regimen  to  be  followed.  Resumption  of 
effective  labor  usually  occurs  if  oxytocin  is  used  after  rest  and  fluid  deficits  have 
been  corrected.  The  patient  and  family  should  be  given  explanation  and  re- 
assurance. Consultation  should  be  sought  if  progress  is  not  satisfactory. 


This  is  my  third  presentation  relative  to  pro- 
longed labor.  The  first  was  published  in  Sep- 
tember, 1952,  and  the  second  in  1959.  One 
of  the  introductory  statements  in  1952  was:  pro- 
longed labor  remains  one  of  the  most  disturbing 
problems  that  face  the  modern  obstetrician  and 
one  that  requires  the  utmost  in  judgment  and 
skill.  I do  not  believe  I ever  made  a statement 
that  I have  felt  so  profoundly  and  I cannot  be- 
lieve my  experience  was  singular  at  that  time. 
The  associated  fetal  morbidity  and  mortality  was 
high  even  though  the  sulfanomides  and  penicillin 
were  available.  Duncan  Reed,  in  discussing  de- 
sultory labor  in  1962,  stated,  “Today  no  patient 
should  lose  her  life  directly  or  indirectly  as  a 
result  of  prolonged  labor,  although  it  has  been 
said  of  a century  ago  that  one  out  of  six  mothers 
and  one  out  of  every  two  babies  died.  Only  in  the 
past  three  decades  have  maternal  deaths  from 
this  cause  almost  completely  disappeared.” 
There  were  two  philosophies  operating  in  the 
management  of  the  problem.  The  so-called  con- 
servative, carrying  the  patient  to  vaginal  delivery 

Prepared  from  tape  recording  made  during  discussion 
as  part  of  a Postgraduate  Course  in  Obstetrics  and  Gyne- 
cology at  the  University  of  Washington  School  of  Medi- 
cine, December  5-6,  1963  and  edited  by  the  author. 

Dr.  Gainey  is  Clinical  Professor  of  Obstetrics  and  Gyne- 
cology, University  of  Missouri  School  of  Medicine,  Kansas 
City,  Missouri. 


with  almost  total  disregard  of  time;  and  the 
so-called  radical,  employing  the  cesarean  section 
route  after  a limited  number  of  hours,  24,  30, 
or  any  empirically  chosen  figure.  The  first  group, 
of  which  I was  one— painfully  so— obviously  had 
been  effected  by  names  like  Litzenberg,  Polak 
and  Calkins  and,  as  a matter  of  fact,  practically 
all  of  the  clinicians  of  the  1930’s  and  1940’s. 

disappearing  problem 

The  fearful  mortality  rate  of  cesarean  section 
preceding  chemotherapy  was  not  easily  disre- 
garded, especially  if  you  were  a witness  to  it.  In 
an  attempt  to  resolve  this  problem  at  the  Kansas 
City  Muncipal  Hospital,  two  services  were  cre- 
ated. One  was  created  to  manage  patients  con- 
servatively. This  was  done  about  1948,  in  the 
absence  of  the  cephalopelvic  disproportion,  re- 
gardless of  time  to  a conclusion  of  vaginal  de- 
livery. The  other  service,  was  to  deliver  the  pa- 
tient within  30  hours  even  though  cesarean  sec- 
tion were  required.  It  was  at  this  time  that  a very 
interesting  phenomenon  occurred.  The  problem 
spontaneously  resolved  itself  by  diminishing  to  a 
relatively  insignificant  figure  and  the  two  groups 
were  never  able  to  make  a report  on  their  experi- 
ences. In  this  instance  it  could  not  be  explained 
by  the  difference  in  management  of  patients  as 
was  demonstrated  by  Silas  Starr  of  Louisville, 
Kentucky.  Incidence  of  prolonged  labor  of  pa- 
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tients  managed  prenatally  and  in  labor  by  him- 
self and  his  associates  in  private  practice  was  0.9 
per  cent,  that  on  the  service  at  the  General 
Hospital  was  5 per  cent.  He  concluded  that  pro- 
longed labor  may  be  prevented  by  better  care 
of  the  patient,  psychologically  and  emotionally. 

This  could  not  have  been  a factor  in  our 
Municipal  Hospital  service  for  the  policy  of  our 
patient  and  labor  care  was  not  noticeably  altered. 
A review  at  that  time  on  the  all-Negro  clinical 
service  excluded  the  effect  of  oxytocics.  We 
could  not  determine  why  this  entity  had  dimin- 
ished to  a relatively  insignificant  figure.  The 
only  conclusion  drawn  was  that  there  was  an 
overall  improvement  in  nutrition  in  the  indigent 
service.  Many  of  these  patients  (about  50  per 
cent)  were  only  recorded  in  labor  and  had  not 
had  any  opportunity  to  benefit  from  prenatal 
care.  These  observations  have  been  general. 

management 

Evans,  reviewing  the  University  of  Michigan 
experience  of  1935  to  1952,  recorded  the  dimin- 
ution of  incidence  of  prolonged  labor  from  8 to  9 
per  cent  in  the  early  years,  to  3 per  cent  in  the 
last  three  years  of  the  study,  and  assigned  the 
reduction  to  “management  of  the  patient.”  The 
management,  as  defined,  was  not  related  to  oxy- 
tocics or  operative  obstetrics  but  to  patient- 
physician  relationship. 

Reporting  from  our  own  private  service,  there 
was  an  incidence  of  3.63  per  cent  prior  to  1952* 
and  1.42  per  cent  incidence  recorded  in  1958. 
It  has  been  1.2  per  cent  for  the  last  five  years. 
The  generally  noted  decline  in  incidence  has 
been  reported  to  have  reached  as  low  as  0.5  per 
cent  in  some  centers  with  larger  and  more 
statistically  significant  series  to  report.  It  seems 
possible  that  oxytocin,  now  widely  used  in  the 
management  of  the  uterine  inertia  or  dyskinetic 
labors  has  been  largely  responsible  for  the  de- 
creased number  of  extended  labors,  although  our 
review  at  the  City  Hospital  did  not  indicate  this. 

Other  factors  which  also  may  have  contributed 
are  broader  patient  education,  which  results  in 
lessening  of  fear  and  its  deleterious  effects  upon 
labor;  analgesic  technics;  the  use  of  ataractic 
medications  in  their  role  as  analgesic  potenti- 
ators and  psychic  sedatives;  earlier  recognition 
of  pathologic  labor  and  the  earlier  institution  of 
various  combative  measures  such  as  sufficient 
rest;  and  oxytocic  stimulation  or  cesarean  section. 


anticipation 

The  most  important  factor  in  the  management 
of  prolonged  labor  is  anticipation  of  the  problem. 
Two  absolute  essentials  to  normal  labor  are: 
1.— a ripe  cervix,  that  is,  one  that  is  completely 
effaced  with  one  or  two  centimeters  dilation, 
and  2.— a pattern  of  uterine  contraction  of  good 
intensity.  Good  contractions  should  make  it  dif- 
ficult to  indent  the  uterus  with  the  fingers  on 
the  abdomen,  should  have  frequency  of  four  or 
five  every  ten  minutes  and  should  continue  about 
50  seconds.  In  preliminary  labor  the  cervix  is 
usually  not  ripe  and,  fortunately,  not  accompan- 
ied by  hard  contractions.  This  phase  of  labor  is 
extremely  important  in  the  management  of  the 
patient  and  her  family.  I cannot  emphasize  this 
too  much.  If  the  concept  of  preliminary  labor 
has  not  been  acquired  by  the  attendant,  mis- 
management may  occur  as  a result.  If  under- 
stood, and  explained  to  the  patient  and  her  fam- 
ily, anticipation  of  an  early  delivery  will  be 
removed  and  after  rest  and  fluids,  labor  will  be 
entered  into  without  fatigue  and  its  attendant, 
threatened  inertia. 

pre-labor 

Whether  you  use  the  term  preliminary  labor 
that  was  introduced  by  Buford  Hamilton  in  the 
1940’s,  or  the  term  pre-labor  used  in  current 
discussions  is  not  important.  The  important  point 
is  that  a primigravida,  admitted  to  the  hospital, 
having  20  to  30  minute  contractions,  the  uterus 
easily  indented  by  the  abdominal  examining 
fingers  over  the  fetal  small  parts,  must  be  placed 
in  this  stage  of  labor  to  be  managed  properly. 
These  ineffective  contractions  with  a cervix 
that  is  closed  must  be  considered  preliminary 
labor.  The  patient,  often  times,  when  questioned 
will  have  had  only  2 or  3 hours  of  sleep  in  a 
24-hour  period  at  the  time  of  admission.  At 
this  time  anxiety  may  be  relieved  by  a discus- 
sion with  the  patient  and  her  family,  explaining 
that  delivery  is  not  imminent  and  probably  active 
labor  is  undesirable  until  after  a good  period  of 
rest.  It  would  also  remove  some  pressures  from 
the  attendant.  After  the  usual  preparation,  the 
patient  is  given  an  adequate  dose  of  opiates  and 
barbiturates  for  rest.  When  at  term,  active,  ef- 
fective, progressive  labor  usually  follows.  If  the 
patient  is  earlier  than  270  days  gestation,  a 
true  false  labor  with  return  home  can  be  ex- 
pected. 
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critical  analysis 

Prolonged  labor,  in  our  studies,  has  been 
arbitrarily  set  at  24  hours  and  the  onset  of  labor 
is  counted  from  the  time  of  progressive  dilation 
of  the  cervix.  Any  attempt  to  assign  specific 
etiologic  factors  meets  with  difficulty.  The  im- 
plication, in  the  introductory  remarks,  of  psychic 
factors  must  be  accepted. 

Helman  stated  that  “the  hallmark  of  a fine 
obstetrician  is  his  anticipation  of  dysfunctional 
labor  with  careful  and  definitive  plans  for  this 
contingency.”  First  step  in  management,  after 
the  all  important  factor  of  anticipation,  is  the 
re-evaluation  of  the  patient  ruling  out,  by  careful 
vaginal  examination,  any  mal-presentation, 
cephalopelvic  disproportion  or  the  rare,  over- 
looked, obstructive  tumor. 

Although  fetal  mortality  and  morbidity  in- 
creased gradually  when  charted  against  time  in 
labor,  the  increase  is  barely  perceptible  unless 
the  labor  becomes  prolonged.  Reed  has  shown 
that  fetal  mortality  takes  a sharp  upswing  as  40 
hours  of  labor  is  approached  and  reported  that 
perinatal  mortality  increases  beyond  40  hours. 
Similar  figures  apparently  occur  regardless  of 
the  method  elected.  It  therefore  follows  that  any 
safe  method  of  early  delivery  can  be  beneficial. 

There  are  several  choices  in  an  attempt  to 
expedite  labor  that  has  become  suspect  of  falling 
into  the  prolonged  labor  category.  If  after  twelve 
hours  of  slow  progress  of  dilation,  a critical 
evaluation  of  the  patient  rules  out  mechanical 
factors,  the  possibility  of  uterine  dysfunction  and 
its  mangement  must  be  considered. 

rest  and  fluids 

First  there  should  be  a critical  evaluation  of 
the  need  for  rest  by  obtaining  from  the  patient 
her  record  of  sleep  in  the  previous  48  hours. 
Usually  there  is  a deficit,  but  in  case  of  doubt 
rest  must  be  given  by  adequate  doses  of  com- 
binations of  morphine  and  a barbiturate.  At 
this  time,  an  intake-output  chart  for  fluids  should 
be  established  with  2500  to  3000  cc  intake  as  a 
minimum.  A 24-hour  plan  should  be  established 
for  distributing  caloric  intake  of  2500  to  3000 
calories,  with  interval  feedings  of  high  caloric 
liquids.  Intravenous  carbohydrates  must  be  given 
if  the  patient  is  unable  to  retain  food  or  fluids. 
As  a general  rule,  the  parenteral  route  is  prefer- 
able, once  labor  is  established.  Even  if  the 
patient  is  able  to  take  some  food  and  fluids  by 
mouth,  La  Salvia  and  Steffen  have  demonstrated 


that  the  emptying  time  of  the  stomach  is  marked- 
ly slowed  by  labor,  though  uncomplicated  by 
analgesia. 

analgesia 

After  an  adequate  rest  period,  for  relief  of 
discomfort,  it  is  felt  that  meperidene  is  prefer- 
able although  its  pain-relieving  action  is  less 
than  that  of  morphine.  Its  depressing  action 
on  the  uterus  and  fetus  is  less.  It  is  given  in 
combination  with  an  ataractic  agent.  Barbitur- 
ates and  scopolamine  are  withheld  because  of 
the  restlessness  and  resulting  fatigue  from  the 
restlessness. 

oxytocin  stimulation 

After  the  rest  period,  and  replacement  of 
fluids,  the  introduction  of  oxytocin  must  be  con- 
sidered. Its  application  is  preferred  in  those 
described  as  hypotonic  dysfunction.  Here  the  ap- 
plication of  a proper  term  for  the  character  of 
dysfunctional  labor  is  difficult.  The  following 
terms  are  but  a few  to  appear  in  the  literature: 
primary  inertia,  idiopathic  functional  dystocia, 
hypotonic  labor,  and  inefficient  uterine  action. 
The  lack  of  availability  of  complicated  machin- 
ery to  distinguish  between  abnormal  wave  pat- 
terns and  hypotonic  dysfunction  can  be  over- 
come by  careful  clinical  observation. 

In  the  latter  form,  the  contractions  are  less  pain- 
ful although  the  uterus,  in  either  case,  may  be 
easily  indented.  Helman  was  the  first  to  suggest 
rest  for  abnormal  wave  patterns  and  stimula- 
tion with  oxytocin  for  the  uterus  too  easily  in- 
dented. It  was  the  late  Fritz  Irving  of  Boston, 
in  the  1930’s,  who  stimulated  both  Harvard  and 
Hopkins  groups  to  use  and  study  the  use  and 
effect  of  posterior  pituitary  extract  in  labor.  This, 
of  course,  was  after  it  had  fallen  into  severe 
disrepute.  Until  recently,  I reserved  stimulation 
to  the  second  stage  but  now  use  oxytocin  to 
stimulate  in  the  first  stage.  Again  its  use  must 
follow  severe  scrutiny,  ruling  out  cephalopelvic 
disproportion. 

A vaginal  examination  revealing  an  unfavor- 
able cervix  with  intact  membranes  suggests  rest 
rather  than  stimulation.  Actually,  when  in  doubt, 
the  patient  probably  should  be  rested.  If  the 
cervix  is  favorable,  the  patient  may  be  given 
a solution  of  1000  cc  of  5 per  cent  dextrose  in 
water  with  10  units  of  Svntocinon,  which  is 
synthetic  and  stable,  at  a rate  of  0.5  cc  per  min- 
ute, or  10  to  20  drops  a minute,  increasing  the 
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dose  every  15  to  20  minutes,  watching  the  fetal 
heart  and  uterine  response.  The  desired  rate  of 
contractions  is  five  per  10  minutes,  of  40  to  50 
seconds  duration,  and  the  uterus  should  be  dif- 
ficult to  indent.  If  descent  of  the  head  and 
progressive  dilation  of  the  cervix  does  not  occur 
in  two  hours,  the  stimulant  should  be  discon- 
tinued. At  this  time  even  the  most  experienced 
should  welcome  consultation  and  discussion.  If 
the  membranes  have  been  ruptured  and  there  is 
a failure  to  respond,  delivery  before  complete 
dilation  may  have  to  be  accomplished  by  cesarean 
section. 

amniotomy 

There  is  general  acceptance  that  amniotomy 
does  stimulate  progression  of  labor.  I personally 
feel  that  when  you  have  ruptured  the  membranes 
to  stimulate  labor  you  have  established  a route 
of  no  retreat  and  a time  must  be  set  for  abdom- 
inal delivery.  By  contrast,  Keetle,  of  Iowa,  stat- 
ed that  pitocin  should  not  be  employed  unless 
contractions  have  failed  to  improve  in  four  to 
six  hours  following  amniotomy.  I feel  that  unless 
there  has  been  good  response  to  the  oxytocin 
stimulation,  amniotomy  should  not  be  done. 
Amniotomy,  at  any  time,  for  desultory  labor 
that  is  prolonged  should  be  seriously  evaluated 
if  there  is  less  than  4 cm  dilatation. 

management  of  the  second  stage 

If  the  conservative  approach  has  been  taken 
and  complete  dilatation  has  not  been  obtained, 
unfortunate  errors  in  judgment  can  sometimes 
negate  many  patient  and  judiciously  executed 
hours  of  management.  The  most  grievous  error 
is  not  to  do  a careful,  sterile,  vaginal  examina- 
tion establishing  not  only  that  the  cervix  has 
been  completely  dilated  but  that  it  has  retracted. 
When  this  has  been  accomplished  and  a low 
station  acquired,  safe  delivery  with  forceps  with 
minimum  trauma  and  blood  loss  to  the  mother 
and  minimal  insult  to  the  infant  can  be  effected. 

cesarean  section 

The  place  of  cesarean  section  in  the  manage- 
ment of  dysfunctional  labor  is  hard  to  evaluate. 
My  personal  feeling  is  that  is  represents  failure 


with  its  attendant  dangers  and  mental  hazards 
to  the  patient,  fetus,  and  attendant.  Fortunately, 
or  maybe  unfortunately,  with  low  cervical  cesar- 
ean section  today,  maternal  mortality  has  been 
reduced  to  a minimum.  The  more  heroic  types 
are  unnecessary.  The  successful  conduct  with 
vaginal  delivery  gives  almost  absolute  assurance 
of  a short  second  and  subsequent  labors.  The 
average  inpatients  under  our  management  with 
prolonged  first  labors  experienced  an  average 
of  4.5  hours  with  their  second  and  subsequent 
labors.  I am  sure  these  labors  were  safer  than 
repeat  cesarean  section,  both  for  the  mother 
and  the  infant.  ■ 

4320  Wornall  Road  (64111) 

abstracto 

El  tratamiento  de  el  trabajo  de  parto  prolon- 
gado  se  ha  venido  a resolverse  en  el  buen 
entendimiento  de  las  partes  anitomicas  y fisiolo- 
gicas  que  toman  parte  principal  en  el  parto 
normal,  por  razones  aim  no  bien  determinadas 
se  transforman  en  patoldgicas.  Al  tratar  de 
discernir  sobre  trabajo  de  parto  prolongada  se 
debe  eliminar  la  desproporcion  cefalo-pelvica 
asi  como  la  mala  presentacion.  Ya  que  estas 
causas  deben  de  haber  sido  previstas  y elimina- 
das  antes  permitir  que  el  parto  se  inicie.  La 
incidencia  de  el  trabajo  de  parto  prolongado  de 
8 a 9 por  ciento  reportado  por  instituciones  de 
reconcida  rejnttacion  ahora  esta  hasta  el  0.9  por 
ciento.  Esto  ha  acentuado  la  gran  importancia 
de  las  relaciones  medico-paciente  que  se 
establecen  durante  el  periodo  prenatal. 
Estudios  bdsicos  en  la  disfuncion  miometrial 
ademas  de  la  aceptacion  y uso  de  estimulacion 
occitocica  ban  ahadido  a la  reduccion  de  la 
indidencia  de  esta  entidad.  Con  esta  reduccion 
va  acompahada  una  nuircada  reduccion  de  la 
mortalidad  materna  casi  a cero  asi  como  una 
minima  perdida  fetal.  Un  cuidadoso  analisis 
critico  debe  preceder  la  decision  de  el  regimen 
a seguir.  La  reanudacion  de  labor  efectica  por 
la  general  occurre  si  el  oxytocin  se  usa  despues 
de  que  el  deficit  de  fluidos  ha  sido  corregido 
y de  un  descanso.  La  paciente  asi  como  la 
familia  se  deben  de  tener  al  tanto,  explicandoles 
y aseguraiulo  su  confianza.  Si  el  progreso  no 
es  satisfactorio  se  debera  pedir  otra  opinion. 
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Contracted  Pelves 


WILLIAM  F.  MENGERT,  M.D.  Chicago,  Illinois 


Although  pelvic  contraction  has  been  recognized  as  a source  of  dystocia 
since  1701,  full  understanding  of  its  influence  on  labor  teas  not  achieved  until 
very  recently.  The  first  instrument  for  measuring  the  midplane  was  devised  in 
1930.  Most  important  cause  of  contraction  is  rickets.  The  majority  of  contractions 
occur  at  the  midplane.  A convenient  index  of  pelvic  capacity  may  be  obtained 
by  multiplying  figures  for  anteroposterior  and  transverse  diameters  of  each 
plane.  Labor  difficulties  increase  as  capacities  measured  in  this  manner  fall 
below  85  per  cent  of  normal.  Accurate  information,  achieved  only  by  x-ray 
pelvimetry,  is  sometimes  essential.  This  is  especially  true  in  breech  delivery. 


A pelvis  is  contracted  if  one  or  more  of  its 
essential  diameters  is  shortened  sufficiently  to 
modify  the  normal  mechanism  of  labor,  but  not 
necessarily  to  retard  the  birth  of  the  child.  This 
is  not  the  ordinary  definition.  It  says  nothing 
about  the  necessity  for  cesarean  section  and 
nothing  about  the  necessity  for  destructive  oper- 
ations. 

Curiously  enough,  ideas  and  knowledge  about 
contracted  pelves  are  relatively  new.  Knowledge 
about  labor  in  contracted  pelves  was  held  up 
because  of  two  primitive  ideas  that  existed 
through  Grecian  times.  One  of  them  was  that  the 
pelvis  opened  to  permit  passage  of  the  child 
and  the  other  was  that  the  child,  by  its  own 
efforts,  clawed  or  pulled  its  way  out.  The  idea 
that  the  pelvis  opened  was  first  destroyed  by 
the  anatomist  Vesalius. 

DeVenter,  in  1701,  disposed  of  the  idea  about 
active  participation  of  the  fetus  in  the  birth 
process.  Since  his  time,  and  only  since  his  time, 
it  has  been  recognized  that  pelvic  distortion 
could  affect  the  course  of  labor,  could  produce 
dystocia,  making  vaginal  birth  of  a living  child 
impossible,  prevent  birth  of  a term-sized  infant 
except  by  embryotomy,  and  in  very  rare  instances 
make  birth  through  the  abdominal  wall  manda- 
tory if  the  woman  reached  the  third  trimester  of 
pregnancy. 

It  was  not  until  1861  that  numerical  criteria 
for  the  pelvis  were  introduced.  This  was  when 

Prepared  from  tape  recording  made  during  discussion 
as  part  of  a Postgraduate  Course  in  Obstetrics  and  Gyne- 
cology at  the  University  of  Washington  School  of  Medicine, 
December  5-6,  1963  and  edited  by  the  author. 

Dr.  Mengert  is  Professor  and  Chairman  of  Obstetrics  and 
Gynecology.  University  of  Illinois  College  of  Medicine, 
Chicago,  Illinois. 


Litzmann  reported  measurement  of  the  inlet.  Cri- 
teria for  the  outlet  were  not  established  until 
Williams  did  so  in  1909  and  it  was  as  late  as 
1930  when  an  instrument  was  devised  for  meas- 
uring the  transverse  diameter  of  the  midplane. 
Hanson,  in  Stockton,  California,  developed  the 
instrument;  and  by  1936  he  had  measured  the 
midplane  in  some  4,000  women. 

Caldwell  and  Malloy  wrote  extensively  on 
the  pelvis,  but  when  all  is  said  and  done,  their 
contribution  reduces  itself  to  two  things.  One 
was  their  statement  that  the  majority  of  heads 
engage  with  the  sagittal  suture  transverse,  and 
the  other  was  their  classification  of  pelves  into 
four  basic  types.  These  were  the  gynecoid,  the 
android,  the  platypelloid  and  the  anthropoid. 
It  must  be  emphasized  that  these  pertained 
only  to  the  inlet  and  that  these  gentlemen  gave 
no  numerical  criteria. 

etiology 

Some  pelves  are  contracted  congenitally,  but 
these  are  rare. 

The  etiologic  factor  of  overwhelming  impor- 
tance is  rickets.  We  must  remember  that  at  an 
age  somewhere  between  one  and  two,  the  girl 
gets  off  of  her  ischial  tuberosities  and  stands 
on  her  feet.  This  puts  a whole  new  set  of  forces 
on  the  pelvis.  A little  later  in  her  life  there  is 
another  developmental  period,  prepuberty,  at 
which  time  the  pelvis  assumes  female  character- 
istics. 

When  the  child  gets  up  on  her  feet,  and  erects 
the  trunk,  the  pelvis  is  the  middleman  in  the 
balance  of  forces.  Weight  of  everything  above 
is  supported  by  the  pelvis  and  transmitted 
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through  it  to  the  femurs.  Thus,  if  there  is  any 
rickets  in  these  early  years,  certain  recognizable 
deformities  will  develop  in  the  pelvis. 

incidence 

From  the  preceding,  it  is  clear  that  1 firmly 
believe  pelvic  contraction  is  mostly  a condition 
of  the  underprivileged.  This  does  not  mean 
that  privileged  groups  do  not  have  contracted 
pelves;  good  diets  may  be  available  but  refused 
or  ignored.  It  is  possible  for  children  of  socially 
privileged  families  to  have  rickets. 

In  3,772  women,  whose  pelves  were  measured 
radiographically,  there  was  inlet  contraction  in 
336,  midplane  contraction  in  398  and  contraction 
of  both  planes  in  238.  This  is  a total  of  972  or 
26  per  cent.  Thus,  of  the  patients  with  whom 
I have  dealt,  one  in  four  had  pelvic  contraction 
of  some  degree. 

Some  still  teach  that  pelvic  contraction  occurs 
at  the  inlet,  sometimes  at  the  outlet,  but  seldom 
anywhere  else.  According  to  my  figures,  this  is 
totally  incorrect.  Of  all  contracted  pelves,  40.8 
per  cent  are  contractions  at  midplane  only,  34.7 
per  cent  at  the  inlet  only  and  24.5  per  cent 
involve  both  planes. 

I should  not  like  to  steal  anything  from  Dr. 
Gainey’s  discussion  of  prolonged  labor  but  I 
do  wish  to  emphasize  the  fact  that  one  of  the 
two  great  causes  of  prolongation  of  labor  is 
pelvic  contraction.  If  you  can  encounter  pro- 
longation of  labor,  it  behooves  you  to  secure 
radiographic  pelvic  mensuration. 

One  pelvic  measurement  simply  cannot  be 
made  by  any  known  means  except  radiographic. 
That  is  the  transverse  diameter  of  the  inlet.  I 
might  say,  in  regard  to  pelvic  mensuration  in 
general,  that  1 have  long,  long  ago  given  up 
trying  to  estimate  the  size  of  the  pelvis  by 
external  mensuration.  What  good  does  it  do  to 
go  outside  and  measure  the  external  dimensions 
of  a building  if  you  want  to  know  the  capacity 
of  a room?  If  you  need  to  be  accurate,  you  must 
go  inside  and  measure  its  length,  breadth  and 
height. 

two  planes 

In  the  pelvis  we  are  concerned  with  two 
planes.  I’ve  said  nothing  so  far  about  the  outlet 
and  do  not  intend  to  discuss  it.  Although  Wil- 
liams recognized  outlet  contraction,  and  there 
is  such  a thing,  what  he  did  not  know  was  that 
it  is  an  indicator  of  the  midplane  contraction 
above.  It  is  impossible,  or  nearly  impossible,  to 
have  outlet  contraction  without  serious  midplane 


contraction.  Outlet  contraction,  therefore,  is 
only  an  expression  of  the  accompanying  and 
more  serious  midplane  contraction. 

calculation  of  pelvic  capacity 

The  four  essential  measurements  are  the  an- 
teroposterior and  the  transverse  of  the  inlet  and 
of  the  midplane.  In  our  series  the  average  inlet 
measurements  were:  anteroposterior,  11.6;  trans- 
verse, 12.5.  The  midplane  measurements  were: 

II. 5  and  10.5  respectively. 

At  first  I tried  to  arrive  at  an  index  by  adding 
these  figures  together.  Ultimately  we  multiplied 
the  two  figures  for  each  plane.  I did  not  intend 
to  use  the  area  as  such  but  used  it  for  comparison. 
I used  145  square  centimeters  for  the  inlet  area 
and  125  for  the  midplane.  Against  this,  I com- 
pared the  figures  for  each  patient  and  calculated 
her  pelvic  capacity  in  percentage  of  normal. 

Checking  performance  against  the  numbers, 
we  discovered  that  when  pelvic  capacity  fell 
below  85  per  cent,  the  difficulties  in  labor  soared 
as  the  percentage  decreased. 

radiographic  mensuration 

Today  we  cannot  use  radiographic  mensura- 
tion on  every  patient.  Therefore,  we  must  have 
a basis  for  deciding  when  it  should  be  done.  The 
criteria  are  listed  in  table  1. 

Table  1 

Criteria  for  Rediographic  Mensuration 

I.  History 

A.  Difficult  labor 

B.  Midforceps 

C.  Unexplained  stillbirth 

II.  Palpation 

A.  Inlet 

1.  Ability  to  touch  sacral  promontory  vag- 
inally 

2.  Overriding,  head  over  symphysis 

3.  Failed  impression  maneuver 

B.  Midplane 

1.  Prominent  ischial  spines 

2.  Sacral  deformity 

C.  Outlet  (fist  will  not  go  between  tuberosities) 

III.  Non-Engagement  (Primigravida  at  term) 

One  of  the  most  important  things  of  all  con- 
cerns the  sacrum.  Distortion  of  any  kind  whatso- 
ever is  a positive  indication  for  radiographic 
mensuration. 

The  radiologist  should  act  as  a technician  in 
making  these  measurements  by  whatever  means 
he  may  elect.  He  cannot,  and  has  no  right  to, 
decide  treatment.  No  man  who  has  not  sat  by 
the  bedside  of  a laboring  woman  has  the  right 
to  prognosticate  the  course  of  labor. 
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clinical  experience 

Statement  of  a few  general  principles  is  in 
order.  If  the  transverse  diameters  are  adequate, 
you  can  pretty  well  count  on  vaginal  delivery. 
In  other  words  an  anthropoid  contraction  is 
worse  than  a platypelloid. 

two  plane  contraction 

In  isolated  contraction  of  the  inlet,  the  prob- 
lem is  solved  after  the  biparietal  bosses  pass 
the  inlet.  Contraction  in  two  planes,  however, 
is  bad.  The  mechanism  of  labor  is  important  in 
this  consideration.  The  head  engages  trans- 
versely, it  gets  below  the  midplane  and  anterior 
rotation  is  caused  by  the  soft  parts.  If  the  head 
does  not  engage  transversely  or  with  the  occiput 
anterior  but  with  the  occiput  posterior,  it  has  to 
rotate  135  degrees.  Rotation  through  the  first 
45  degrees  is  due  to  a mechanism  described  by 
the  Dutchman,  De  Snoo.  It  has  to  do  with  the 
spine  of  the  infant.  The  rotation  from  obliquely 
posterior  to  transverse  is  really  a bone  directed 
rotation  rather  than  one  induced  by  the  soft 
parts.  The  last  90  degrees  of  rotation,  from  OP 
to  OA,  is  accomplished  by  pelvic  soft  parts  and 
takes  place  low  in  the  pelvis. 

There  is  an  important  factor  in  pelvic  con- 
traction that  I do  not  believe  has  been  empha- 
sized very  much.  When  the  pelvis  is  contracted- 
very  seriously  contracted— and  the  head  does 
manage  to  squeeze  through,  the  maternal  soft 
parts  are  considerably  traumatized  and  the  pa- 
tient is  a candidate  for  pelvic  cellulitis. 

breech 

When  you  are  dealing  with  a primagravida 
who  has  a breech  presentation  and  you  can’t 
turn  it  by  external  version,  it  is  mandatory  to 


get  x-ray  pelvimetry.  This  is  for  the  very  simple 
reason  that  the  two  great  causes  for  intracranial 
hemorrhage  in  the  newborn  are  rapid  passage 
through  the  birth  canal  and  prematurity  of  the 
child.  The  problem  in  breech  delivery,  therefore, 
is  due  to  rapid  passage  of  the  head.  There  is 
not  time  for  stretching  of  the  falx  and  tentorium 
and  tear  with  intracranial  hemorrhage  results. 
That  is  why  radiographic  mensuration  is  manda- 
tory in  a primigravida  with  a breech  you  can- 
not rotate. 

conclusion 

Unrecognized  contraction  of  the  midplane  is 
probably  as  great  a producer  of  prolongation 
of  labor  as  is  dyskinesia  of  the  uterine  muscle. 
If  the  midplane  is  ignored,  someone  is  bound 
to  suffer.  ■ 

1853  W.  Polk  St.  (60612) 

abstracto 

Antique  la  contractura  pelvica  ha  sido  identi- 
ficado  y reconocida  cotno  causa  de  distocia  desde 
1701 , pleno  entendimiento  do  su  influencia  en 
el  trabajo  de  parto  no  se  habia  obtenido  hasta 
muy  recientemente.  El  primer  instrumento  usado 
para  medir  el  piano  medio  fue  creado  en  1930. 
La  causa  mas  importante  en  contracturas  es 
la  raquitis.  La  mayor'ui  de  contracturas  ocuren 
en  el  piano  medio.  Un  buen  indice  de  capacidad 
pelvica  se  pitede  obtener  por  multiplicando  las 
medidas  antero-posterior  y transversa  de  cada 
piano.  Las  dificultades  aumentan  para  el  trabajo 
de  parto  a medida  que  las  medidas  caen  por 
debajo  del  85  por  ciento  de  lo  normal.  Informa- 
cion  bastante  precise  se  obtiene  solo  por 
pelvimetria  radiologica  y a veces  es  especialmen- 
te  cierto  en  los  partos  de  nalgas. 
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Uterovaginal  Prolapse 

RICHARD  E.  SYMMONDS,  M.D.  Rochester,  Minnesota 


Seldom  do  cystocele,  rectocele,  or  enterocele  require  correction  when  un- 
associated with  other  defects;  and  uterovaginal  prolapse,  when  combined  with 
all  three,  may  require  correction  only  if  advanced  to  grades  3 or  4.  Considera- 
tion must  be  given  to  age,  parity,  and  symptoms  although  acerbity  of  symptoms 
is  not  necessarily  related  to  severity  of  the  condition.  One  operation,  vaginal 
hysterectomy  and  repair,  is  used  in  almost  all  cases.  Prevention  of  recurrence 
depends  on  fascial  support  regardless  of  what  is  done  to  the  uterus.  Vaginal  vault 
prolapse  is  corrected  by  elimination  of  redundant  tissue  at  the  vaginal  apex  and 
excision  of  cul-de-sac  peritoneum. 


The  present  discussion  of  uterovaginal  prolapse 
will  be  rather  simplified;  perhaps  some  of  you 
may  consider  it  over-simplified.  Much  has  been 
made  in  the  past  about  the  varieties  of  genital 
prolapse  and  the  mastery  of  a multitude  of  op- 
erative procedures  has  been  considered  necessary 
to  deal  with  them.  Phaneuf  recorded  several 
thousand  personal  operations  for  prolapse  and 
utilized  over  20  different  techniques  in  their 
management.  There  are  not  this  many  types  of 
prolapse  nor  is  there  a necessity  for  this  variety 
of  operative  procedures  even  though  therapy  is 
individualized  to  an  extreme  degree. 

Actually,  a composite  of  anatomic  defects  is 
responsible  for  most  instances  of  prolapse.  Trau- 
matic relaxation,  postmenopausal  attenuation 
and  congenital  inadequacies  of  the  supporting 
structures  all  may  assume  etiologic  significance 
in  the  individual  case.  As  an  example  of  the 
latter,  I have  recently  seen  a two-day  old  infant 
with  almost  complete  prolapse. 

What  constitutes  the  primary  support  of  the 
uterus  and  vagina  remains  debatable  despite  50 
years  of  discussion  by  anatomists  and  surgeons. 
I favor  the  concept  that  the  endopelvic  fascia 
and  its  condensations,  the  uterosaeral  and  car- 
dinal ligaments,  constitutes  the  primary  sup- 
port of  the  vagina  and  of  the  uterus.  An  intact 
endopelvic  fascial  system  with  its  attachment  to 
the  vaginal  fornices  and  the  upper  half  or  two- 
thirds  of  the  lateral  vagina  provide  a well-sup- 
ported vaginal  tube,  and  it  is  this  tube  that  con- 
stitutes the  most  important  support  for  the  uterus 
and  vaginal  vault. 

Prepared  from  tape  recording  made  during  discussion 
as  part  of  a Postgraduate  Course  in  Obstetrics  and  Gyne- 
cology at  the  University  of  Washington  School  of  Medi- 
cine. December  5-6,  1963  and  edited  by  the  author. 

Dr.  Symmonds  is  Assistant  Professor  of  Obstetrics  and 
Gynecology,  The  Mayo  Foundation.  University  of  Minne- 
sota Graduate  School  of  Medicine.  Rochester,  Minnesota. 


The  repair  of  the  weakened  fascial  supports 
surrounding  the  vagina  is  the  essential  feature 
in  the  correction  of  uterovaginal  prolapse.  What 
one  does  to  the  uterus  (in  the  way  of  cervical 
amputation  or  hysterectomy)  is  of  importance 
only  in  that  it  provides  access  to  the  fascial  struc- 
tures. What  one  does  to  the  perineal  muscle 
groups  is  of  even  less  importance  as  Jeff  coate 
has  emphasized.  You  may  recall  his  suggestion 
that  perineorrhaphy  in  reality  just  serves  two 
purposes:  1.— it  hides  a recurrent  cystocele  and, 
2.— it  enables  the  patient  to  retain  a pessary. 
Naturally,  if  a lacerated,  flat  inadequate  perin- 
eum is  present,  repair  is  advisable  to  restore  an 
adequate  lower  vagina  but  this  will  not  con- 
tribute significantly  to  uterine  or  vaginal  vault 
support. 

symptoms 

The  symptoms  of  uterovaginal  prolapse  are  not 
only  rather  vague  and  poorly  described  but  are 
those  commonly  associated  with  a variety  of  dis- 
orders considered  to  be  of  a functional  nature. 
To  further  confuse  the  problem,  the  severity  of 
complaint  has  little  or  no  relation  to  the  degree 
or  severity  of  the  relaxation. 

Authentic  symptoms  include:  vaginal  pressure; 
sensations  of  “falling  out;”  heaviness,  or  of  sitting 
on  a ball;  irritation;  bleeding;  discharge;  dry 
vagina;  interference  with  walking,  standing  or 
working;  stress  incontinence;  incomplete  voiding 
or  difficult  bowel  evacuation.  Questionable 
symptoms  commonly  attributed  to  the  prolapse 
include:  lower  abdominal  aches  and  pains; 

cramping;  backache;  chronic  constipation;  urin- 
ary frequency,  urgency  and  dysuria;  dysparc- 
unia;  apareunia  or  merely  “unsatisfactory.” 

Those  of  you  who  recall  someone’s  definition 
of  a woman  as  “a  constipated  biped  suffering 
from  a backache”  will  realize  that  these  symp- 
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toms  are  common  to  women  with  or  without 
vaginal  relaxation.  Chronic  constipation,  chronic 
backache,  chronic  lower  abdominal  pain  and  “un- 
satisfactory” intercourse  are  rarely  benefited  and 
may  be  made  worse  by  repair  of  uterovaginal 
relaxation.  Certainly  one  should  err  on  the  con- 
servative side  in  attributing  such  symptoms  to  a 
minor  degree  of  cystocele,  rectocele  or  uterine 
descensus. 

The  most  outspokenly  dissatisfied  patients 
encountered  following  gynecologic  surgery  are 
those  who  have  erroneously  assumed,  or  who 
have  been  led  to  anticipate  that  a “little  opera- 
tion without  an  incision”  (a  vaginal  operation) 
will  correct  all  of  their  miseries.  The  only  ade- 
quate operations  for  prolapse  are  not  minor 
procedures  but  involve  considerable  hospitali- 
zation, expense  and  significant  discomfort. 

indications  for  operation 

Cystocele : Cystocele  alone,  that  is,  without 
concomitant  uterine  prolapse,  rectocele  or  en- 
terocele,  rarely  assumes  any  significant  size, 
rarely  produces  any  significant  symptoms,  and 
rarely  requires  any  treatment.  Unless  the  cysto- 
cele is  quite  large,  bulging  well  out  of  the  in- 
troitus,  and  producing  considerable  pressure,  or 
unless  it  is  associated  with  urethrocele  and  those 
urethral  changes  responsible  for  stress  incontin- 
ence, its  operative  repair  is  infrequently  worth- 
while—except  to  the  physician. 

Urinary  incontinence  constitutes  the  most 
common  indication  for  cystocele  repair  and  yet 
the  cystocele,  per  se,  neither  causes  incontinence 
nor  will  its  repair  alone  correct  stress  incontin- 
ence. Actually  the  opposite  is  true.  As  the  cysto- 
cele progresses  in  size,  it  tends  to  correct  incon- 
tinence and  repair  of  the  large  cystocele  may 
produce  stress  incontinence  unless  special  atten- 
tion is  directed  to  urethral  reconstruction. 

One  of  the  recent  gynecologic  textbooks  lists 
recurring  cystitis  as  one  of  the  chief  indications 
for  cystocele  repair.  That  cystocele  is  commonly 
responsible  for  large  volumes  of  residual  urine 
with  recurring  chronic  cystitis,  urethritis  and  tri- 
gonitis and  urinary  frequency  and  urgency  is  a 
very  popular  misconception.  The  very  large  cyst- 
ocele, the  one  that  must  be  pushed  up  in  order 
for  the  patient  to  void,  may  be  responsible  for 
significant  volumes  of  residual  urine  and  recur- 
ring urinary  tract  infection  but  this  is  uncommon. 
Cystocele  operations  performed  primarily  for 
chronic  inflammatory  urinary  symptoms  usually 


will  be  unsuccessful,  will  aggravate  the  patient’s 
symptoms,  and  will  result  in  patient  dissatisfac- 
tion. 

In  a referral  gynecologic  surgical  practice,  I 
constantly  see  patients  with  a chief  complaint  of 
“I  need  my  cystocele  fixed;” no  symptoms  present 
but  the  patient  has  been  advised  that  her  mod- 
erate cystocele  will  get  larger,  will  eventually 
need  repairing  anyway,  or  will  lead  to  bladder 
infections  and  “irritations.”  To  many  women  the 
word  “irritation”  is  synonymous  with  cancer.  If 
we  use  these  broad  indications  for  operation 
(and  this  isn't  exaggeration),  all  multiparous 
patients,  all  of  whom  have  a degree  of  cystocele, 
immediately  become  candidates  for  cystocele 
repair. 

To  summarize,  a cystocele  of  significant  size, 
producing  significant  symptoms,  rarely  occurs 
alone,  i.e.,  without  other  manifestations  of  pro- 
lapse. It  follows  that  cystocele  repair  alone  is 
infrequently  indicated. 

Rectocele : The  same  may  be  said  for  rectocele 
which  alone  infrequently  produces  sufficient 
symptoms  to  justify  its  repair.  When  a rectocele 
assumes  such  size  that  it  bulges  through  the 
introitus  and  must  be  pushed  up  in  order  for 
the  patient  to  defecate,  I think  this  constitutes 
one  of  the  few  justifiable  indications  for  its  op- 
erative repair.  Even  then  the  patient  should 
understand  that  although  operation  may  prove 
to  be  of  assistance,  it  will  do  nothing  to  correct 
infrequent  movements,  hard  stools,  or  whatever 
the  patient  may  mean  by  chronic  constipation. 
Very  commonly  the  patient  has  been  complain- 
ing about  irregularity  and  resorting  to  pushing, 
pressing,  laxatives,  suppositories  and  enemas  for 
most  of  her  adult  life.  A rectocele  repair  will 
accomplish  nothing— or  nothing  that  will  make 
her  happy. 

Enterocele : I have  never  seen  an  isolated 
enterocele  that  required  repair,  with  the  excep- 
tion of  the  prophylactic  repair  of  the  small 
asymptomatic  cul-de-sac  extensions  into  the 
rectovaginal  septum  of  congenital  origin  or  the 
potential  enterocele  that  one  encounters  now  and 
then  at  the  time  of  pelvic  operative  procedures 
for  other  conditions.  Naturally  these  should  be 
repaired  when  recognized.  An  acquired  entero- 
cele is  always  seen  in  association  with  other  forms 
of  uterovaginal  relaxation  and  should  be  search- 
ed for  with  all  operations  for  uterine  prolapse. 
The  neglected,  overlooked  enterocele  is  the  most 
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common  cause  of  recurrent  uterine  prolapse  and 
of  posthysterectomy  vaginal  vault  prolapse. 

Uterine  Descensus : Uterine  prolapse  alone 
occurs  infrequently.  However,  cervical  elongation 
may  give  the  appearance  of  uterine  prolapse 
and  may  occur  with  surprisingly  little  evidence 
of  vaginal  wall  relaxation. 

Grade  1 uterine  prolapse,  with  the  cervix  pre- 
senting in  the  lower  third  of  the  vagina,  does 
not  account  for  significant  symptomatology  re- 
gardless of  whether  the  uterus  is  anteverted  or 
retroverted. 

Grade  2 uterine  descensus,  with  the  cervix 
presenting  at  or  through  the  introitus,  may  pro- 
duce symptoms  but  not  of  a severe  degree.  Treat- 
ment may  be  required  depending  somewhat  on 
the  age  and  parity  of  the  patient. 

Grade  3 prolapse,  with  the  majority  of  the 
uterus  presenting  through  the  introitus,  or  a com- 
plete ( grade  4 ) prolapse  will  naturally  produce 
symptoms  and  operative  correction  is  indicated, 
but  vaginal  wall  reconstruction  will  also  be  re- 
quired for  the  associated  cystocele,  rectocele 
and  enterocele. 

I have  attempted  to  emphasize  a negativistic 
approach  in  the  evaluation  of  symptoms  and  a 
conservative  approach  regarding  the  need  for  op- 
erative correction  of  cystocele,  rectocele,  uterine 
descensus  and  enterocele.  It  has  been  pointed 
out  that  an  operation  for  any  one  of  these  is 
rarely  indicated.  In  almost  all  patients  with  sig- 
nificant prolapse,  a composite  lesion  exists  (de- 
scensus, cystocele,  rectocele  and  enterocele)  and 
the  usual  indication  for  operative  correction  will 
include  a composite  of  symptoms  related  to  each 
of  these  so-called  entities.  Very  commonly  there 
will  be  multiple  ancillary  indications  for  opera- 
tion as  well,  such  as  menstrual  dysfunction,  post- 
menopausal bleeding,  dysmenorrhea,  chronic 
cervicitis,  small  uterine  fibroids,  carcinoma  in 
situ  and,  as  we  all  know,  on  occasion  multi- 
parity becomes  an  indication  for  vaginal  hyster- 
ectomy and  repair. 

treatment 

Before  discussing  treatment  I would  quote  Dr. 
Mengert,  who  once  stated,  “There  will  always 
be  among  us,  surgically  minded  enthusiasts  who 
operate  with  more  facility  than  they  cerebrate.’’ 
As  a surgical  enthusiast  (if  nothing  else),  this 
phrase  rather  upset  me  when  I first  read  it. 
Nevertheless,  it  should  be  kept  in  mind  when 
evaluating  patients  with  uterovaginal  prolapse. 


With  reassurance  that  even  if  untreated,  the 
mild  to  moderate  prolapse  with  minor  symptoms 
will  progress  very  slowly,  that  it  wall  not  lead  to 
serious  illness  or  cause  cancer,  and  that  operation 
can  be  performed  at  any  time  that  symptoms 
become  severe  enough  to  justify,  many  women 
will  prefer  to  defer  operation.  However,  sooner 
or  later  they  will  return  to  you,  a good,  con- 
servative, “non-knife-happy”  surgeon.  Further- 
more, by  then  they  will  have  enough  authentic 
symptomatology  to  appreciate  the  result  ob- 
tained from  a good  operation. 

With  this  conservative  approach  the  operative 
repair  of  cystocele,  rectocele  or  prolapse  rarely, 
if  ever,  becomes  necessary  or  is  indicated  in  the 
young  patient  prior  to  completion  of  her  child- 
bearing function.  If  a young  patient  does  ap- 
pear with  significant  urinary  incontinence  or 
prolapse,  medical  measures  such  as  pubococ- 
cygeus  exercises,  or  even  the  use  of  a pessary 
will  temporize  sufficiently  until  the  patient  has 
completed  her  family. 

surgical  treatment 

Having  worked  in  medical  centers  on  both 
coasts,  and  now  in  the  middle  west,  I have  heard 
much  lip  service  paid  to  various  operative  pro- 
cedures for  prolapse,  such  as:  uterosuspension, 
interposition,  composite,  Manchester,  LeFort, 
and  repair  with  and  without  vaginal  hysterec- 
tomy. Dr.  Counseller,  my  former  chief,  always 
suggested  that  each  of  these  techniques  might 
be  indicated  in  certain  “special  situations.”  My 
associate,  Dr.  f.  H.  Pratt,  as  recently  as  last  year 
in  writing  a chapter  on  prolapse,  discussed  and 
illustrated  the  Manchester,  LeFort,  and  Spald- 
ing-Richardson  composite  operations.  However, 
to  my  knowledge,  in  the  last  10  years  and  last 
million  plus  patients,  none  of  these  techniques 
have  been  accomplished  at  our  institutions,  so 
the  “special  situations’  requiring  them  must  be 
rather  rare. 

Many  of  you  will  disagree,  I’m  sure,  but  never- 
theless, from  the  standpoint  of  our  practice,  I 
classify  most  of  the  operations  for  prolapse,  in- 
cluding the  Manchester  procedure,  as  of  historic 
interest  only.  We  now  use  one  operation  for 
uterovaginal  prolapse  and  that  is  vaginal  hyster- 
ectomy and  repair. 

abdominal  procedures 

Various  forms  of  uterine  suspension  have  been 
utilized  for  prolapse.  Unless  combined  with  re- 
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pair  of  the  anterior  and  posterior  vaginal  wall 
and  enterocele  obliteration,  they  are  unsatisfac- 
tory. The  uterus  is  composed  of  smooth  muscle, 
after  all,  and  even  with  abdominal  wall  fixation 
of  the  fundus,  the  uterus  will  gradually  elongate. 
Apparently  this  was  a common  operation  at  one 
time  for  I find  it  necessary  to  remove  three  or 
four  each  year  for  recurrent  prolapse.  Some  of 
these  are  seven  or  eight  inches  long,  very  thin 
walled  and  with  the  cervix  presenting  far  out 
the  introitus  even  though  the  fundus  remains 
securely  fixed  to  the  abdominal  wall.  Neverthe- 
less, a vaginal  hysterectomy  and  repair  can  be 
accomplished— by  using  a little  more  traction 
than  customary. 

The  Watkins-Wertheim  interposition  opera- 
tion is  now  considered  obsolete  by  almost  every- 
one. This  operation  not  only  fails  to  provide 
permanent  support  but  it  puts  the  uterus  in  a 
very  unsatisfactory  position.  Anyone  who  has 
found  it  necessary  to  remove  a uterus  from  this 
position  will  understand  what  I mean.  I have 
done  four  hysterectomies  following  a previous 
interposition,  two  for  malignancy,  and  two  for 
recurrent  prolapse— two  were  removed  vagin  ally; 
two  abdominally.  There  were  two  unintentional 
cystotomies  resulting  in  no  fistula  but  much 
worry. 

I consider  the  Manchester  operation,  cervical 
amputation  with  transposition  of  cardinal  liga- 
ments and  anterior  repair,  to  be  an  obsolete 
technique  and  not  because  it  doesn’t  provide 
good  support.  If  some  provision  is  made  for 
evaluating  and  correcting  the  potential  or  actual 
enterocele  that  is  present  in  most  patients  with 
significant  prolapse,  the  Manchester  operation 
will  be  successful. 

Unfortunately,  the  Manchester  operation  not 
only  fails  to  preserve  a good  serviceable  uterus 
from  the  childbearing  standpoint  (supposedly 
the  main  advantage  of  the  operation)  but  pre- 
mature labor  or  abortion  has  been  reported  in 
about  25  per  cent  of  the  patients  and  an  equally 
high  incidence  of  subsequent  infertility  has  been 
noted.  Furthermore,  amputation  of  the  cervix, 
leaving  the  uterine  corpus  behind,  merely  pro- 
vides a source  for  subsequent  gynecologic 
trouble  (hematometria,  pyometria  and  neo- 
plasia) and  does  not  contribute  anything  to  the 
support  of  the  prolapse. 

The  Spalding-Richardson  composite  operation 
which  includes  amputation  of  the  fundus  as  well 
as  the  cervix,  preserves  only  the  uterine  isthmus. 


thus  avoiding  some  of  the  complications  noted 
above.  Even  so,  the  operation  offers  little  to 
commend  it.  If  the  isthmus  is  a keystone  in  the 
arch  of  support,  as  some  have  suggested,  it  is 
one  that  has  prolapsed  and  it  should  be  removed. 
In  addition,  unless  precautions  are  taken,  an 
enterocele  easily  can  be  overlooked  with  this 
operation  as  well. 

In  the  operation  reported  more  recently 
(1963)  by  De  Sopo,  only  the  lateral  portion  of 
the  isthmus  is  preserved  and,  for  all  practical 
purposes,  a vaginal  hysterectomy  is  accomplish- 
ed. I presume  that  this  provides  adequate  sup- 
port but  it  appears  to  be  cumbersome  and  isn’t 
really  necessary. 

In  our  opinion,  any  patient  who  is  in  suitable 
condition  for  anesthesia  and  a Le  Fort  operation 
is  in  suitable  condition  for  a vaginal  hysterec- 
tomy and  repair.  The  Le  Fort  operation  and  total 
vaginectomy  commonly  produce  stress  incontin- 
ence of  urine  as  a result  of  the  pull  of  the  post- 
erior on  the  anterior  vaginal  wall  and  distortion 
at  the  level  of  the  bladder  neck  and  urethra. 
Neither  of  the  operations  represent  an  absolute 
cure  of  prolapse.  We  have  seen  any  number  of 
patients  who  have  developed  complete  prolapse 
following  previous  Le  Fort  operation  and  two 
patients  who  developed  bilateral  hernia  through 
the  levator  muscle  laterally  (ischiorectal  fossa 
hernia)  or  through  the  perineal  scar  following  a 
total  vaginectomy.  If  one  wishes  to  insure  good 
support  and  there  is  no  need  for  preservation  of 
vaginal  function,  I think  a vaginal  hysterectomy 
followed  by  a repair  which  narrows  and  cones 
down  the  vagina  to  a short  one-finger  depth  and 
diameter  is  far  better  than  either  the  Le  Fort  or 
total  vaginectomy.  This  will  provide  equal  or 
better  support  and  without  bladder  dysfunction 
or  incontinence. 

I am  not  going  to  discuss  vaginal  hysterectomy 
technique  or  postoperative  management  which 
depend  largely  on  individual  preference,  but 
will  be  very  happy  to  answer  any  questions  later 
in  this  regard.  We  accomplish  around  450  vaginal 
hysterectomies  each  year,  almost  70  per  cent 
of  these  being  for  uterovaginal  prolapse.  Prop- 
erly performed  the  operation  provides  excellent 
support  and  is  associated  with  very  low  mor- 
bidity and  practically  no  mortality.  Table  1 rep- 
resents 324  consecutive  patients  over  the  age  of 
60  who  had  vaginal  hysterectomy  and  repair  at 
our  institution  without  a fatality  and  with  a mor- 
bidity of  only  13  per  cent.  This  series  subse- 
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Table  1 

Morbidity  in  326  Patients  61  Years  or  Older 
Following  Vaginal  Hysterectomy  and  Repair 


Year 

Patients 

No. 

Morbidity® 

% 

1945-1948 

51 

8 

16 

1949 

35 

4 

11.4 

1950 

24 

4 

16.6 

1951 

27 

3 

11 

1952 

32 

3 

9 

1953 

32 

3 

9 

1954 

25 

1 

4 

1955 

38 

3 

8 

1956 

26 

6 

23 

1957 

36 

6 

17 

Total 

326 

41 

13 

•Any  temperature  reaching  or  more  than  100.4  F (38  C) 
on  any  two  days  after  the  day  of  operation. 


quently  increased  to  over  500  cases  before  we 
lost  a patient  in  1961  with  septicemia. 

My  personal  operations  performed  for  pro- 
lapse during  1961  and  1962,  227  in  number,  all 
consisted  of  vaginal  hysterectomy  (or  cervical 
stump  or  vault  prolapse)  and  repair  and  were 
not  associated  with  any  mortality  (Table  2). 

Table  2 

Operations  for  Prolapse 
1961  - 1962 
No  Mortality 


Operations 

Age  of  Patients 

over  49 

Year 

No. 

50-64 

65  + 

1961 

117 

41 

29 

1962 

110 

40 

30 

Total 

227 

81 

59° 

36% 

26% 

•Vaginal  hysterectomy  47,  vault  prolapse  with  repaif  8, 
cervical  stump  with  repair  4. 


Of  these  36  per  cent  were  over  the  age  of  50 
and  26  per  cent  were  over  the  age  of  65.  The 
59  patients  who  were  over  the  age  of  65  had 
vaginal  hysterectomy  and  repair  in  47;  vault  pro- 
lapse with  repair  in  8,  and  cervical  stump  exci- 
sion and  repair  in  4.  There  were  no  Le  Fort 
operations;  no  vaginectomies;  no  pessaries  were 
used;  and  no  patient  with  significant  sympomatic 
prolapse  was  refused  operation  because  of  age 
or  for  medical  reasons. 

The  safety  of  vaginal  hysterectomy  can  be 
further  indicated  by  a previous  report  from  our 
clinic  (Pratt)  involving  1,218  vaginal  hysterec- 
tomies in  patients  of  all  ages.  The  only  serious 
complications  were  the  eight  instances  of  severe 
postoperative  hemorrhage— all  were  in  the  pre- 
menopausal group.  Blood  loss  is  doubled  (rough- 
ly, it  can  be  said  that  all  complications  are 
doubled)  in  the  premenopausal  as  compared  to 
the  postmenopausal  patients.  This  has  led  some 


to  suggest  that  vaginal  hysterectomy  and  repair 
should  be  a postmenopausal  operation.  I don’t 
agree  with  this  but  would  admit  certainly  that 
it  is  a much  easier  operation  following  meno- 
pause. 

vaginal  vault  prolapse 

Vaginal  vault  prolapse  with  an  enterocele  is 
the  most  common,  significant,  recurrent  prolapse 
that  follows  vaginal  hysterectomy  and  repair, 
just  as  enterocele  is  the  most  common  cause  fox- 
failure  of  other  operations  for  prolapse. 

In  a ten-year  period,  we  have  encountered  154 
patients  with  vault  prolapse.  Many  people  sug- 
gest that  this  is  a complication  that  follows  va- 
ginal hysterectomy  only  but  it  is  a complication 
of  total  abdominal  hysterectomy  as  well  (Table 
3. ) Seventy-two  of  these  had  followed  operation 
at  our  clinic  at  some  time  during  a 30-year 
period.  However,  30  of  the  72  had  had  their 
hysterectomies  in  the  1935-1950  era,  during 
which  time  15,157  hysterectomies  were  perform- 
ed, giving  an  incidence  of  vault  prolapse  of  about 
one  in  500.  Vault  prolapse,  therefore,  is  not  a 
common  complication  but  all  of  us  will  continue 
to  see  some  of  them  merely  because  hysterec- 
tomy has  become  such  a common  operation. 

Table  3 


Posthysterectomy  Vaginal  Vault  Prolapse 
10  Year  Experience 


Hysterectomy 

Mayo 

Clinic 

Elsewhere 

Total 

Vaginal 

50 

44 

94 

Total  Abdominal 

22 

38 

60 

Total 

72 

82 

154 

About  40  per  cent  of  the  patients  had  develop- 
ed vault  prolapse  within  the  first  six  months  and 
60  per  cent  in  less  than  two  years  following 
hysterectomy.  This  early  vault  prolapse,  one 
which  falls  out  within  two  years  after  surgery, 
suggests  either  an  inadequate  technique  or  at 
least  a poorly  selected  technique  such  as  ab- 
dominal hysterectomy  for  uterovaginal  prolapse. 
However,  without  much  question,  the  neglected 
or  unrecognized  enterocele  (potential  or  actual) 
is  the  most  common  cause  of  vaginal  prolapse 
following  either  abdominal  or  vaginal  hysterec- 
tomy. 

Another  30  per  cent  of  the  patients  had  de- 
veloped vaginal  vault  prolapse  only  after  five 
to  thirty'  years  had  elapsed.  Such  late  recurrences 
probably  are  due  to  postmenopausal,  atrophic, 
degenerative  changes  in  the  supporting  tissues. 
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These  degenerative  changes  (frequently  asso- 
ciated with  gross  obesity)  and  postoperative 
hematomas  and  infections  which  tear  down  the 
supports  provided  at  hysterectomy  were  con- 
sidered significant  etiologic  factors  in  many 
patients. 

prevention  of  posthysterectomy  vault  prolapse 

From  the  prophylactic  standpoint,  all  of  us 
now  and  then  note  potential  enteroceles  at  the 
time  of  abdominal  hysterectomy.  These  can  be 
managed  quickly  and  permanently  in  the  man- 
ner previously  reported  by  us  which  includes 
resection  of  the  cul-de-sac  peritoneum  and  wide 
excision  and  repair  of  the  upper  posterior  vaginal 
vault. 

From  the  prophylactic  standpoint,  with  vaginal 
hysterectomy  a number  of  adequate  techniques 
have  been  reported.  Most  noteworthy  are  those 
reported  by  Torpin,  by  Waters,  and  by  McCall. 
The  only  basic  difference,  really,  between  the 
Torpin,  Waters,  and  McCall  techniques  is  the 
amount  of  tissue  excised.  Torpin  and  Waters, 
using  somewhat  different  methods,  excise  the 
redundant  cul-de-sac  and  upper  posterior  vagin- 
al wall  whereas  McCall  did  not  consider  this  to 
be  necessary.  Nevertheless,  the  three  techniques 
of  closure  combine  essentially  the  same  wedge 
of  tissues  for  the  support  and  the  prevention  of 
subsequent  enterocele.  Particularly  with  the 
large  enterocele  associated  with  vault  prolapse 
there  is  too  much  hernial  sac  and  too  much  va- 
ginal wall  redundancy  to  obliterate  with  a few 


stitches.  It  is  my  impression  that  incision  of  the 
cul-de-sac  peritoneum  is  essential  and  some  con- 
ing down  of  the  vaginal  apex  is  advisable  in  order 
to  diminish  the  aperture  through  which  another 
enterocele  can  occur.  The  technique  that  I use  for 
repair  of  enteroceles  ( prophylacticallv  with  most 
vaginal  hysterectomies  for  prolapse  and  with  all 
operations  for  vault  prolapse)  represents  some- 
what of  a composite  of  the  three  techniques 
mentioned.  It  has  been  previously  reported  in 
the  literature  and  demonstrated  in  a motion  pic- 
ture for  those  who  are  interested,  and  does  not 
require  additional  elaboration.  Permanent  sup- 
port with  preservation  of  a functional  vagina 
can  be  obtained  by  this  vaginal  approach.  ■ 

200  First  Street  S.W. 

abstracto 

Rara  vez  el  cistocele,  rectocele  o enterocele 
requieren  correccion  cuando  no  estan  osociados 
con  otros  defectos  y el  prolapso  utero-vaginal, 
cuando  estd  conibinado  con  esos  tres,  puede  re- 
querir  correccion  solo  si  ha  avanzado  a los  gra- 
dos  3 o 4.  Debe  darse  consideracion  a la  edad , 
pariedad  y sintomas,  antique  la  intensidad  de  los 
smtomas  no  estd  necesariamente  relacionada  a la 
severidid  de  la  condicion.  Una  sola  operacion, 
histerectomia  vaginal  y reparacion,  es  usada  en 
casi  todos  los  casos.  La  prevencion  de  recurrencia 
depende  en  el  soporte  por  medio  de  fascio  inde- 
pendentemente  de  lo  que  se  haga  el  utero.  El 
prolapso  de  la  boveda  vaginal  se  corrige  por  la 
eliminacion  del  tejido  redundante  en  el  apex 
vaginal  y excision  del  perioneo  del  fondo  de  saco. 


ELDERS  VS  PETS 

During  the  Seventh  Annual  Convention  of  the  Pet  Food  Institute  it  was  announced 
that  the  public  had  spent  $539,000,000  for  pet  food  during  the  year  ending  June  1, 
1964.  That’s  more  than  they  spent  on  their  elders  for  nursing  home  care.  The  figure 
for  1961,  according  to  Statistical  Abstract  of  the  United  States,  was  $305,000,000. 
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Stress  Incontinence 


BEN  M.  PECKHAtt,  M.D.  Madison,  Wisconsin 


Stress  incontinence  may  be  the  result  of  events  in  the  third  trimester  as 
much  as  from  the  effects  of  the  forces  of  labor.  Most  surgical  procedures  employ 
elevation  of  the  bladder  neck  and  restoration  of  the  vesical-urethral  angle.  The 
significant  diagnostic  procedures  are  the  Marchetti  test,  catheterization  for 
residual  urine,  urinalysis  and  culture,  and  cystourethroscopy.  Consideration 
should  be  given  to  age,  parity,  degree  of  disability,  degree  of  relaxation, 
condition  of  tissues  and  physical  condition.  A new  type  of  pessary  may  be 
helpful  for  those  who  cannot  be  subjected  to  surgery. 


The  practical  management  of  stress  incontin- 
ence is,  I find,  a most  interesting  subject  and 
one  that  probably  presents  as  serious  a problem 
as  we  generally  encounter  in  the  field  of  gyne- 
cology. Real  incontinence  can  lead  to  real  social 
offenses.  1 have  recently  seen  a patient  who  was 
so  incontinent  that  she  has  been  totally  unable  to 
maintain  a position,  not  because  she  is  wet  all 
the  time,  but  because  she  doesn’t  find  a recept- 
acle in  any  of  the  offices  large  enough  to 
contain  her  daily  collection  of  perineal  pads. 
She  has  to  surreptitiously  remove  and  change 
them  at  the  rate  of  one  about  every  ten  minutes. 

Generally,  intelligent  management  of  any  "of 
these  conditions  depends  upon  adequate  under- 
standing of  the  etiology-  This  particular  subject 
seems  to  be  an  exception  because  there  is  no 
real  agreement  about  the  etiology  of  stress  incon- 
tinence, and  there  is  no  general  agreement  even 
about  the  physiology  of  micturition. 

Recently  it  has  been  pointed  out  that  child- 
bearing, cystourethrocele,  and  stress  incontinence, 
are  all  obviously  related,  but  perhaps  not  in  the 
manner  in  which  we  usually  associate  them.  I 
think  most  of  us,  in  delivering  a primigravida, 
are  used  to  seeing  the  anterior  vaginal  wall 
piling  up  in  front  of  the  head  and  thinking  in 
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terms  of  cvstocele,  cystourethrocele,  stress  in- 
continence and  the  like.  On  the  other  hand, 
this  may  not  be  the  point  in  obstetrical  trauma 
that  leads  to  stress  incontinence.  It  is  postulated 
that  the  third  trimester  is  equally  as  damaging 
to  the  supporting  structures  in  and  around  the 
vesical  neck  as  are  the  actual  forces  of  labor 
and  delivery.  Observations  relative  to  incon- 
tinence developing  during  pregnancy  and  prior 
to  the  birth  of  the  first  child  are  reasonably 
convincing  arguments  that  this  is  likely  true;  that 
the  forces  of  labor  are  not  necessary  for  the 
anatomic  disturbances  that  can  lead  to  later 
stress  incontinence.  It  has  been  demonstrated 
that  individuals  who  develop  stress  incontinence 
in  the  third  trimester,  deliver  the  baby,  return 
to  a normal  continent  state,  develop  incontin- 
ence at  an  earlier  stage  of  the  following  preg- 
nancy and  finally  suffer  a persistent  problem. 

Certainly  all  these  observations  and  series  that 
we  have  talked  about,  indicate  the  supporting 
tissues  in  and  around  the  bladder  neck  have 
been  torn,  stretched,  weakened  or  perhaps  were 
actually  underdeveloped,  with  resulting  stress 
incontinence. 

surgical  correction 

Most  of  the  surgical  procedures  have  in  com- 
mon, elevation  of  the  bladder  neck  and  restora- 
tion of  the  vesical-urethral  angle.  In  some  pa- 
tients the  procedure  may  restore  urethral  angle 
and  actually  lengthen  the  urethra. 

The  classical  suspensory  procedures  are  well 
known  by  everyone.  There  are  innumerable 
variations  of  this  technique.  Originally,  these 
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were  described  as  sling-like  supporting  of  the 
urethra  and  bladder  neck  accomplished  by 
suturing  the  peribladder  and  urethral  tissues  to 
the  back  of  the  symphysis. 

Sutures  are  placed  almost  in  the  vaginal  wall, 
but  I think  more  likely  in  the  supporting  tissues. 
The  sling  is  pulled  up  tight  with  additional  su- 
tures to  hold  the  bladder  wall  in  proximity  to 
the  ventral  abdominal  wall.  The  sutures  are 
primarily  used  as  a sling,  and  do  not  impinge 
on  the  urethra  or  bladder  wall. 

Most  interesting  of  the  strap  procedures  is 
that  carried  out  by  TeLinde  and  his  associates 
at  Johns  Hopkins.  It  is  very  rapidly  performed 
and  much  easier  to  do  than  the  one  requiring 
considerable  dissection,  fascial  preparation,  ele- 
vation of  the  bladder  neck  with  suture  and 
correction  of  tension,  with  considerable  hazard 
to  the  bladder  neck.  TeLinde’s  procedure,  is 
done  from  above  and  below.  The  patient  is 
not  put  in  exaggerated  lithotomy  position.  It  is 
possible  for  the  operator  to  manage  both  fields 
without  changing  the  patient’s  position. 

What  he  actually  does  is  to  use  a dacron  strip. 
It  has  some  elastic  properties  due  to  its  crinkle 
preparation  similar  to  that  of  the  dacron  tubes 
used  in  surgery.  It  is  an  identical  tube,  except 
smaller  in  diameter  and  is  certainly  superior  to 
the  solid  piece  of  dacron  used  initially.  This  tube 
is  passed  around  the  bladder  neck  from  below. 
Incisions  are  made  on  either  side  of  the  urethra 
and  bladder  neck  on  the  vaginal  surface.  A blunt 
instrument  is  then  forced  through  on  either  side 
of  the  urethra,  the  strip  is  passed  from  above  to 
the  vaginal  side  and  carried  beneath  the  urethra 
by  means  of  a small  tunnel.  The  strip  is  then 
brought  up  on  the  other  side  and  the  ends  are 
tied  around  rectus  fascia.  Tension  is  adjusted 
very  carefully  to  avoid  either  completely  ob- 
structing the  urethra  or  providing  insufficient 
support.  This  is  quite  a delicate  procedure.  One 
could  easily  go  too  far  in  either  direction. 

TeLinde  and  his  associates  have  now  done 
about  fifteen  of  these  procedures  and  in  two 
they  had  the  embarrassing  complication  of  in- 
fection around  a foreign  body  which  necessitated 
removal  of  this  dacron  strip.  It  is  interesting 
that  in  both  instances  the  prosthesis  was  in  long 
enough,  apparently,  to  create  a permanent  situ- 
ation due  to  scarring  so  that  the  continence 
achieved  by  the  procedure  was  maintained  de- 
spite the  fact  that  the  prosthesis  had  to  be 
removed.  This,  I might  say,  goes  along  with 


the  experiences  of  some  of  the  men  in  Denver 
who  have  taken  to  doing  sling  operations  with 
catgut.  Apparently,  even  under  these  circum- 
stances, continence  will  be  maintained  if  there 
is  sufficient  scarring  after  absorption  of  sutures 
in  the  usual  period  of  60  days. 

diagnosis 

Now,  having  reviewed  the  procedures  involved 
in  correction  of  this  situation,  what  about  the 
practical  aspects  of  management  of  incontin- 
ence? It  has  been  emphasized  by  many  others 
before  me,  that  the  most  important  procedure  by 
far  in  the  management  of  this  condition,  is  its 
appropriate  and  correct  diagnosis.  You  have  to 
be  dealing  with  stress  incontinence. 

This  means,  primarily,  a careful  history.  It 
seems  extremely  unlikely  that  one  will  miss 
a neurogenic  bladder  if  he  takes  a careful  his- 
tory. The  patient  who  has  involuntary  loss  of 
urine  without  stress,  particularly  in  bed  at  night, 
almost  certainly  has  abnormal  detrusor  activity 
and  will  not  only  not  be  helped  by  surgical  pro- 
cedures but  probably  made  worse  by  such 
attempts  at  urinary  control.  It  goes  without  say- 
ing that  the  patient  with  a large  amount  of 
residual  urine  should  be  thoroughly  checked  for 
the  possibility  of  neurologic  problems. 

Again,  if  one  is  dealing  with  Hunner’s  ulcer- 
interstitial  cystitis— and  there  is  urgency  and 
frequency,  these  are  not  procedures  which  are 
likely  to  be  useful.  I have  never  seen  a patient 
who  had  this  situation  for  whom  history  did  not 
suggest  it.  If  one  sits  down  and  listens  to  the 
patient’s  problems,  as  described  by  her,  one 
could  not  fail  to  arrive  at  this  diagnosis  before 
extensive  workups  with  x-rays,  cytourethroscopy, 
cystometrograms  and  the  like. 

What  diagnostic  procedures  are  really  neces- 
sary in  studying  patients  for  this  sort  of  surgery? 
I think  these  four  are  all  anyone  needs:  1.— Mar- 
ehetti  test,  2.— catheterization  for  residual  urine, 
3.— urinalysis  and  culture,  and  4.— cystourethro- 
scopy.  At  the  top  of  the  list  I would  put  the 
Marchetti  test,  whether  do  it  with  your  finger 
or  with  an  Allis  clamp  or  any  other  device  is 
not  important.  If  you  reproduce  what  you  can 
do,  either  from  below  or  above,  in  repositioning 
the  bladder  neck  with  the  patient  in  the  erect 
position  and  if  this  procedure  correct  the  patient’s 
incontinence  with  a full  bladder  and  if  she  can- 
not cough  it  out,  I think  your  chances  for  suc- 
cess are  good. 
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I think  a simple  catheterization  for  residual 
urine  is  useful  when  positive.  I,  too,  am  im- 
pressed that  very  seldom  does  cystocele  give  rise 
to  large  quantities  of  residual  urine.  When  we 
do  see  residual  urine  of  a couple  of  hundred 
cubic  centimeters  before  we  do  surgery,  the  pa- 
tient is  almost  certain  to  have  some  neurologic 
problem  though  the  neurologist  may  not  be 
able  to  demonstrate  it.  In  these  patients  one  is 
hesitant  about  doing  corrective  surgery  with 
the  promise  that  there  will  be  any  sort  of  a 
reasonable  result. 

Obviously,  culture  and  urinalysis  are  useful  to 
determine  whether  or  not  there  is  any  chronic 
bladder  infection.  Again,  I have  seldom  seen  this 
problem  with  either  cystocele  or  with  interstitial 
cystitis.  Cultures  are  negative. 

We  do  not  do  cystoscopy  or  cystourethroscopv 
on  every  patient  we  treat  for  this  condition.  If  the 
anatomical  lesion  is  clear-cut,  if  the  history  is 
adequate  and  there  is  no  suggestion  of  difficulty, 
we  do  not  insist  that  all  these  patients  have  cys- 
tourethroscopv  or  cystometrograms.  On  the  other 
hand,  if  there  is  any  question  about  it,  it  is  far 
better  to  look  in  advance  than  to  unfortunately 
look  later  and  see  that  you  really  missed  some- 
thing. And  while  it  sounds  almost  ridiculous,  it’s 
well  worthwhile  looking  for  holes  in  the  bladder 
and  urethra,  particularly  urethrodiverticulum 
because  even  the  best  of  us  will  miss  a urethrodi- 
verticulum at  times.  I have  seen  one  patient  who 
had  three  repairs  done  from  below  who  actually 
had  a vesticovaginal  fistula,  unfortunately  missed 
by  three  competent  specialists. 

significant  conditions 

What  are  the  situations  most  important  in  se- 
lecting an  approach  to  the  management  of  stress 
incontinence?  They  are:  1.— age,  2.— parity,  3.— 
degree  of  disability,  4.— degree  of  relaxation,  5.— 
condition  of  tissues,  and  6.— physical  condition. 

Fortunately,  age  is  not  ordinarily  a serious 
problem  at  either  extreme.  Patients  who  are  in- 
continent in  the  childbearing  period  are  common 
enough,  but  most  of  them  have  had  their  families 
before  the  problem  becomes  one  which  cannot 
be  controlled  with  simple  exercises.  Some  just 
put  up  with  the  discomfort  until  the  desired 
number  of  children  has  been  achieved.  We  are 
reluctant  to  do  procedures  prior  to  completion 
of  childbearing  but,  if  forced  to  it,  we  will  do  a 
suspensory  type  procedure.  I have  seen  at  least 
two  of  these  patients  deliver  more  than  one  child 


without  apparent  injury  to  the  repair.  Parity, 
likewise.  Degree  of  disability,  the  same.  I think 
very  minor  incontinence,  particularly  in  the  child- 
bearing age  group,  is  easily  handled,  by  exercise. 

The  degree  of  relaxation  is  an  important  factor. 
The  best  way  to  select  a patient  for  vaginal  re- 
pair is  to  determine,  by  visual  means  and  x-ray, 
the  descent  of  the  bladder  on  straining.  I think 
we  can  do  this  without  x-rays,  and  I think  we 
all  do  it  on  examination  of  the  patient  in  litho- 
tomy position  or  in  standing  position  by  asking 
the  patient  to  strain.  Those  patients  who  demon- 
strate descent  radiologically  also  have  cystour- 
ethrocele  and  demonstrate  it  very  nicely  in  the 
office.  Likewise,  the  patient  who  has  little  or  no 
anatomic  relaxation  in  this  area  that  you  can 
demonstrate  in  the  office  is  certainly  one  whom 
you  had  better  thoroughly  investigate. 

Physical  condition  is  almost  never  a bar  to 
surgical  correction  but  there  are  occasional  pa- 
tients, in  whom  it  can  become  an  important 
problem.  The  chronic  asthmatic  will  cough  down 
almost  anything  you  can  do  to  her  except  a tight 
strap  procedure.  The  really  hard  cougher,  who 
starts  coughing  on  the  first  day  post-op,  and  who 
smuggles  in  the  cigarettes,  is  the  one  I will  look 
at  from  the  standpoint  of  a possible  strap  pro- 
cedure. Nothing  gives  you  the  strength  and  sup- 
port against  coughing  that  one  of  the  various 
types  of  strap  procedures  does. 

non-surgical  methods 

I mentioned  exercises  as  a non-surgical  ap- 
proach to  the  control  of  minor  degrees  of  stress 
incontinence.  There  is,  however,  an  occasional 
patient  on  whom,  for  one  reason  or  another,  you 
just  can’t  operate.  I had  one  recently  who  had 
a Stokes-Adams  syndrome.  I didn’t  care  to  put 
her  on  the  table  and  take  a chance  on  her  having 
one  of  these  episodes  with  demise  on  the  table  so 
I did  turn  to  the  despised  pessary.  I don’t  like 
pessaries.  The  main  objection  to  them  is  the  fact 
that  most  of  them  cannot  be  put  in  or  removed 
by  the  patient.  Also,  most  of  them  are  of  a really 
rather  unyielding  material  which  leads  to  vaginal 
necrosis,  discharge,  infection  and  all  the  other 
distressing  complications  of  pessaries.  On  the 
other  hand,  there  is  a gadget  called  the  Milex 
inflatable  pessary.  It  is  an  inflatable  doughnut 
shaped  affair  which  the  patient  can  learn  to  put 
in  and  take  out  herself  with  facility.  Therefore, 
it  can  be  removed  every  night  allowing  adequate 
cleansing  of  the  vagina  and  very  seldom,  if  ever, 
causes  actual  vaginal  necrosis. 
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In  older  people,  it  is  of  course  important  to  see 
that  they  have  sufficient  stimulation  to  lead  to  a 
normally  resistent  vaginal  lining.  If  the  patient 
has  sufficient  perineum  to  enable  her  to  stand  up 
and  still  keep  this  thing  in,  it  will  do  the  trick. 
This  patient  to  whom  I have  just  referred  is  com- 
fortable and  happy  with  this  arrangement.  How- 
ever, there  is  seldom  a real  need  for  pessaries  in 
the  control  of  stress  incontinence.  ■ 
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abstracto 

La  incontinencia  de  esfuerzo  puede  ser  el 
resultado  de  eventos  en  el  tercer  trimestre  asi 


como  de  efectos  de  las  fuerzas  del  parto.  La 
mayona  de  los  procedimientos  quirurgicos 
emplean  la  elevacion  del  caello  de  la  vejiga  y 
restauracion  del  angulo  vesico-uretral.  Los  pro- 
cedimientos diagnosticos  de  importancia  son:  la 
prueba  de  Marchetti;  cateterizacion  para  orina 
residual,  urindlisis  y cidtivo,  y cistouretroscopia . 
Consideracion  debe  darse  a la  edad,  pariedad, 
grado  de  incapacidad,  grado  de  relajacion;  con- 
dicion  de  los  tejidos  y condicion  fisica.  Un 
nuevo  tipo  de  pesario  puede  ser  util  para  aque- 
llos  casos  que  no  pueden  ser  sometidos  a la 
cirujta. 


DEATH  BY  DEFAULT 

The  public  must  be  protected  of  course,  but  isn’t  there  such  a thing  as  over-pro- 
tection? Certainly  it  is  no  problem  to  prevent  the  introduction  of  any  drugs  with 
potentially  harmful  or  mildly  harmful  side-effects.  It’s  simple— just  don’t  develop  any 
new  drugs,  or  at  least  make  it  very  difficult  for  a new  drug  to  be  tested  and/or  mar- 
keted. The  only  difficulty  here  is  that  many  lives  and  the  improved  health  of  many 
others  would  be  lost  by  default,  that  is,  drugs  that  could  be  of  benefit  would  never  be 
developed.  This  is  just  as  wrong  as  allowing  anything  and  everything  to  be  pushed 
onto  the  drug  market.  For  the  non-medically  oriented  it  is  quite  easy  to  understand 
the  sad  results  of  a thalidomide  deformed  baby  but  far  less  easy  for  many  to  compre- 
hend the  equally  sad  results  of  those  lives  that  can  be  lost  by  default. 

Joseph  P.  Schaefer,  M.D.,  in  New  Physician,  13:10  (October)  1964 
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Management  of  Premature  Rupture  of  Membranes 


HARRY  PRYSTOWSKY.M.D.  Gainesville,  Florida 

Although  etiology  of  premature  rupture  of  membranes  is  not  known,  much 
has  been  learned  about  the  infections  apt  to  follow  the  event.  Attempt  to  induce 
labor  should  be  made  if  it  does  not  follow  rupture  at  term.  Those  whose 
membranes  rupture  prior  to  term,  who  do  not  proceed  to  labor,  may  be  sent 
home  after  a short  period  of  observation  in  the  hospital.  Antibiotics  are  not  used 
prophylactically  but  are  pushed  vigorously  if  the  patient  comes  in  with  gross 
infection  of  the  uterus.  Bacteriologic  studies  of  normal  patients  before,  during 
and  after  delivery,  reveal  numerous  pathogens  but  give  few  clues  to  the  cause 
for  invasions. 


I ntrauterine  infection  following  premature  rup- 
ture of  the  membranes  is  a serious  problem  to 
both  mother  and  infant,  but  its  chief  signifi- 
ance  lies  in  its  effect  on  the  infant.  The  fre- 
quency with  which  infections,  secondary  to 
rupture  of  the  membranes,  are  responsible  for 
fetal  loss,  neonatal  morbidity,  and  neonatal 
mortality  is  not  accurately  known.  Infections 
can  occur  at  any  time  during  the  embryonic, 
fetal,  or  neonatal  periods,  but  those  acquired 
during  the  immediate  perinatal  period  seem  to 
represent  our  most  important  problem.  It  is 
quite  obvious,  from  all  of  the  statistics,  that 
the  greatest  opportunity  for  saving  life  lies  in 
the  neonatal  period. 

Several  postmortem  studies  have  revealed  in- 
cidence of  infection  in  the  neonatal  period  rang- 
ing from  ten  to  fifteen  per  cent.  If  infection  is 
viewed  as  a contributory,  rather  than  as  a pri- 
mary cause  of  death,  the  incidence  in  the  neo- 
natal period  is  much  higher.  It  is  quite  clear  that 
premature  rupture  of  the  membranes  is  a chal- 
lenge to  the  obstetrician.  We  are  told  that  six 
per  cent  or  so  of  gravidas  will  note  spontaneous, 
premature  rupture  of  the  membranes. 

etiology 

There  is  little  or  no  evidence  supporting 
theories  of  defective  development  of  the  mem- 

Prepared  from  tape  recording  made  during  discussion 
as  part  of  a Postgraduate  Course  in  Obstetrics  and  Gyne- 
cology at  the  University  of  Washington  School  of  Medicine. 
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branes,  inherent  weakness,  degenerative  changes 
or  inflammatory  processes.  Recently  some  have 
spoken  of  excessive  uterine  contractions  several 
weeks  or  months  before  the  actual  occurrence  of 
the  accident.  In  addition,  they  have  related 
their  data  to  such  problems  as  toxemia,  backache, 
and  urogenital  tract  infections.  With  all  due  re- 
spect to  those  who  have  worked  in  this  field,  I 
believe  it  fair  to  state  that  the  etiology  of  this 
complication  remains  unknown. 

What  should  be  done  about  treatment?  It’s 
debatable.  I should  like  to  state  that  I can  tell 
you  what  we  do  at  the  University  of  Florida 
but  that  does  not  mean  that  we  are  correct  or 
that  we  will  not  change  our  minds.  I shall  discuss 
our  present  program  by  categories:  rupture  at 
term,  rupture  prior  to  term,  treatment  during 
labor,  gross  infection  of  the  uterus,  septic  shock, 
and  treatment  of  the  newborn. 

rupture  of  membranes  at  term 

My  colleagues  and  I feel  that  labor  and  deliv- 
ery should  be  accomplished  as  soon  as  possible. 
The  patient  is  given  an  enema,  she  is  watched 
for  two  or  three  hours  for  signs  of  labor  and, 
if  none  develops,  induction  is  attempted  by  use 
of  intravenous  Syntocinon.  The  majority  respond 
readily  and  usually  start  labor  within  a few 
hours.  If  the  patient  does  not  respond  to  Syn- 
tocinon stimulation  within  four  hours,  the  medi- 
cation is  stopped  and  another  attempt  is  made 
the  next  day.  We  have  found  this  approach 
most  satisfactory.  It  is  rare  for  us  to  have  a 
patient  with  membranes  ruptured  at  term  who 
has  not  completed  delivery  within  48  hours. 
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rupture  of  membranes  prior  to  term 

Some  women  who  rupture  membranes  prior 
to  term  will  go  into  labor  shortly  after  the 
episode  and  little  can  be  done  to  prevent  this 
sequence  of  events.  We  no  longer  use  progester- 
one in  this  situation.  We’ve  had  disappointing 
results  with  it  when  trying  to  prevent  or  stop 
labor  in  these  patients.  Many,  however,  do  not 
go  into  labor.  Some  continue  to  leak  amniotic 
fluid  and  some  do  not. 

We  admit  these  patients  to  the  hospital.  They 
tire  discharged  within  24  to  48  hours  if  no  signs 
of  labor  develop  and  if  there  are  no  complica- 
tions. They  go  home  with  careful  instructions 
on  personal  hygiene. 

Why  send  them  home?  Amongst  many  con- 
siderations, there  is  the  medical  one  which,  to 
our  way  of  thinking,  is  of  primary  importance. 
The  patient  who  remains  on  the  ward  for  several 
days  with  ruptured  membranes,  even  without  an 
internal  examination  and  in  spite  of  the  most 
rigid  precautions,  will  on  occasion  become  in- 
fected. Unfortunately,  such  infections  acquired 
in  the  hospital  are  more  virulent  than  those 
from  the  home  environment;  also  organisms  ac- 
quired in  the  home  are  probably  more  sensitive 
to  antibiotic  therapy  than  those  that  may  be 
acquired  in  a hospital. 

In  such  an  individual  we  do  not  believe  in 
the  use  of  prophylactic  antibiotics  or  other  drugs. 
Not  only  is  there  little  evidence  of  any  efficacy 
in  their  use  in  the  prevention  of  chorioamnionitis, 
but  there  is  a definite  danger— if  the  original  in- 
fecting organism  (which  has  a good  chance  of 
being  sensitive  to  antibiotic  therapy)  is  de- 
stroyed, it  might  well  be  replaced  by  a more 
resistant  organism. 

In  general,  most  patients  do  well  under  this 
regimen,  and  we  seldom  encounter  any  serious 
trouble  with  infection  in  such  cases. 

therapy  during  labor 

We  have  discarded  the  use  of  antibiotics  dur- 
ing labor  unless  the  patient  shows  clinical  signs 
of  active  infection.  We  do  not  support  the 
postulate  that  labor  might  “stir  up”  an  infection 
already  present  and  increase  danger  of  con- 
tamination of  the  fetus. 

gross  infection  of  the  uterus 

With  gross  infection  of  the  uterus,  the  patient 
enters  the  hospital  with  fever,  tachycardia,  and 


local  signs  of  gross  uterine  infection.  We  feel 
that  she  should  be  delivered  as  soon  as  possible 
for  her  sake  as  well  as  the  child’s.  She  should  be 
treated  immediately  and  intensively.  She  should 
be  given  massive  doses  of  an  antibiotic  and  the 
attempt  to  induce  labor  should  be  made  by 
using  Syntocinon.  It  is  not  always  effective. 
Unfortunately,  infection  of  the  myometrium  ap- 
pears to  interfere  with  normal  uterine  response 
in  certain  cases.  If  vaginal  delivery  is  not  ac- 
complished promptly,  it  may  be  necessary  to 
deliver  the  patient  by  cesarean  section. 

septic  shock 

Treatment  of  the  patient  in  septic  shock,  or  im- 
pending shock,  is  really  debatable.  Some  of  the 
patients  with  severe  infection  will  show  this 
picture.  Our  experience  with  such  patients  is 
limited.  At  the  present  time  it  is  our  feeling  that 
they  should  receive  intensive  medical  therapy 
and  that  a hysterectomy  should  be  done.  To 
wait,  in  the  hope  that  medical  treatment  will 
be  effective  in  such  cases,  is  to  court  disaster 
with  a patient  who  has  become  too  critically 
ill  to  withstand  proper  surgery. 

We  have  indeed  been  gratified  to  note  the 
remarkable  rapidity  of  recovery  of  the  few  of 
these  patients  we  have  encountered.  Even  if  the 
uterus  is  empty,  after  vaginal  delivery,  when 
endotoxin  shock  occurs,  intensive  medical  ther- 
apy and  hysterectomy  are  indicated. 

therapy  in  the  newborn 

It  is  important  for  us  to  be  concerned  also 
about  the  infant  in  these  cases  of  intrauterine 
infection.  After  all,  it  is  the  newborn  who  pre- 
sents us  with  the  greatest  challenge  in  modern 
day  obstetrics.  This  concern  doesn’t  mean  that 
one  is  challenging  his  pediatric  colleagues  but 
I think  it  is  important  that  the  man  who  delivers 
the  baby  be  concerned  with  what  is  being  done 
for  the  baby  too.  My  colleagues  and  I have 
formulated  a plan  of  cooperation  between  the 
Department  of  Obstetrics  and  Gynecology,  and 
the  Department  of  Pediatrics.  It  incorporates 
the  following  ideas: 

Treatment  should  not  be  instituted  until  every 
effort  has  been  made  to  establish  a definite 
diagnosis. 

Choice  of  chemotherapeutic  or  antibiotic  agent 
must  be  based  on  accurate  identification  of  the 
etiologic  microorganism  or  on  properly  conduct- 
ed sensitivity  studies. 
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Administration  of  a prophylactic  agent  is  sub- 
ject to  question.  Recent  catastrophies  resulting 
from  ill-advised  prophylactic  procedures  are  well 
known.  These  include  retrolental  fibroplasia  from 
use  of  oxygen,  brain  damage  and  effect  on  bili- 
rubin metabolism  from  vitamin  K,  and  the 
“gray  syndrome”  in  infants  receiving  chloram- 
phenicol. Accordingly,  it  is  our  feeling  that 
prophylactic  therapy,  particularly  in  prematures, 
is  contraindicated. 

pathogens  week  by  week 

Intrauterine  infection  is  a big  problem  in  our 
department.  When  you  are  faced  with  a prob- 
lem, you  think  about  it,  you  talk  about  it,  and 
you  want  to  start  measuring  something.  We  are 
interested  in  microbiology  of  the  genital  tract. 
I shall  report  to  you  on  some  of  the  studies  we 
have  carried  out. 

Despite  an  extensive  literature  concerned  with 
incidence  of  intrauterine  infection,  current  micro- 
biological knowledge  is  either  inadequate,  sub- 
ject to  further  evaluation,  limited  to  the  extent 
of  being  of  little  value  academically  or  prac- 
tically, or  simply  nonexistent.  For  these  reasons, 
we  set  up  a Division  of  Microbiology  within 
the  Department  of  Obstetrics  and  Gynecology. 
Our  purpose  was  to  carry  out  comprehensive 
studies  which  would  encompass  a thoroughly 
coordinated  obstetric,  gynecologic,  and  rfticro- 
biologic  investigation  of  the  female  genital  tract. 

Before  studying  patients  with  premature  rup- 
ture of  the  membranes,  we  wanted  to  look  at  a 
normal,  pregnant  lady,  followed,  not  just  on  one 
occasion,  but  throughout  the  entire  course  of 
pregnancy,  to  see  the  type  of  organisms  one  is 
likely  to  encounter.  Even  more  important  than 
listing  the  pathogens  and  nonpathogens  is  to 
observe  the  changes  occurring  in  each  individual. 
When  one  catalogs  the  organisms,  in  either  the 
cervix  or  vagina,  at  each  visit,  these  separate 
records  have  as  much  individuality  as  they  have 
similarity.  Pathogens  and  nonpathogens  were 
cultured  one  week;  they  were  not  present  the 
next  week.  Some  reappeared  later;  some  did  not. 

It  is  of  interest  that,  in  this  group,  there  was 
complete  absence  of  such  important  organisms 
as  Candida  albicans,  Clostridium  welchii , Hemo- 
philus vaginalis,  Staphylococcus  aureus,  and 
others.  There  have  been  reported  numerous 
studies,  using  large  numbers  of  patients,  at  a 
given  time  during  pregnancy;  but,  to  our  knowl- 


edge, this  was  the  first  attempt  to  study  the  same 
individuals  throughout  the  entire  course  of  preg- 
nancy. I believe  this  type  of  study  raises  more 
questions  than  it  solves. 

That  as  it  may  be,  it  is  important  to  note 
that,  with  this  type  of  cervical  and  vaginal 
microbiology  going  on,  each  patient  delivered 
uneventfully  and  had  a normal  puerperium.  As 
result  of  these  studies,  we  feel  that  pathogens 
may  be  harbored  in  the  genital  tract  of  pregnant 
women  without  any  observable  effects  on  the 
course  or  outcome  of  pregnancy. 

pathogens  during  labor 

The  next  problem  was  to  find  out  what  goes 
on  during  the  course  of  labor.  We  designed  a 
comprehensive  experiment  for  this  purpose. 
When  the  patient  was  admitted  to  the  hospital, 
the  first  thing  done  was  a culture  of  the  cervix. 
At  the  time  of  delivery,  her  cervix  was  cultured 
again.  When  the  baby  was  delivered,  the  fetal 
surface  of  the  placenta  was  cultured.  The  pa- 
tient’s cervix  was  cultured  48  hours  later.  We 
studied  200  women,  100  examined  only  rectallv 
and  100  examined  vaginally.  We  also  obtained 
a frozen  section  of  umbilical  cord. 

It  is  important  to  note  that  Staph,  aureus  was 
encountered  in  this  series  of  patients.  Bacterio- 
phage typing  revealed  some  to  be  type  80-81, 
the  type  commonly  associated  with  hospital  in- 
fections. It  was  shown  that  the  patient  came  to 
the  hospital  with  this  organism  in  her  vagina. 

The  incidence  of  Cl.  welchii  was  exremely 
low.  The  same  low  occurrence  was  observed  for 
members  of  the  bacteroides  species.  H.  vaginalis 
was  one  of  the  most  commonly  isolated  bacterial 
groups.  We  did  not  get  the  35  per  cent  anaerobic 
strep  cultures  that  others  have  reported.  A mark- 
ed and  dramatic  disappearance  of  C.  albicans 
occurred  at  the  time  of  delivery  and  48  hours 
postpartum. 

We  found  that  culture  of  the  fetal  surface 
of  the  placenta  merely  is  an  indication  of  what 
is  going  on  in  the  cervix  at  the  time  of  delivery. 
We  do  not  feel  that  it  can  be  used  as  an  indi- 
cator for  starting  therapy  in  a newborn  whose 
mother  has  had  premature  rupture  of  the  mem- 
branes. I might  also  say  that  this  is  our  feeling 
about  umbilical  cord  vasculitis.  We  did  not  treat 
our  babies  who  had  umbilical  cord  vasculitis. 
We  observed  them  and  found  that  we  would 
have  overtreated  or  needlessly  treated  80  per 
cent  of  them,  if  we  had  treated  all. 
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pathogens  in  premature  rupture 

Just  recently  we  have  completed  a study  on  a 
series  of  patients  with  premature  rupture  of  the 
membranes  without  labor.  They  were  at  term. 
Duration  of  the  lag  period  between  rupture  and 
onset  of  labor  was  0 to  48  hours.  For  controls, 
we  used  patients  with  rupture  of  membranes 
during  labor.  We  used  the  same  routine  of 
culturing  the  cervix  on  admission,  at  the  time  of 
delivery,  48  hours  later,  and  culture  of  the  fetal 
surface  of  the  placenta,  and  a section  of  the 
umbilical  cord.  There  was  no  difference  between 
the  asymptomatic  patient  with  premature  rup- 
ture and  those  who  might  rupture  the  mem- 
branes at  any  time  during  the  course  of  labor. 

It  is  our  feeling  that  antibiotic  therapy  is 
contraindicated.  If  one  superimposes  the  lack  of 
understanding  of  transfer  of  antibiotics  across 
the  placenta,  on  absence  of  fundamental  knowl- 
edge of  genital  tract  microbiology,  the  problems 
become  further  magnified  and  the  question  seems 
totally  confused.  I should  like  to  mention  again 
that  organisms  becoming  drug  resistant  are  a 
real  and  serious  hazard. 

conclusion 

I feel  that  the  time  will  come  when  we  will 
have  genuine  understanding  of  what  goes  on  in 
the  female  genital  tract  in  regard  to  microbiology, 
but  at  the  present  time  I should  like  to  conclude 
with  this  thought: 

Sir  Isaac  Newton  very  modestly  said  of  him- 
self, “I  seem  to  have  been  only  like  a boy  play- 
ing on  the  seashore,  diverting  myself  in,  now 
and  then,  finding  a smoother  pebble  or  prettier 


shell  than  ordinary,  whilst  the  great  ocean  of 
truth  lay  all  undiscovered  before  me.” 

The  great  ocean  of  truth  lies  undiscovered 
before  us  in  the  area  of  genital  tract  micro- 
biology. Progress  is  being  made,  however,  and 
now  we  are  beginning  to  appreciate  the  compli- 
cated relationships  between  the  mother,  the 
fetus,  and  the  placenta.  In  this  area  of  genital 
tract  microbiology,  we  thought  ten  or  twenty 
years  ago  that  we  had  most  of  the  answers. 
Today,  a great  reevaluation  is  necessary  in  the 
light  of  recently  acquired  knowledge.  ■ 

U.  of  Florida  College  of  Medicine 


abstracto 

Antique  la  etiologia  de  la  ruptura  prematura 
de  las  membranes  se  desconoce,  mucho  se  ha 
sabido  acerca  de  las  infecciones  que  pueden 
sobrevenir  en  segtdda  de  esta  complicacion. 
Debe  de  tratarse  de  inducir  el  trabajo  de  parto 
si  este  no  es  iniciado  en  seguida  de  la  ruptura  a 
termino.  Los  casos  en  los  cuales  las  membranas 
se  Italian  roto  antes  de  el  termino  y que  no  son 
seguidos  de  trabajo  de  parto  pueden  ser  despach- 
ados  a casa  desjmes  de  un  corto  tiempo  de 
observacion  en  el  hospital.  No  es  aconsejable 
el  uso  de  antibioticos  en  forma  profildctiea, 
pero  se  usan  vigorosamente  si  la  paciente  nos 
llega  con  evidencia  de  masiva  infeccion  uterina. 
Los  estudios  bacteriologicos  de  las  pacientes 
normales  antes,  durante  y desputes  de  el  parto 
dan  numerosos  grupos  patogenos  pero  sin  em- 
bargo dan  escaza  informacion  sobre  la  causa 
de  la  infecion. 
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Forceps  in  Modern  Obstetrics 

WILLIAM  F.  MENGERT.M.D.  Chicago,  Illinois 


The  obstetrical  forceps  has  been  part  of  the  practice  of  obstetrics  since 
announced  to  the  profession  in  1721.  Only  three  ideas  have  been  added  since 
the  basic  instrument  was  developed:  the  pelvic  curve,  axis  traction,  and  rotation 
of  the  anterior  blade  within  the  uterus.  In  forceps  operation  of  election,  the  head 
must  have  distended  the  vulva  to  the  size  of  a fifty-cent  piece  or  more.  There 
are  two  basic  laws  governing  all  forceps  operations : The  higher  in  the  pelvis  you 
have  to  go  to  reach  presenting  parts,  the  higher  the  morbidity  and  mortality 
rates;  and,  interference  before  full  dilation  and  retraction  of  the  cervix  raises 
morbidity  and  mortality  rates  in  inverse  proportion  to  the  degree  of  dilation. 


The  obstetric  forceps  is  the  most  beneficient 
instrument  in  the  entire  surgical  list.  It  has  cut 
short  more  pain,  and  saved  more  lives,  than  any 
other.  Conversely,  used  improperly,  it  has  in- 
jured and  killed  many  women  and  children. 

This  venerable  tool  was  invented  in  1600,  kept 
secret  for  more  than  100  years  and  finally 
brought  to  attention  of  the  profession  by  William 
Giffard,  an  English  physician  who  published 
the  first  known  paper  about  it,  April  20,  1721. 
It  has  been  part  of  the  practice  of  obstetrics  ever 
since.  Any  device  in  regular  use  for  nearly  250 
years  ought  to  be  fairly  well  understood  in  that 
time  and  the  obstetric  forceps  is  no  exception. 
Precise  knowledge  has  evoked  about  its  capa- 
bilities, its  technical  employment,  its  difficulties, 
and  its  dangers. 

During  the  latter  half  of  this  period  new 
knowledge  and  new  techniques  in  medicine, 
surgery  and  obstetrics  were  developed.  Some 
of  this  new  knowledge  offered  alternatives  more 
attractive  than  use  of  forceps.  This  process  con- 
tinues today,  making  it  repeatedly  necessary  to 
reassess  the  place  of  this  instrument  in  modern 
obstetrics.  Hence  the  title  of  this  discussion. 
Some  of  the  questions  implied  in  this  title  may 
be  answered  by  an  analysis  of  the  instrument 
and  the  operation. 

Prepared  from  tape  recording  made  during  discussion 
as  part  of  a Postgraduate  Course  in  Obstetrics  and  Gyne- 
cology at  the  University  of  Washington  School  of  Medi- 
cine, December  5-6,  1963  and  edited  by  the  author. 

Dr.  Mengert  is  Professor  and  Chairman  of  Obstetrics  and 
Gynecology.  University  of  Illinois  College  of  Medicine. 
Chicago,  Illinois. 


basic  laws 

There  are  two  basic  laws  of  the  forceps.  I 
think  they  ought  to  be  published  in  every  birth 
room  and  engraved  on  the  heart  muscle  of  even' 
man  who  does  obstetrics: 

The  higher  in  the  pelvis  you  have  to  reach  for 
the  presenting  part,  the  higher  are  the  mortality 
and  morbidity  rates. 

Interference  before  full  dilation  and  retraction 
of  the  cervix  raises  mortality  and  morbidity  rates 
in  inverse  proportion  to  the  degree  of  dilation. 

Much  of  the  difficulty  I have  seen  as  a con- 
sultant, has  been  due  to  violation  of  the  second 
rule. 

uses 

Basically  it  is:  1.— extractor;  2.— rotator;  3.— 
lever  (in  the  manner  of  a shoe  horn);  and  4.— 
compressor. 

The  extraction  role  is  obvious.  It  is  really 
amazing  that  someone  before  Peter  Chamberlen 
did  not  think  of  an  extension  of  the  hands  of 
the  midwife  to  reach  into  the  pelvis  for  the 
fetal  head. 

Everyone  is  familiar  with  the  rotating  function. 
Some  prefer  to  rotate  the  head  with  the  hands, 
but  the  forceps  is  an  efficient  rotator. 

Use  of  one  blade  as  a lever  has  been  almost 
abandoned.  I have  seen  a parietal  bone  fractured 
when  the  instrument  was  improperly  used  as  a 
lever.  One  modern  use  of  the  lever  principle 
remains.  In  cesarean  section,  particularly  low 
cervical,  one  blade  is  sometimes  employed 
anteriorly  in  a fashion  similar  to  a shoe  horn. 

Use  of  the  forceps  as  a compressor  has  been 
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abandoned  for  nearly  100  years.  Tarnier,  a 
Frenchman,  invented  axis  traction  and  devised 
a compressing  instrument  in  1877.  We  must 
remember  that,  in  1877,  the  head  often  arrested 
at  mid  pelvis  with  severe  bony  contraction.  The 
usual  solution  was  craniotomy,  destroying  the 
infant.  Tarnier  developed  a compressive  forceps, 
with  a thumb  screw  tightening  the  handles. 
Crude  as  it  may  have  been,  it  was  a significant 
contribution  and  offered  a more  favorable  alter- 
native than  craniotomy. 

Tarnier  was  also  the  inventor  of  another 
principle  with  which  everyone  is  familiar,  the 
principle  of  axis  traction.  In  those  days,  the 
mortality  rate  with  cesarean  section  was  almost 
100  per  cent.  The  operation  wasn’t  done  until 
the  woman  was  in  a really  bad  situation.  Under 
such  conditions,  if  half  the  children  could  be 
saved  by  a vaginal  procedure  without  too  great 
a risk  to  the  mother,  this  represented  a con- 
siderable gain.  Tarnier’s  advance  was  short  lived, 
due  to  development  of  the  conservative  cesarean 
section  by  Sanger,  in  1882. 

rotation 

Kedarnath  Das,  in  his  book,  “The  Obstetric 
Forceps— Its  History  and  Evolution”  describes 
approximately  500  different  types  of  obstetric 
forceps,  all  very  much  the  same  in  basic  design. 
Each  has  a cephalic  curve,  a pelvic  curve,  a 
shank,  a lock  and  a handle. 

The  pelvic  curve  was  introduced  almost  simul- 
taneously by  Smellie  and  Levret.  Some  of  the 
instruments  were  held  together  with  a screw, 
the  so-called  French  lock,  but  the  modern  for- 
ceps use  the  English  lock.  Actually  since  Simpson 
introduced  the  forceps  bearing  his  name  about 
1850,  there  has  not  been  much  variation  in 
design.  I doubt  that  one  forceps  is  any  better 
than  another.  One  should  select  a good  design 
and  learn  to  use  it  correctly. 

Rotation  of  the  head  with  the  conventional 
forceps  is  not  easy.  Anyone  who  has  tried  to 
manipulate  the  anterior  blade  over  the  face  of 
the  child  knows  how  difficult  it  is.  A contribu- 
tion was  made,  in  1916,  by  Kielland.  He  is  com- 
monly thought  to  have  developed  a new  instru- 
ment, but  what  he  really  did  was  invent  a new 
principle.  This  idea  was  the  intra-uterine  rota- 
tion of  the  anterior  blade  instead  of  the  intra- 
vaginal  rotation.  I believe  that  after  the  invention 
of  the  forceps,  only  three  significant  new  ideas 
have  been  introduced:  the  pelvic  curve;  axis 
traction;  and  rotation  of  the  anterior  blade  within 
the  uterus. 


election  or  necessity 

When  I was  growing  up  in  obstetrics  and 
gynecology,  there  was  a great  deal  of  contro- 
versy about  the  use  of  forceps.  There  were  those 
who  were  total  purists  and  said  that  you  must 
never  interfere  until  it  is  absolutely  necessary. 
There  were  others  who  thought  you  might  elect 
to  interfere  on  occasion.  Resolution  of  this  argu- 
ment has  changed  our  classification  of  forceps 
operations.  We  no  longer  classify  the  operation 
with  regard  to  station  in  the  pelvis  ( low-mid ) 
but  speak  of  them  as  forceps  operation  of  “elec- 
tion” or  “necessity.” 

In  forceps  operation  of  election  there  is  only 
one  prerequisite.  The  head  must  be  distending 
the  vulva  to  at  least  the  size  of  a fifty-cent 
piece,  and  preferably  to  the  size  of  a silver 
dollar.  If  this  has  occurred,  all  the  hazards  of 
birth  except  passage  over  the  perineum  have 
been  surmounted.  If  the  head  gets  this  low, 
distending  the  vulva,  and  the  patient  comes  to 
arrest,  you  may  elect  use  of  forceps.  Or,  if  you 
like,  by  the  time  it  gets  there,  why  not  just 
go  ahead? 

My  chief,  a great  purist,  opposed  the  idea 
of  doing  any  forceps  operation  except  on  strict 
indication.  He  wrote  a magnificent  paper,  which 
is  many  years  old  now,  “Difficulties  and  Dangers 
of  the  Forceps  Operation."  He  collected  statistics 
from  hospitals  all  over  the  United  States  and 
found,  to  his  great  astonishment,  ( what  we  know 
now),  that  if  the  head  is  at  the  outlet,  forceps 
operation  causes  no  significant  increase  in  mor- 
bidity or  mortality  of  either  mother  or  child. 
Today,  in  my  clinic,  we  use  forceps  of  election 
in  fifteen  to  twenty  per  cent  of  patients.  On  the 
other  hand,  we  find  it  necessary  to  apply  for- 
ceps in  less  than  one  per  cent  of  patients. 

forceps  of  necessity 

If  the  conditions  are  not  met— if  the  mem- 
branes are  not  ruptured  or  if  the  head  is  not 
showing  through  the  vulva  for  a silver  dollar’s 
worth,  we  are  dealing  with  forceps  of  necessity 
and  here,  I think,  we  must  talk  about  other 
factors.  We  must  be  sure,  when  we  perform  “for- 
ceps of  necessity,”  that  there  is  no  basic  dispro- 
portion and  that  the  baby  can  be  born  vaginally. 
We  no  longer  do  a pelvic  application  of  for- 
ceps, preferring  a cephalic  application,  with  the 
blades  on  the  sides  of  the  fetal  head.  It  goes 
without  saying  that  the  membranes  should  be 
ruptured,  although  it  is  possible  to  get  the  head 
out  with  membranes  intact. 
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There  is  much  discussion  today,  about  the 
bladder  and  bowel  being  empty.  I like  to  have 
the  bowel  empty  simply  because  things  are  messy 
if  it  isn’t. 

The  child  should  be  alive  and  viable.  What  is 
the  use  of  doing  a difficult  mid  forceps  operation 
if  the  child  is  dead?  It  is  much  simpler  to 
perforate  the  head  after  which  extraction  be- 
comes relatively  easy. 

indications 

What  are  the  indications  for  use  of  forceps? 
Some  of  them  are  nebulous  sorts  of  things  such 
as  maternal  exhaustion  or  intercurrent  disease. 

If  a woman  has  heart  disease,  it  is  possible  to 
cut  short  the  second  stage  of  labor;  and  I think 
it  should  be  done.  We  must  not,  however,  impose 
on  her  a devastating  and  debilitating  procedure 
just  in  order  to  do  a forceps  operation. 

An  indication  should  be  objective  and  definite. 
Arrest  in  second  stage,  is  definite,  if  we  define 
it  in  terms  of  time  and  cervical  dilation.  There 
are  those  who  would  insist  that  you  do  not 
not  interfere  until  after  a great  many  hours  in 
second  stage.  I,  personally,  would  not  allow  any 
woman  to  go  beyond  a couple  of  hours  in  second 
stage  of  labor  without  interference.  It  is  gen- 
eral application  of  this  principle  that  has  re- 
duced, or  at  least  altered,  the  incidence  of  vesico- 
vaginal fistula.  In  days  gone  by,  there  yvas  a 
high  incidence  of  necrosis  of  the  bladder  when 
the  head  was  allowed  to  remain  in  the  vagina 
for  long  periods  of  time.  This  has  largely  disap- 
peared, I think,  as  a result  of  correct  use  of 
forceps. 

Distress  of  the  infant  is  often  listed  as  an 
indication.  I’m  not  sure  that  I know  what  fetal 
distress  is.  Infants  are  distressed  sometimes.  In 
certain  diseases,  infants  die  in  utero.  We  know 
that  sometimes  the  extra-uterine  climate  is  better 
than  the  intra-uterine,  but  how  one  recognizes 
necessity  to  change  the  infant’s  climate  is  a 
totally  different  matter.  Investigators  are  spend- 
ing lots  of  money  and  working  with  lots  of 
gadgets  trying  to  find  out  something  about  it. 
Maybe  they  will  some  day. 


Prolapsed  cord  is,  of  course,  a positive  indi- 
cation to  do  something.  If  the  cervix  is  undilated, 
the  attack  is  abdominal.  With  the  cervix  at  seven 
or  eight  centimeters  and  descent  to  the  mid 
pelvis,  or  below  the  interischial  line,  delivery 
by  forceps  is  preferrable. 

Finally  I can’t  close  this  discussion  without 
some  mention  of  the  Malmstrom  vacuum  extract- 
or. We  bought  one  of  these  gadgets,  and  have 
used  it,  but  we  see  absolutely  nothing  in  the  in- 
strument that  would  make  it  superior  to  the  con- 
ventional obstetric  forceps.  For  one  thing,  it  is  not 
a rotator.  For  another,  its  use  as  a dilator  violates 
one  of  the  basic  principles  established  for  use 
of  forceps.  Unfortunately  this  is  a common  use 
of  the  extractor.  The  extractor  is  put  through 
the  undilated  cervix.  Force  is  then  applied  inter- 
mittently, with  labor  pains,  or  a weight  is  hung 
on  it  in  order  to  give  what  is  called  “help”  to 
the  cervix  in  dilating.  I think  this  extractor  is 
being  used  less  and  less  throughout  the  nation 
than  it  was  when  it  was  first  introduced  a 
little  while  ago.  There  are  still  enthusiasts  and 
advocates,  but  I think  the  enthusiasm  is  waning* 
1853  W.  Polk  St.  (60612) 

abstracto 

Los  forceps  obstetricos  ban  sido  parte  de  la 
prdctica  de  la  obstetricia  desde  que  se  dieron  a 
conocer  a la  profesion  in  1721.  Solo  tres  ino- 
vaciones  se  han  anadido  desde  que  el  instrumento 
se  hizo;  la  curva  pelvica,  la  traccion  axial  y la 
rotacion  de  la  oja  anterior  dentro  de  el  litero.  En 
la  aplicacion  de  forceps  por  eleccion  la  cabeza 
debe  de  disteiider  la  vulva  al  tamano  de  una 
moneda  de  cincuenta  centavos  o mas.  Si  las 
membranas  no  han  sido  rotas  o la  vulva  no  ha 
sido  distendida,  estamos  entonces  tratando  con 
una  operacion  de  forceps  de  necesidad.  Existen 
dos  leyes  bdsicas  para  la  aplicacion  de  forceps: 
Mientras  mas  alt  a la  toma  dentro  de  la  pelvis, 
mas  alta  la  morbilidad  y la  mortalidad,  y si  se 
interviene  antes  de  una  complete  dilatacion  y 
retraccion  del  cuelo  uterino  sube  la  morbilidad 
y mortalidad  a la  proporcion  inverse  de  la 
dilatacion. 
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Medical  Management  of  Endometriosis 

BEN  M.  PECKHAM,  M.D.  Madison,  Wisconsin 

Reported  series  show  that  medical  and  surgical  treatment  of  endo- 
metriosis may  give  about  the  same  results  in  recurrence  rates  and  in  pregnancies 
achieved  after  treatment  although  interpretation  of  statistics  is  very  difficult. 
The  important  comparison  is  between  conservative  surgery  aimed  at  preserva- 
tion of  childbearing  and  the  medical  approach  to  the  same  situation.  Total 
surgery  ends  the  disease  and  also  the  ability  to  conceive.  Surgery  is  used  if  there 
is  any  doubt  about  diagnosis,  if  infertility  is  the  main  consideration  and  time 
is  short,  or  if  total  surgery  is  indicated  by  age  or  parity.  Medical  treatment 
is  preferred  for  young,  unmarried  women,  when  delay  is  indicated,  or  to 
prepare  the  patient  for  conservative  surgery. 


In  discussing  endometriosis,  it’s  important  to 
start  with  definitions.  All  of  us  who  open  the 
abdomen  regularly  are  used  to  seeing  minute 
lesions  of  which  we  had  no  suspicion,  that  had 
never  caused  the  patient  a day  of  concern  and 
never  would.  This  is  not  the  disease  I should 
like  to  discuss.  I shall  discuss,  rather,  the  disease 
that  is  clinically  obvious,  generally  symptomatic, 
and  a real  clinical  problem. 

I’m  not  going  to  dwell  at  length  on  history, 
except  to  say  that  the  medical  treatment  of 
endometriosis  is  anything  but  news.  Stilbestrol 
was  first  proposed  in  1948  and  it  did  cause 
regression  of  these  lesions.  Subsequent  to  this, 
methyl-testosterone  was  widely  used,  particu- 
larly in  the  South  and  East.  It  proved  likewise 
to  be  useful  in  control  of  symptoms  and,  to  some 
degree,  the  lesions  of  this  disease.  There  was 
the  additional  benefit  that  the  patient  could  and 
did  conceive  while  on  this  therapy. 

I think  this  method  of  treatment  has  been 
largely  given  up  because  in  the  dosages  pre- 
scribed, from  0.5  to  as  high  as  15  mg  of  methyl- 
testosterone  daily,  a fair  percentage  of  patients 
showed  masculinization.  I’m  sure,  though  I have 
never  seen  it  in  print,  that  female  fetuses  con- 
ceived under  these  circumstances  required,  on 
occasion,  corrective  surgery  for  changes  that 
might  well,  and  I’m  sure  did  occur  in  some 
instances. 

Prepared  from  tape  recording  made  during  discussion  as 
part  of  a Postgraduate  Course  in  Obstetrics  and  Gynecol- 
ogy at  the  University  of  Washington  School  of  Medicine, 
December  5-6,  1963. 

Dr.  Peckham  did  not  have  opportunity  to  make  correc- 
tions on  this  version  of  the  material  he  presented. 

Dr.  Peckham  is  Professor  and  Chairman  of  Obstetrics 
and  Gynecology,  University  of  Wisconsin  Medical  School. 
Madison,  Wisconsin. 


Most  of  us  today  think  about  progesterone 
when  we  think  about  medical  therapy  of  endo- 
metriosis. Enovid  or  Lutein  or  drugs  such  as 
Proluton  or  Depo-Provera  were  widely  used  for 
the  management  of  this  condition.  I don’t  think 
anybody  believes  now  that  it  is  necessary  to  go 
to  the  lengths,  dosage  wise,  that  were  originally 
proposed.  The  continuous,  extremely  high  level 
therapy  said  to  mimic  pregnancy  certainly  is,  I 
believe,  now  obsolete. 

In  considering  medical  therapy  and  its  approp- 
riateness one  will  naturally  begin  by  an  exam- 
ination of  what  it  can  really  do  in  patients  with 
this  disease  unequivocally  diagnosed.  I have 
taken  the  liberty  of  quoting  some  of  the  recent 
literature  relative  to  proven  patients  with  endo- 
metriosis, proven  either  by  colpotomv  or  euldo- 
scopy. 

Riva,  in  1962,  reported  complete  relief  in  69 
per  cent,  improvement  in  17  per  cent,  and 
finally  failure  in  14  per  cent.  Of  the  19  patients 
who  failed,  there  were  six  who  improved  after 
continuing  therapy.  This  meant  visible  regres- 
sion and  reduction  to  complete  absence  of  symp- 
toms. Kistner,  in  the  same  year,  reported  sup- 
pression by  Enovid,  Norlutin  and  Delalutin,  in 
56  patients,  with  satisfactory  results  in  79  per 
cent  and  unsatisfactory  in  21  per  cent.  Grant, 
reporting  from  Australia,  had  good  residts  in  85 
per  cent  and  failure  in  15. 

With  what  are  we  comparing  this?  Another 
paper  in  this  symposium  discusses  surgical  mat- 
ters, and  it  would  be  natural  to  feel  that  this  now 
becomes  a matter  of  selection— surgery  versus 
medical  therapy.  But  I don’t  think  that  this  is 
quite  that  clear-cut  a distinction.  For  if  we  were 
now  to  compare  the  results  of  complete  surgery, 
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of  abdominal  total  hysterectomy,  and  bilateral 
salpingo-oophorectomy,  we  wouldn’t  have  to  go 
through  any  series  of  patients  to  determine  the 
results  under  these  circumstances.  If  one  ex- 
cludes the  surgical  mortality,  they  are  100  per 
cent  cured,  so  why  medical  therapy? 

Quite  obviously  the  gain  to  be  achieved  in 
medical  therapy  is  preservation  of  the  possibility 
for  childbearing.  And  I should  like  to  get  to  the 
real  nub  of  the  problem,  which  is,  not  complete 
surgery  versus  medical  therapy,  but  really  con- 
servative surgery,  aimed  at  preservation  of  child- 
bearing, in  comparison  with  the  medical  approach 
to  the  same  situation. 

This  resolves  itself  into  two  facets  really.  One 
is  the  recurrence,  requiring  continued  or  fur- 
ther therapy;  the  other  is  the  response  relative 
to  fertility  and  conception.  While  it  is  true  that 
the  majority  of  patients  with  severe  clinical 
endometriosis  are  not  fertility  problems,  a sizable 
number,  say  25  per  cent,  of  such  patients  will 
generally  be  found  to  have  as  one  of  their  chief 
complaints,  the  inability  to  conceive. 

recurrence 

Evaluation  of  methods,  1 assure  you,  gets  to 
be  a very  difficult  process.  The  statistics  avail- 
able to  us  in  the  literature  are  anything  but 
clear.  Riva’s  series  of  76  and  Kistner’s  of  53 
showed  recurrence  rates  of  11.8  per  cent  and 
13.2  per  cent  respectively. 

Now  what  does  this  mean?  These  figures  have 
to  be  interpreted  with  a great  care  because 
quite  obviously  the  medical  therapy  has  not  been 
available  long  enough,  nor  have  these  patients 
been  followed  long  enough  to  determine  what 
the  actual,  absolute  recurrence  rate  will  be.  At 
the  writing  they  were  still  free  from  symptoms 
and  possibly  lesions  as  well.  This  must  be  con- 
sidered a strictly  minimum  estimate.  In  the 
younger  age  group,  in  particular  in  those  who 
are  treated  before  the  age  of  30  or  32,  the  re- 
currence rate  may  approach  90  per  cent  with 
sufficient  time. 

What  about  conservative  surgery?  Statistics 
are  available  in  the  literature.  Scott  and  TeLinde, 
in  all  their  communications,  found  a recurrence 
rate  after  conservative  surgery  of  15.6  per  cent. 
Now,  Scott  and  Burt,  in  Cleveland,  came  up  with 
the  fantastic  figure  of  2.7  per  cent.  Finally,  Mc- 
Coy and  Bradford,  who  published  in  Novem- 
ber, 1963,  record  13  of  60  with  a follow-up  of 
one  to  fifteen  years,  or  22  per  cent  recurrence, 


which  to  me  is  a much  more  reasonable  figure. 
But  now  let’s  consider  these  statistics  for  a 
minute,  and  what,  they  really  mean,  because  I 
don’t  think  these  reflect  a reasonable  picture  of 
the  facts. 

I would  wager  that  the  diagnosis  of  endo- 
metriosis in  the  Scott  and  Burt  cases  was  con- 
firmed at  surgery  and  in  the  pathology'  labora- 
tory without  consideration  of  extent  of  the  dis- 
ease. Also  a very'  large  percentage  of  the  patients 
had  asynnptomatic  and  probably  quite  incon- 
sequential disease  because  this  has  been  any- 
thing but  my  experience.  While  I have  not  had 
vast  numbers  of  patients,  and  am  in  no  position 
to  report  a lengthy  series,  the  few  patients  who 
have  really  had  significant  disease,  in  whom  I 
have  done  conservative  surgery,  have  recur- 
rence rates  far  in  excess  of  either  of  these  fig- 
ures, certainly  much  closer  to  Bradford’s  22  per 
cent.  It  was  interesting  in  his  13  recurrences  out 
of  60,  that  5 recurred  in  the  first  year,  which 
is  my  personal  experience  for  the  extensive  cases. 
The  errors  and  estimations  in  the  medical  series, 
prettyr  much  nullify  any  advantage  and,  in  the 
results,  suggest  to  me  that  the  recurrence  rate 
with  both  methods  of  therapy,  conservative  sur- 
gery' and  medical  therapy,  are  very  similar— high 
in  both  instances. 

conception  after  treatment 

What  about  pregnancies?  Again  we  have  a 
terrible  time  interpreting  these  figures.  In  Riva’s 
series,  11  of  76,  or  14  per  cent,  became  pregnant 
after  this  therapeutic  regimen.  And  he  says  that 
8 of  the  76  patients  weren’t  fertile.  But  he  doesn’t 
tell  you  whether  this  8,  all  were  in  the  11,  or 
whether  unfortunately  all  8 were  in  the  76  who 
did  not  conceive.  So  one  is  at  a loss  to  interpret 
these  beyond  saying  that  after  medical  therapy, 
people  can  get  pregnant.  And  we  knew  that 
before  we  read  the  paper. 

What  about  Kistner’s?  He’s  a little  bit  less 
specific.  He  said  38  were  trying.  I don’t  know 
what  that  means  so  I don't  know  if  any  of 
these  were  fertile,  but  I presume  a few  of  them 
were  anyway.  So,  again  the  figure  is  difficult  to 
interpret,  to  say  the  least.  Grant,  who  you’ll 
remember  used  the  cycle  therapy,  found  that  5 
of  30  or  17  per  cent  conceived.  He  was  a bit 
more  specific.  Most  of  these  were  infertility 
problems  to  judge  by  his  contribution. 

What  about  the  surgical  situation?  Pregnancy 
after  surgical  therapy7  occurs,  if  you  believe  in 
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statistics,  much  more  frequently.  I must  confess 
that  I have  not  gone  back  many  years  to  gain 
what  I have  used  in  this  paper.  I don’t  really 
think  it  is  worthwhile  for  the  reasons  that  should 
become  clear  as  I discuss  these  statistics.  Beauti- 
ful figures  have  been  published:  In  McCoy  and 
Bradford’s  recent  presentation,  24  of  60,  in  other 
words,  40  per  cent,  conceived.  In  these  series 
there  was  no  real  attempt  to  determine  what 
the  infertility  rate  was  before  surgery  so  it’s 
difficult  to  tell  what  this  means  except  that  if 
you  look  at  these  as  crude  figures  and  compare 
with  the  crude  figures  from  Biva  and  Kistner, 
you  will  see  that  they  are  uniformly  better. 

Does  this  really  mean  that  conservative  sur- 
gery has  it  all  over  medical  therapy  when  it 
comes  to  conception?  I’m  not  at  all  sure  that  it 
does.  Because,  in  selecting  the  patients  for  con- 
servative therapy  it  must  be  remembered  that 
they  were  selected  on  the  basis  of  what  the 
surgeon  thought  he  could  do.  And  this  means 
that  in  a large  percentage  of  the  very  severe 
cases  the  surgeon  threw  up  his  hands  and  said, 
“My  God,  she’s  had  it,  so  clean  her  out”— so  out 
go  the  tough  ones. 

This  doesn’t  happen  with  medical  therapy. 
It  treats  them  all,  with  certain  exceptions  that 
I’ll  allude  to  later.  If  you  are  going  to  do  medical 
therapy,  you  are  treating  the  tough  ones  with 
the  easy  ones,  so  to  speak,  whereas,  in  surgical 
therapy,  it  is  very  likely  that  many  of  the  tough 
ones  are  given  the  complete  treatment  and  that’s 
the  end  of  the  disease.  That’s  also  the  end  of 
the  ability  to  conceive.  McCoy  and  Bradford, 
who  obtained  a 40  per  cent  success  rate,  if  you 
wish  to  look  at  it  this  way,  were  much  more 
specific  than  the  previous  author  and  it  turns 
out  that  all  24  of  the  patients  who  were  recorded 
as  infertile  and  also  conceived  following  sur- 
gery had  been  infertile  for  at  least  five  years, 
so  that  I’m  inclined  to  view  their  40  per  cent 
a much  more  reliable  figure  than  the  average. 
They  too  would,  of  course,  fall  into  the  difficulty 
of  excluding  the  worst  forms  as  hopeless  and 
thereby  treating  them  completely  and  taking 
them  out  of  this  sort  of  a series. 

testosterone 

What  about  methyl-testosterone  just  in  pass- 
ing? Creadich  reported  20  per  cent  success  while 
Preston  and  Campbell  show  60  per  cent.  McPhail 
also  reported  60  per  cent.  These  figures  are 
surprisingly  good.  I think  this  is  what  led  to 


real  enthusiasm.  On  the  other  hand,  you  don’t 
hear  much  about  it  anymore  and  I never  saw 
a series  reported  with  the  outcome  of  the  female 
fetuses  indicated.  I would  be  very  reluctant  to 
treat  patients  long  term  with  considerable  dosage 
of  methyl-testosterone  while  they  were  trying, 
and  perhaps  successfully  conceiving,  as  these 
authors  report.  I would  be  concerned  about  the 
outcome  of  the  fetus,  to  say  nothing  of  the  minor 
or  even  major  masculinization  that  accrues  to 
the  mother,  in  some  instances. 

From  the  standpoint  of  pregnancy  subsequent 
to  the  medical  or  conservative  surgical  therapy, 
you  have  to  go  by  the  statistics,  such  as  they 
are.  I’d  say  surgery  had  a mild  edge,  but  it’s  a 
very  difficult  edge  to  interpret  with  any  accur- 
acy. 

criteria 

So,  what  should  we  do  about  medical  therapy? 
When  is  it  appropriate  and  when  do  I use  it? 
I’ve  tried  to  think  of  an  appropriate  way  to 
present  this  and,  much  as  I hate  negative  pres- 
entation, it  is  the  best  way  that  I’ve  been  able 
to  come  up  with  in  order  to  offer  a concise 
explanation  of  when  we  use  medical  therapy 
and  where  we  think  it’s  appropriate.  I use  medi- 
cal therapy  unless  there  is:  1.— doubt  as  to  the 
diagnosis,  2.— infertility  is  primary  and  time  is 
short,  or,  3.— age  and  parity  suggest  complete 
surgery. 

To  my  way  of  thinking,  medical  therapy  is 
contraindicated,  when  you  are  not  certain  of 
the  diagnosis.  And  the  time  that  you  are  least 
certain  of  the  diagnosis  is  when  there  is  a large 
adnexal  mass,  or  with  endometrioma  which  is 
stuck,  which  will  frequently  preclude  satisfactory 
colpotomy  or  culdoscopy  and  which  can  easily 
be  confused  with  a malignancy. 

Where  infertility  is  a primary  problem,  and 
the  time  is  short,  the  patient  is  in  her  late  20’s 
or  early  30’s,  one  is  reluctant  to  put  her  on 
months  to  say  nothing  of  possible  years  of  ther- 
apy, with  the  hope  of  getting  her  into  shape  to 
finally  conceive.  It  seems  to  me  under  these 
conditions  to  be  more  appropriate  to  attack 
the  problem  with  dispatch.  There  is  something 
to  be  said,  however,  for  the  patient  who  has 
extensive  disease  and  whom  you  anticipate  be- 
ing required  to  clean  out  if  you  do  go  in. 

Finally,  the  patient  who  has  had  her  children, 
and  where  infertility  certainly  is  no  problem,  is 
a poor  candidate  for  a long,  time  consuming 
and  sometimes  very  uncomfortable  regimen  of 
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therapy.  She  might  more  appropriately  be 
treated  by  prompt  surgery. 

Medical  therapy  is  most  valuable  in:  1.— 
young,  unmarried  women  and,  2.— in  prepara- 
tion for  conservative  surgery  when  disease  is 
extensive.  I think  the  area  where  medical  ther- 
apy is  by  far  the  most  appropriate  is  in  the 
young  unmarried  woman.  To  this  patient,  you 
can’t  very  well  say,  “Madam,  infertility  is  a 
problem,  you  better  go  right  downtown  and 
get  pregnant."  It’s  just  not  appropriate  to  our 
society  even  though  it  seems  to  happen  regularly 
enough  in  most  communities.  For  the  purposes 
of  procrastination,  medical  therapy  is  extremely 
valuable  and  in  the  85  per  cent  success  rate 
it’s  extremely  effective. 

Preparation  for  conservative  surgery  when  the 
disease  is  extensive,  but  the  diagnosis  is  certain, 
seems  likewise,  to  me  to  be  a valuable  indica- 
tion. I have  been  impressed  in  a few  cases,  that 
what  seemed  to  me  to  be  very  extensive  dis- 
ease was  reduced  in  a significant  degree  by  a 
period  of  four  months  of  medical  therapy  prior 
to  actual  attack  on  the  disease.  Definitive  ther- 
apy could  then  be  successfully  completed, 
whereas,  if  the  problem  had  been  attacked  pri- 
marily it  might  have  gone  to  so-called  comple- 
tion, or  therapy  which  would  not  permit  future 
childbearing. 


summary 

Medical  therapy  isn't  new  and  it  certainly 
isn’t  a complete  answer.  I think  that  with  ap- 
propriate selection,  it  becomes  a very  valuable 
adjunct.  We  are  using  it  with  enthusiasm,  par- 
ticularly in  young  unmarried  women.  ■ 
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abstracto 

La  serie  reportada  aqui  demuestra  que  el 
tratamiento  medico  y quirurgico  de  la  endo- 
metriosis puede  dar  alrededor  de  los  mismos 
resultados  en  incidencia  de  recurrencias  y en 
embarazos  alcanzados  despues  de  tratamiento , 
aunque  la  interpretacion  de  las  estadisticas  es 
muty  dificil.  La  comparacion  import  ante  es  entre 
la  cirugia  conservadora,  dirigida  a la  conserva- 
cion  de  la  fertilidad,  y el  tratamiento  medico 
de  la  misma  situacion.  La  cirugia  total  termina 
la  enfermedad  y tambien  la  capacidad  de  con- 
cebir.  La  cirugia  se  usa  si  hay  alguna  duda 
acerca  del  diagnostico,  si  la  infertilidad  es  la 
principal  consideracion  y el  tiempo  es  corto,  o 
si  la  cirugia  total  estd  indicada  por  la  edad  o 
pariedad.  El  tratamiento  medico  es  preferido  en 
mujeres  jovenes,  solteras,  cuando  la  espera  estd 
indicada  o como  preparacion  de  la  paciente  para 
la  cirugia  conservadora. 


MEDICAL  INTERDEPENDENCE 

Veterinary  medical  research  is  in  great  need  of  strengthening  and  enlargement 
to  keep  pace  with  today’s  requirements  for  better  knowledge  of  the  mechanisms  of 
infection,  immunity,  tolerance  and  the  perfection  of  techniques  of  diagnosis  and 
treatment. 

The  flow  of  communication  between  veterinary  medicine  and  human  medicine 
must  be  maintained  and  strengthened.  The  fundamental  principles  of  diseases  and 
their  transmission  are  the  same  in  man  as  in  other  animals.  The  veterinarian  and  the 
physician  each  has  his  professional  task  to  perform  but  neither  can  do  a complete 
job  without  the  help  of  the  other  if  we  may  presume  in  the  future  a healthier  and 
more  productive  life  for  both  man  and  animals. 

M.  R.  Clarkson,  D.V.M., 

AVMA  President,  before  the  Institute  on  Occupational  Disease  Acquired 
from  Animals,  University  of  Michigan,  January  9,  1964 
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Surgical  Treatment  of  Endometriosis 

RICHARD  E.  SYMMONDS,  M.D.  Rochester,  Minnesota 


Endometriosis  causing  symptoms  after  childbearing  is  completed  should  be 
treated  by  total  abdominal  hysterectomy  and  bilateral  salpingo-oophorectomy. 
Mild  symptoms  may  not  indicate  operation,  unless  associated  with  other  condi- 
tions demanding  surgery.  Operation  is  employed  to  relieve  pain,  correct  men- 
strual abnormalities,  or  enhance  fertility.  Conservative  surgery  in  younger  pa- 
tients desiring  children  was  successful  in  36  per  cent. 


The  purposes  of  treating  endometriosis  are:  re- 
lief of  pain,  correction  of  menstrual  abnormali- 
ties, and  preservation  or  improvement  of  fer- 
tility. Obviously,  the  quickest,  most  effective 
way  of  accomplishing  the  first  two  objectives  is 
by  hysterectomy  or  hysterectomy-oophorectomy. 
It  is  the  third  objective,  the  improvement  or 
preservation  of  fertility,  that  makes  the  treat- 
ment of  endometriosis  difficult  and  also  pro- 
vides some  controversy.  Much  has  been  said  and 
written  in  recent  years  regarding  endocrine 
management  of  endometriosis.  Dr.  Peckham  has 
summarized  this  aspect  of  the  subject  unusually 
well. 

I’ve  not  been  overly  enthusiastic  about  endo- 
crine management  despite  the  overly  enthusias- 
tic literature.  Admittedly,  my  opinion  is  a biased 
one.  As  a surgeon  who  is  asked  to  see  only  those 
patients  who  have  had  unsuccessful  medical 
management,  and  since  I’m  a very  poor  endocri- 
nologist ( and  have  never  been  real  sure  that  any 
of  the  hormones  are  here  to  stay)— I’m  not  quali- 
fied to  judge  the  efficacy  of  endocrine  therapy. 
Nevertheless,  I will  say  that  it  has  been  my  im- 
pression that  endocrine  management  shovdd  be 
reserved  for  the  young  patient  with  proven  en- 
dometriosis—the  symptomatic  infertile  patient 
who  has  not  completed  childbearing.  For  the 
symptomatic  patient  who  has  completed  her 
family,  almost  regardless  of  age,  I think  hyster- 
ectomy is  the  treatment  of  choice. 

Prepared  from  tape  recording  made  during  discussion 
as  part  of  a Postgraduate  Course  in  Obstetrics  and  Gyne- 
cology at  the  University  of  Washington  School  of  Medi- 
cine, December  5-6,  1963  and  edited  by  the  author. 

Dr.  Symmonds  is  Assistant  Professor  of  Obstetrics  and 
Gynecology.  The  Mayo  Foundation,  University  of  Minne- 
sota Graduate  School  of  Medicine,  Rochester,  Minnesota. 


accurate  diagnosis  essential 

As  a result  of  several  experiences  in  recent 
years,  I would  initially  like  to  emphasize  the 
necessity  for  an  accurate  tissue  diagnosis.  In 
the  past  year,  I’ve  seen  two  young  patients,  one 
with  ovarian  carcinomatosis  and  another  with  a 
stage  3 carcinoma  of  the  endocervix,  both  of 
whom  had  completed  six-month  courses  of  Eno- 
vid  therapy  for  presumed  endometriosis.  As  a 
result  of  not  obtaining  a tissue  diagnosis,  we 
have  found  in  patients  referred  to  us  that  induc- 
ed pseudopregnancy  has  been  used  with  some 
frequency  in  the  management  of  pseudoendome- 
triosis. 

Needle  biopsies  of  cul-de-sac  masses,  culdos- 
copy,  culdotomy  for  biopsies,  even  abdominal 
exploration,  represent  very  simple,  safe  diag- 
nostic procedures.  Obviously,  one  wouldn’t  do 
a culdoscopy  in  the  presence  of  a fixed,  frozen 
cul-de-sac  but  one  can  still  do  a culdotomy. 
Even  if  the  cul-de-sac  can’t  be  entered,  the 
endometriotic  nodule  can  be  identified  and  suf- 
ficient tissue  obtained  for  a diagnosis,  a matter 
of  considerable  importance  before  one  embarks 
upon  a prolonged,  troublesome  and  expensive 
course  of  hormone  therapy. 

Endometriosis  occurs  with  greatest  frequency, 
as  you  all  know,  on  the  back  of  the  uterus,  in 
the  cul-de-sac,  on  the  tubes  and  ovaries  and 
sigmoid,  in  fact,  any  place  on  the  peritonial 
surfaces  below  the  level  of  the  umbilicus.  I men- 
tion this  only  to  emphasize  that  when  one  op- 
erates for  endometriosis,  all  of  these  areas  should 
be  inspected  and  an  effort  made  to  eradicate 
all  existing  disease. 

Of  our  operative  patients  with  endometriosis, 
all  of  whom  had  significant  clinical  endometrio- 
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Table  1 

Clinically  Significant  Postpmenopausal 
Endometriosis 
1945  - 1958 

136  Patients  with  Postmenopausal  Endometriosis 

Total 


Endometriosis 

Proved 

Proved  + U nprov< 
No.  % 

No. 

% 

Symptomatic 

4 

3 

9 7 

Asymptomatic,  but 
physical  findings 
prompted  operation 
for  endometriosis 

5 

4 

9 7 

Subtotal 

9 

1 

18  13 

Asymptomatic, 
encountered  at 
operation  for 
other  conditions 

15 

11 

21  15 

Total, 

clinically 

significant 

24 

18 

39  29 

sis,  almost  80  per  cent  are  in  the  30  to  50  age 
bracket  with  their  childbearing  completed.  Sur- 
gical treatment  in  this  group  presents  no  great 
problem,  as  a rule.  In  the  past,  about  six  per 
cent  of  our  patients  operated  for  endometriosis 
have  been  less  than  30,  and  many  of  them  had 
very  extensive  endometriosis.  At  the  present  time 
we  are  operating  on  more  and  more  of  these 
young  individuals,  preferably  in  the  earlier  stages 
of  the  disease,  in  an  endeavor  to  preserve  or  to 
improve  their  fertility. 


postmenopausal  endometriosis 

In  another  six  per  cent  of  our  operated  pa- 
tients, the  endometriosis  occurred  after  meno- 
pause. It  is  generally  presumed  by  most  of  us 
that  endometriosis  becomes  atrophic  and  disap- 
pears following  the  menopause,  but  this  isn’t 
always  true.  Dr.  Kempers  and  1 have  analyzed 
a group  of  136  patients  found  to  have  endo- 
metriosis following  menopause,  (Table  1).  In 
39  of  the  136,  the  endometriosis  was  of  clinical 
significance.  In  the  remainder,  the  endometriosis 
had  been  encountered  at  the  time  of  abdominal 
operation  for  other  problems.  Nine  were  symto- 
matic  in  that  they  had  large  pelvic  masses  pro- 
ductive of  symptoms.  Two  of  the  nine,  many 
years  after  menopause,  had  small  bowel  obstruc- 
tion as  a result  of  endometriosis.  Another  had 
almost  complete  sigmoid  obstruction.  Nine  of  the 
group  were  asymptomatic,  but  thay  had  ovarian 
masses  that  made  it  difficult  to  exclude  malig- 
nancy. Thus,  18  really  had  significant  disease.  In 
another  group  of  21  postmenopausal  women  who 
also  had  carcinoma  of  the  colon,  uterus  or  ovary, 
the  presence  of  endometriosis  gave  an  erroneous 
clinical  impression  that  the  malignancy  was  quite 


extensive.  In  addition,  the  endometriosis  made 
the  operative  procedure  considerably  more  dif- 
ficult. 

The  extent  of  the  surgery  required  for  post- 
menopausal endometriosis  obviously  depends 
upon  the  extent  of  the  disease  and  the  structures 
involved.  Total  abdominal  hysterectomy  and  bi- 
lateral salpingo-oophorectomy  should  be  accom- 
plished. Obstructing  or  partially  obstructing 
bowel  lesion,  usually  the  result  of  fibrosis  and 
contracture  of  endometriotic  lesions  following 
the  menopause,  obviously  should  be  excised  for 
removal  of  the  nonfunctioning  ovaries  will  not 
afford  any  benefit. 

One  of  our  patients,  a 69-year-old  lady  with  a 
large  ovarian  endometrioma  that  extended  up 
under  the  costal  margin  along  with  a 25  cm 
cervical  and  broad  ligament  fibroid  serves  to 
demonstrate  the  difficulties  that  one  encounters 
with  operative  procedures  for  extensive  endome- 
triosis. In  the  presence  of  fibroids,  extensive  ad- 
hesions involving  small  bowel,  obliteration  of  the 
cul-de-sac  by  solid  fibrotic  endometriotic  im- 
plants, the  bladder,  rectosigmoid  and  ureters 
were  most  difficult  to  expose,  an  essential  step 
in  avoiding  surgical  damage.  Nevertheless,  de- 
spite such  problems  one  can  and  should  accomp- 
lish total  abdominal  hysterectomy.  I don't  con- 
sider endometriosis  to  be  adequate  justification 
for  a subtotal  hysterectomy. 

I have  had  no  experience  with  the  use  of 
preoperative  progestins  to  expedite  surgery,  as 
some  have  suggested,  but  I don’t  think  that  it  is 
really  necessary.  Using  care  to  identify  all  con- 
tiguous structures  subject  to  injury,  one  can  ac- 
complish total  hysterectomy  without  much  dif- 
ficulty.7 and  without  preoperative  preparation. 
In  addition,  I would  think  that  perhaps  the  pre- 
operative progestin  would  lead  to  uterine  en- 
largement, pelvic  congestion  and  vascularity 
that  could  make  surgery  more  rather  than  less 
difficult. 

premenopausal  endometriosis  (childbearing 
completed ) 

The  patients  from  30  to  50,  who  have  com- 
pleted their  families,  constitute  the  great  bulk 
of  patients  who  require  operation.  The  mere 
diagnosis  of  endometriosis  at  this  age  certainly 
doesn’t  indicate  the  necessity  for  surgical  manage- 
ment of  the  condition.  No  more  than  one  in  ten 
patients  with  endometriosis  will  have  sufficient 
related  symptoms  to  justify  operation.  However, 
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there  are  aneillary  conditions  commonly  asso- 
ciated with  endometriosis  that  frequently  make 
operation  necessary.  In  our  operative  patients 
with  endometriosis,  50  per  cent  have  fibroids  of 
significant  size.  A considerable  number  have 
large  ovarian  endometriomas  and  operation  is 
essential  to  exclude  malignancy.  In  addition,  al- 
most 80  per  cent  of  our  operative  patients  have 
some  menstrual  dysfunction,  either  menorrhagia, 
metrorrhagia,  or  some  of  them  a peculiar  pre- 
and  postmenstrual  muddy  brown  spotting.  Per- 
haps the  presence  of  small  fibroids,  menstrual 
dysfunction,  dysmenorrhea,  plus  a little  endo- 
metriosis, do  not  of  themselves  justify  hysterec- 
tomy. Nevertheless,  I think  many  of  these  pa- 
tients are  going  to  be  better  served  by  total 
hysterectomy  than  by  a prolonged,  perhaps 
troublesome,  course  of  expensive  endocrine  ther- 
apy requiring  repeated  visits  to  the  doctor’s 
office. 

We  have  recently  seen  a patient  with  a single 
small  cul-de-sac  nodule  involving  postvaginal 
fornix  and  rectal  wall.  Despite  the  minimal  ex- 
tent of  the  disease,  she  had  severe,  classic  symp- 
toms: dysmenorrhea,  dyspareunia,  menstrual  dys- 
function and,  in  addition,  tenesmus  and  diar- 
rhea, associated  with  her  periods.  The  minimal 
amount  of  endometriosis  in  this  case  actually  in- 
dicates one  of  the  important  aspects  in  the  clinic- 
al evaluation  of  patients  with  this  condition, 
namely,  that  there  is  little  correlation  between 
the  amount  of  endometriosis  and  the  amoimt  of 
symptomatology.  The  patient  with  a huge  ovarian 
endometrioma  very  commonly  will  have  no 
symptoms  unless  the  cyst  ruptures.  The  patient 
with  a cul-de-sac  fixed  and  frozen  by  endome- 
triosis may  have  absolutely  no  symptoms.  Con- 
versely, patients  with  one  or  two  nodules  on  the 
uterosacral  ligament  may  have  excruciating  dis- 
tress and  require  treatment. 

indications  for  operation 

Briefly,  the  most  important  indications  for  op- 
eration may  be  listed  as  follows: 

1. — Symptoms  and  palpable  lesions  increasing 
in  size  despite  medical  treatment. 

2. — Nodular,  fixed  uterus,  uterosaerals  and  pel- 
vic floor  (to  correct  dyspareunia,  to  exclude 
malignancy ) . 

3. — Fixed  ovarian  cyst,  unilateral  or  bilateral 
(to  exclude  malignancy  and  to  prevent  irrepar- 
able ovarian  destruction). 


Table  2 
Results 

Group 

Hysterectomy  Non-hysterectomy 


(40  Patients) 

(39  Patients) 

Subsequent  treatment 

Surgical  1 

13 

Non-surgical  1 

2 

Women  pregnant,  no. 

14 

Pregnancies,  no. 

31° 

*Five  spontaneous  abortions 


4. — Infertility,  primary  or  secondary,  with  his- 
tory or  pelvic  findings  suggesting  endometriosis. 

5. — Cyclic  tenesmus,  obstructive  symptoms  or 
progressive,  acquired  dysmenorrhea  (especially 
age  25  plus). 

6. — Endometriosis:  vagina,  vulva,  perineum, 
umbilicus,  incisional. 

7. — Acute  abdomen  with  ruptured  endometri- 
oma. 

In  final  analysis,  the  primary  indication  for 
surgery  will  depend  on  the  location  and  the  ex- 
tent of  the  endometriosis  and  its  relationship  to 
the  symptoms  that  are  produced.  This  would  be 
true  almost  regardless  of  the  patient’s  age.  The 
aim  of  modem  surgery  should  be  not  only  the 
corrections  of  symptoms  and  improvement  of 
fertility  but  the  preservation  of  ovarian  function. 

Beecham,  Counsellor  and  many  others  have 
noted  the  rather  remarkable  regression  of  resi- 
dual endometriosis  that  will  follow  hysterectomy 
even  though  ovarian  tissue  is  preserved.  Cash- 
man,  as  long  ago  as  1946,  recorded  80  patients 
with  endometriosis  upon  whom  he  had  accom- 
plished a hysterectomy,  leaving  ovaries  in  place. 
None  of  these  patients  required  additional  surg- 
ery and  they  continued  to  enjoy  good  ovarian 
function.  With  Dr.  Sheets,  I have  recently  re- 
ported a similar  group  of  our  patients,  79  in 
number,  (Table  2).  All  of  them  had  extensive 
endometriosis.  All  of  them  now  have  been  fol- 
lowed five  or  more  years.  Only  one  hysterecto- 
mized patient  has  required  additional  treatment 
for  endometriosis  and  this  was  non-surgical  treat- 
ment. She  developed  an  endometrioma  in  the 
vaginal  vault  that  was  treated  by  a radium 
plaque.  Another  patient  subsequently  required 
surgery  for  bowel  obstruction,  unrelated  to  endo- 
metriosis. The  most  important  symptoms  pro- 
duced by  endometriosis  are  dysmenorrhea,  dys- 
pareunia and  menstrual  dysfunction.  Hyster- 
ectomy alone  will  correct  all  three,  and  this  is 
true  even  though  ovarian  function  has  been  pre- 
served. 


137 

Northwest  Medicine,  February  1965 


We  now  have  things  shucked  right  down  to  the 
cob— the  only  group  of  patients  that  really  pre- 
sents a difficult  therapeutic  problem,  is  the 
young  patients  with  endometriosis  where  it  is 
important  to  preserve  childbearing  functions.  In 
our  recent  study  there  were  39  in  this  category; 
36  of  the  39  were  infertile.  They  had  conserva- 
tive operative  procedures,  preserving  the  uterus, 
tubes  and  ovaries.  Fourteen,  or  39  per  cent,  of 
the  36  became  pregnant,  encouraging  results  al- 
though certainly  not  as  favorable  as  some  re- 
ported recently.  Pregnancy,  if  it  is  to  occur,  does 
so  fairly  promptly,  usually  in  less  than  12  months. 
For  this  reason  I think  it's  probably  wrong  to 
use  postoperative  suppressive  endocrine  therapy, 
to  burn  out  or  to  control  any  remaining  endo- 
metriosis, as  some  have  suggested.  I think  it 
would  be  far  preferable  to  first  give  the  patient 
an  opportunity  to  get  pregnant.  If  pregnancy 
doesn’t  occur  or  if  she  develops  a recurrence  of 
symptomatic  endometriosis,  then  it  would  be  ap- 
propriate to  use  endocrine  suppressive  therapy. 

Our  re-operation  rate  following  conservative 
surgical  procedures  was  rather  disappointing. 
After  five  years  of  follow-up,  13  or  36  per  cent 
required  additional  surgery  (mostly  hysterec- 
tomy) for  their  endometriosis.  This  is  consider- 
ably higher  than  the  15  to  20  per  cent  that  most 
people  report  in  the  literature.  Perhaps  this  may 
indicate  that  we  are  not  taking  out  enough  of 
the  cul-de-sac  endometriosis,  not  cauterizing  it 
extensively  enough,  or  that  we  are  not  doing  a 
sufficient  number  of  presacral  neurectomies.  In 
the  absence  of  the  latter,  any  recurrence  perhaps 
may  be  sufficiently  symptomatic  to  require  re- 
operation. 

Infertility  is  probably  the  main  indication  for 
surgical  treatment  of  endometriosis  in  this 


younger  age  group.  Why  are  these  patients  in- 
fertile? Most  of  them  are  ovulating,  the  tubes  are 
patent,  as  a rule.  Certainly  there  are  a lot  of 
adhesions  and  scarring  with  fixations  of  tubes 
and  ovaries  which  may  interfere  with  their  mo- 
tility. Over  and  above  that,  I think  other  condi- 
tions that  we  see  with  endometriosis— the  fib- 
roids, the  menstrual  aberrations,  the  dyspareu- 
nia— somewhat  limit  the  possibility'  of  exposure 
and  contribute  to  the  infertility.  ■ 

200  First  St.  S.W. 
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abstracto 

La  endometriosis  que  causa  s'mtomas  despues 
de  el  periodo  reproductivo  ha  terminado,  dehe 
scr  tratado  por  la  histerectomia  abdominal  total 
y por  la  salpingo-oforectomia  bilateral.  Los  stn- 
tomas  ligeros  pueden  no  ser  indicacion  operatoria 
al  menor  que  esten  asociados  con  otras  altera- 
ciones  que  requieran  cirugia.  La  operacion  se 
usa  para  aliviar  el  dolor,  corregir  anomalidades 
menstruales  o aumentar  la  fertilidad.  La  cirugia 
conservadora  en  pacientes  mas  jovenes  que  des- 
eaban  hijos  fue  llecada  a cabo  con  exito  en  36 
por  ciento. 
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Nutrition  comes  in  many  tastes,  textures  and  colors 

...like  soup 


As  a physician,  you  know  that  good  nutrition  is  more  than  just  the 
nutritive  content  of  foods. ..that  appetizing  taste,  texture,  color  and 
aroma  are  extremely  important,  as  well.  And  Campbell  knows  this, 
too... that’s  why  so  much  extra  care  is  devoted  to  every  aspect  of 
nutritional  quality  in  Campbell’s  Soups. 

In  this  Vegetable  Beef  Soup,  the  finest  ingredients  are  carefully 
processed  and  blended  to  maintain,  as  much  as  possible,  the  natural 
flavor  and  nutritive  values. 

A CAMPBELL’S  SOUP  FOR  ALMOST  EVERY  PATIENT 

Most  of  Campbell’s  more  than  30  different  kinds  of  soup  contain 
a variety  of  foods  with  a wide  range  of  essential  nutrients 
that  make  them  suitable  for  almost  any  special  diet.  For  a 
high  protein  diet,  consider  our  Beef  Soup  (approx.  8.0  gm. 
of  protein  in  a 7 oz.  serving).  Bean  with  Bacon  (6.8  gm.),  or 
Chili  Beef  (6.2  gm.);  for  low-fat  diets,  there’s  Tomato,  Beef 
Noodle  and  Chicken  Vegetable  (each  less  than  2 gms.of  fat 
per  7 oz.  serving);  for  the  underweight  patient,  you  can 


suggest  Split  Pea  with  Ham  Soup  (130  calories  in  a 7 oz.  serving), 
while  Chicken  with  Rice  Soup  will  supply  satisfaction  with  fewer 
calories  (about  43  per  7 oz.  serving)  for  those  patients  who  need 
to  lose  weight. 

SOUP  IS  A FAMILIAR  FOOD 

Soup  is  a familiar  food... and  even  the  fussiest  eater  will  enjoy  the 
wholesome  goodness  of  Campbell’s  Soups.  Whether  your  patient  is 
a finicky,  indifferent  child... or  an  elderly  patient  whose  appetite 
lags... each  one  will  find  favorites  among  the  many  different  kinds 
of  Campbell’s  Soups. 

Nutritional  analyses  of  all  our  soups  are  available  for 
your  convenience  in  planning  your  patients’  diets.  For 
your  copy,  write  to  Campbell  Soup  Company,  Dept.  44, 
Camden,  New  Jersey. 

Recommend  Campbell’s  Soups  to  your  patients... and, 
of  course,  enjoy  them  yourself.  There’s  a soup  for  almost 
every  patient  and  diet.. .for  every  meal. 


Iii  moderately  severe  to  severe 
respiratory  infections 
when  staphylococci  are  suspected 


Unipen  is  recommended  primarily  for  parenteral  or  oral  therapy  of 
severe  infections  caused  by  penicillin  G-resistant  staphylococci. 

Unipen  is  also  effective  in  the  treatment  of  infections  caused  by  penicillin 
G-susceptible  staphylococci,  pneumococci  and  streptococci.* 

In  severe  or  potentially  severe  respiratory  infections,  there  is  a reluctance 
to  delay  antibiotic  treatment  pending  definitive  bacterial  diagnosis. 

Unipen,  however,  frequently  makes  it  possible  to  initiate  such  treatment 
before  the  results  of  bacterial  culture  studies  are  available,  especially  if 
staphylococci  are  suspected. 

The  rationale  for  this  use  of  Unipen  derives  from  the  wide  gram-positive 
coccal  spectrum  of  the  new  semi-synthetic  antibiotic. 


“initial  therapy’’  can  begin 
before  definitive  bacterial  diagnosis 


• Effective  against  penicillin  G-resistant  staphylo- 
cocci. 

• Effective  against  penicillin  G-susceptible  pneumo- 
cocci and  Group  A beta-hemolytic  streptococci.* 

• Highly  resistant  to  inactivation  by  staphylococcal 
penicillinase. 

• Following  intramuscular  administration,  rapidly 
appears  in  plasma,  penetrates  body  tissues  in  high 
concentration,  and  diffuses  well  into  pleural,  peri- 
cardial and  synovial  fluids. 

• Tissue  levels  greatly  prolonged  by  recirculation  of 
nafcillin  through  bile  and  reabsorption  by  gut. 

*The  physician  is  advised  to  use  penicillin  G or  V in  proved 
penicillin  G-  or  V-susceptible  infections. 


INJECTION  CAPSULES 

U.\  I PEN 


sodium  nafcillin,  Wyeth 


precis.  Indications:  UNI  PEN  is  recommended  primarily 
for  parenteral  or  oral  therapy  of  severe  or  potentially 
severe  infections  caused  by  staphylococci  resistant  to 
penicillin  G.  It  is  also  effective  against  infections  caused 
by  pneumococci,  streptococci  and  staphylococci  suscep- 
tible to  penicillin  G or  V,  although  the  physician  is  advised 
to  use  penicillin  G or  V when  these  infections  are  defi- 
nitely known  to  exist. 

Adverse  Reactions:  Like  other  penicillins,  UNIPEN  may 
produce  allergic  reactions  such  as  skin  rash  in  previously 
sensitized  or  hypersensitive  individuals.  In  rare  instances, 
acute  anaphylaxis  may  be  produced,  which  demands 
prompt  and  vigorous  treatment.  (Note:  penicillinase  is 
probably  ineffective  in  allergic  reactions.) 

Contraindications:  UNIPEN  is  not  indicated  for  minor 


or  trivial  infections. 

Important  Note:  Its  use  should  be  accompanied  by 
appropriate  bacteriologic  studies. 


Precautions:  Use  of  antibiotics  may  result  in  over-growth 
of  non-susceptible  organisms.  Exert  care  with  intravenous 
administration,  since  thrombophlebitis  has  occurred. 
Safety  for  use  in  pregnancy  has  not  been  established. 
In  localized  staphylococcal  infections,  indicated  surgical 
procedures  should  be  performed. 

Supplied:  Injection  UNIPEN  (sodium 
nafcillin),  0.5  Gm.  (500  mg.)  per  vial. 

Capsules  UNIPEN  (sodium  nafcillin), 

250  mg.,  vials  of  24. 

Wyeth  Laboratories  Philadelphia,  Pa.  19101 


Your  patients  will  say 
“The  Pain  Is  Gone” 
when  you  prescribe 

‘ EM  PI  RIN”  COM  POUN  D 
with  CODEINE  gr.l/2 


«nv 


lOO 


‘EMPIRIN’Ij 

Compound  D 

with 

Codeine  Phosphate,  No.  3 

Each  tablet  contains 

Codeine  Phosphate  (32.4  mg.)  gr.  1/2 
Warning. — May  Be  Habit  Forming 
Phenocetin  gr.  2-1/2 

Asp.rin  gr.  3-1/2 

Caffeine  { gr.  1/2 


Up  burroughs  Wellcome  & co. 

(U.S.A.)  Inc.,  Tuckohoe,  N.Y. 

— Mode  in  U.S.A.  ■— 1 


‘EMPIRIN’  COMPOUND  with  CODEINE  gr.l/2  (No.  3) 
KEEPS  THE  PROMISE  OF  PAIN  RELIEF 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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500  ViSO 


COLOR-CODED 
CABLE  AND  DIAGRAM 
VERIFY  PATIENT 
CONNECTIONS 
AT  A GLANCE 


THREE 

SENSITIVITIES 


REMOVABLE,  WASHABLE  TRAY 
HOLDS  ALL  SUPPLIES 


all  these  ECG  advantages 


now  from  Sanborn 
for  $695 


The  500  VISO  is  the  finest  cardio- 
graph Sanborn  has  ever  made,  and 
all  its  capabilities  can  be  delivered  to 
your  office  for  $695  complete  (Con- 
tinental U.  S.).  Electronic  circuitry 
and  recording  unit  in  individual  mo- 
dules — plus  numerous  refinements 
in  circuit  and  mechanical  design  — 
not  only  increase  overall  reliability 
but  yield  direct  savings  in  manufac- 
turing costs  and  assembly  time  as  well. 

You  or  your  technician  will  find  the 
500  VISO  quick  to  put  into  opera- 
tion . . . the  new  Redux  Creme  easy 
to  use  and  without  the  clean-up  prob- 
lems of  most  abrasive  paste  electro- 
lytes . . . and  the  “500’s”  chart 
tracings  sharp,  clear  and  free  from 
the  most  commonly-occurring  AC  arti- 
facts. For  complete  details,  call  your 
local  Sanborn  office  now.  Sanborn 
Company,  Waltham,  Mass.  02154 


Bellevue  Hewlett-Packard,  Neely  Sales  Division,  11656  N.  E.  8tli  Street,  (206)  454-3977 
Bellevue,  Washington  9S004 

Portland  Hewlett-Packard,  Neely  Sales  Division,  2737  S.  W.  Corbett  Ave..  (503)  22S-5107 

Portland,  Oregon  97201 
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The  discharged 
mental  patient . . . 
and  Thorazine ® 

brand  of  chlor promazine 


“The  average  practitioner  is  quite  caphble  of  handling  the  vast  majority  of  ex-institu- 
tionalized patients  by  regulation  of  medication,  reassurance,  manipulation  of  the 
environment  where  necessary , and . . . other  technics.”  Kiine,  n.s.:  Postgrad.  Med.  27:620  (May)  i960. 


The  family  physician  must  often  assume  re- 
sponsibility for  the  discharged  mental  patient. 
‘Thorazine’  can  be  a valuable  adjunct  to  the 
continuing  care  of  this  patient,  because  it  helps 
prevent  relapses  by  insulating  him  from  the  impact 
of  stressful  experiences.  For  successful  rehabilita- 
tion and  prevention  of  rehospitalization,  however, 
the  former  mental  patient— and  often  his  family— 
also  needs  the  guidance  and  counsel  of  his  physician. 

Many  physicians  are  surprised  by  the  high  doses 
of  ‘Thorazine’  used  in  patients  released  to  their 
care  from  mental  hospitals.  This  surprise  may  be 
expressed  by  a drastic  reduction  in  dosage— with 
serious  consequences  for  the  patient. 

The  successful  maintenance  of  former  mental  pa- 
tients requires  adequate,  often  “high”  dosage,  and 
often  for  prolonged  periods  of  time.  With  these 
dosages  there  is  little  likelihood  of  greater  risks. 
Continuing  therapy  is  almost  always  well  tol- 


erated, and  is  essential  to  most  patients’  continued 
well-being. 

Brief  Summary:  ‘Thorazine’  has  been  successfully  used 
for  more  than  10  years  in  the  treatment  of  mental  and 
emotional  disturbances,  and  has  proven  highly  effective 
in  the  maintenance  therapy  of  former  hospitalized  men- 
tal patients.  Contraindications:  Comatose  states  or  in 
the  presence  of  excessive  amounts  of  C.N.S.  depressants. 
Principal  side  effects:  The  most  frequently  encountered 
side  effect  is  transitory  drowsiness.  Other  occasional  side 
effects  include:  dry  mouth,  nasal  congestion,  constipa- 
tion, miosis,  dermatological  reactions,  photosensitivity, 
jaundice,  hypotension,  increased  appetite  and  weight; 
very  rarely,  mydriasis,  agranulocytosis,  extrapyramidal 
symptoms. 

Before  prescribing,  see  SK&F  product  Prescribing  In- 
formation. 

Smith  Kline  & French  Laboratories 
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OREGON 


president  James  H.  Seacat,  M.D.,  Salem 

secy.-treas.  Robert  T.  Boals,  M.D.,  Salem 

executive  secretary  Mr.  Roscoe  Miller,  Portland 
annual  meeting,  September  21-25,  1965,  Portland 


Those  seated  at  the  head  table  at  the  5th  Annual  Senior  Medical  Student  Dinner  held  January 
9,  1965  were  (1.  to  r.) : Mr.  Peter  Bergreen,  President  of  the  Oregon  Chapter  of  the  Student  Ameri- 
can Medical  Association;  Gordon  W.  Summers,  D.D.S.,  President,  Senior  Class;  Mr.  Hugh  L. 
Biggs,  Legal  Counsel  for  the  Association’s  professional  liability  insurance  program  and  Speaker 
for  the  evening;  James  H.  Seacat,  M.D.,  Salem,  President,  Oregon  Medical  Association;  Merle 
Pennington,  M.D.,  Sherwood,  Member,  Committee  on  Medical  Education,  and  response  Speaker; 
and  Herman  A.  Dickel,  M.D.,  Portland,  Chairman,  Committee  on  Medical  Education. 


Examiners  Board  Licenses  21  Doctors 

At  the  conclusion  of  a regular  meeting  of  the 
Board  of  Medical  Examiners  of  the  State  of  Oregon 
held  January  7-9,  David  B.  Judd,  Secretary,  an- 
nounced that  21  doctors  qualified  for  licensure  to 
practice  medicine  and  surgery  or  osteopathy  and 
surgery  in  Oregon.  Those  who  received  licenses  to 
practice  medicine  and  surgery  are:  Stuart  W.  Leaf- 
stedt,  Howard  J.  Geist,  Martha  L.  Hamilton,  Bich- 
ard L.  Harris,  Alan  B.  Lachman,  Robert  E.  Lawrence- 
Berrey,  Lee  B.  Lusted,  James  L.  Mack,  Albert  R. 
Siegel,  all  of  Portland.  Robert  V.  Crist,  Steilacoom, 
Washington;  George  C.  Denniston,  Jr.,  Seattle,  Wash- 
ington; Thomas  K.  Griffith,  Northridge,  California; 
Alfred  R.  Hofmann,  Seattle,  Washington;  William 
A.  Parshall,  El  Cajon,  California;  Charles  C.  Reger, 
Corvallis;  William  R.  Stewart,  Medford;  Harold  C. 


Tretbar,  Warrensville  Heights,  Ohio;  and  Clement 
C.  Vickery,  Salem. 

Those  licensed  to  practice  osteopathy  and  surgery 
are;  Hanna  Hardt  Gibson,  Portland;  James  E.  Cary, 
Houston,  Texas;  and  Robert  Ho,  Des  Moines,  Iowa. 

The  next  regular  meeting  of  the  Board  of  Medi- 
cal Examiners  is  set  for  April  8-10.  The  filing  dead- 
line date  for  this  meeting  is  March  8. 

The  next  State  Board  Written  Examination  will 
be  given  in  July  1965. 

Multnomah  County  President-Elect 

J.  Richard  Raines,  a Portland  radiologist,  was 
named  president-elect  of  the  Multnomah  County 
Medical  Society  at  its  annual  meeting  in  December 

continued  on  page  148 
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• * * 


Indications:  Anxiety  and  tension  states.  Also  as  adjunctive  therapy  when  anxiety  may  be  a causative  or 
disturbing  factor. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate. 

Important  precautions:  Should  administration  of  meprobamate  cause  drowsiness  or  visual  disturbances,  the 
dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  excessive  alcohol  may  possibly  be  increased  by  mepro- 
bamate. Prescribe  cautiously  and  in  small  quantities  to  patients  with  suicidal  tendencies.  Consider  possibility 
of  dependence,  particularly  in  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Abrupt  withdrawal  may  precipitate  recurrence  of  pre-existing  symptoms,  or 
withdrawal  reactions  including,  rarely,  epileptiform  seizures.  Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit  mal. 

Side  effects:  Drowsiness  may  occur  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dose.  Allergic  or 
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The  One  Tranquilizer  that 
Belongs  in  Every  Practice 

Miltown 

(meprobamate) 

■ Relieves  anxiety  and  tension  without 
significant  effect  on  alertness  and  re- 
flexes—especially  valuable  in  the  work- 
ing patient. 

■ Established  and  accepted— more  than 
ten  years’  use,  more  than  1500  pub- 
lished papers  confirm  its  value. 

■ Broad  therapeutic  range. 

■ Relaxes  both  physical  and  emotional 
tension,  thus  helping  to  establish  nor- 
mal sleep  patterns. 

■ Proven  safety/efficacy  ratio— low 
toxicity,  minimal  side  effects,  useful  in 
long-term  therapy. 

WALLACE  Labor ATORIES/Cranbury,  N.  J. 


idiosyncratic  reactions  are  rare,  generally  developing  after  one  to  four  doses  of  the  drug.  Mild  reactions  are 
characterized  by  an  urticarial  or  erythematous,  maculopapular  rash.  Acute  nonthrombocytopenic  purpura 
with  peripheral  edema  and  fever,  transient  leukopenia,  and  a single  case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone  have  been  reported.  More  severe,  and  very  rare,  cases  of  hyper- 
sensitivity may  produce  fever,  chills,  fainting  spells,  angioneurotic  edema,  bronchial  spasms,  hypotensive 
crises  (1  fatal  case),  anuria,  stomatitis,  proctitis,  and  anaphylaxis.  Treatment  should  be  symptomatic  and  the 
drug  not  reinstituted.  Isolated  cases  of  agranulocytosis  and  thrombocytopenic  purpura,  and  a single  fatal 
instance  of  aplastic  anemia  have  been  reported,  but  only  when  other  drugs  known  to  elicit  these  conditions 
were  given  concomitantly.  Fast  EEG  activity  has  been  reported,  usually  after  excessive  meprobamate  dosage. 
Massive  overdosage  may  produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg.  tablets  t.i.d.  Doses  above  2400  mg.  daily  are  not  recommended. 
Supplied:  400  mg.  scored  tablets;  200  mg.  coated  tablets.  Consult  package  circular  before  prescribing. 
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J.  Richard  Raines,  M.D. 


in  the  Benson  Hotel.  Dr.  Raines  will  becomes  its 
80th  president  December,  1965. 

Membership  in  the  medical  society  passed  the 
1,000  mark  for  the  first  time,  at  the  meeting,  when 


12  new  physicians  were  elected.  This  brought  the 
membership  total  to  1,005.  Nearly  half  of  Oregon’s 
physicians  are  in  Multnomah  County. 

Other  officers  elected  at  the  meeting,  who  will 
serve  for  1965  were:  Stanley  A.  Boyd,  first  vice- 
president;  George  M.  Robins,  second  vice-president; 
Louis  O.  Nlachlan,  Jr.,  secretary,  and  John  W.  Buss- 
man,  treasurer. 

Vemer  V.  Lindgren  was  installed  as  the  Society’s 
79th  president  by  Raymond  M.  Reichle,  retiring  pres- 
ident. 

Dr.  Raines,  the  new  president-elect,  received  his 
M.D.  degree  from  the  University  of  Oklahoma  Medi- 
cal School  in  1935.  He  is  a past  president  of  the 
Pacific  Northwest  Radiological  Society  and  the  Ore- 
gon Radiological  Society.  At  present,  he  is  a third 
vice-president  of  the  Radiological  Society  of  North 
America.  He  has  been  a member  of  the  Multnomah 
County  Medical  Society  since  1948.  He  is  on  the 
staffs  of  Good  Samaritan  Hospital  and  Physicians  & 
Surgeons  Hospital. 


Proceedings  of  the  Board  of  Trustees 

Saturday,  January  9,  1965 


The  1965  Oregon  Medical  Association  general 
budget  as  prepared  by  the  Executive  Committee, 
was  adopted  at  the  meeting  of  the  Board  of  Trustees 
on  January  9,  following  a brief  period  of  discussion. 
President  Seacat  reported  that  the  Executive  Com- 
mittee had  devoted  two  meetings  to  the  development 
of  the  budget  for  1965.  Robert  T.  Boals,  Secretary- 
Treasurer  presented  the  budget  to  the  Board  of 
Trustees  for  their  consideration. 

President  Seacat  then  advised  the  Board  that  in 
accordance  with  the  Medical  Practice  Act  it  was 
necessary  for  the  Association  to  nominate  three 
physicians  for  the  consideration  of  Governor  Mark 
O.  Hatfield  in  making  an  appointment  to  the  State 
Board  of  Medical  Examiners  for  a five-year  term  be- 
ginning February  28,  1965.  He  reported  also  that 
Ray  L.  Casterline,  of  Medford  was  the  incumbent 
and,  in  accordance  with  the  Association,  was  eligi- 
ble for  reappointment.  He  then  submitted  the  names 
of  the  following  members  as  recommendations  of 
the  Executive  Committee:  Ray  L.  Casterline,  Med- 
ford, incumbent;  David  C.  Boals,  Medford;  and 
Florian  J.  Shasky,  Medford.  There  being  no  addi- 
tional nominations  from  the  floor,  it  was  voted  that 
the  recommendations  of  the  Executive  Committee  be 
adopted. 

President  Seacat  also  reported  that  the  terms 
of  Forrest  E.  Rieke  of  Portland  and  Carl  L.  Holm 
of  Salem  on  the  Oregon  State  Board  of  Health  ex- 


pire on  February  15,  1965  and  that  it  was  custom- 
ary for  the  Association  to  submit  names  to  Governor 
Hatfield  for  his  consideration  in  making  appoint- 
ments to  that  Board.  He  stated  further  that  Dr. 
Rieke  had  expressed  a willingness  to  accept  reap- 
pointment but  that  Dr.  Holm  had  asked  that  he  not 
be  considered.  He  then  presented  the  recommenda- 
tions of  the  Executive  Committee  which  were:  For- 
rest E.  Rieke  of  Portland  for  reappointment;  and 
for  the  position  of  Carl  L.  Holm  of  Salem— Charles 
S.  Campbell,  Salem;  David  W.  Macfarlane,  Salem; 
and  Joseph  I.  Moreland,  Salem.  There  were  no  fur- 
ther nominations  from  the  floor  and  the  recom- 
mendations of  the  Executive  Committee  were 
adopted. 

In  the  absence  of  William  C.  Crothers,  Chair- 
man of  the  Committee  on  Charitable  Medical  Care, 
who  with  Clinton  S.  McGill,  Chairman  of  the 
Committee  on  Public  Policy,  was  attending  a con- 
ference on  Kerr-Mills  in  Chicago,  President  Seacat 
gave  a progress  report  on  the  work  of  the  Commit- 
tee on  Charitable  Medical  Care  in  its  discussions 
with  representatives  of  the  State  Public  Welfare 
Commission.  He  reported  that  the  Subcommittee  on 
Revision  of  the  Physicians’  Guide  had  nearly  com- 
pleted its  work  and  would  have  a final  report  and 
recommendations  at  an  early  date. 

President  Seacat  reported  that  the  Executive 
Committee  at  a special  meeting  on  December  30, 
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1964,  had  heard  a report  from  George  R.  Satter- 
vvhite,  Chairman  of  the  Committee  on  Public  Rela- 
tions, and  Mr.  Bob  Bissell  on  the  special  conference 
on  Federal  legislation  for  the  aged  sponsored  by 
the  AMA  and  held  in  Chicago,  December  13  and  had 
directed  that  the  Committee  on  Public  Relations 
develop  an  educational  program  directed  both  to 
physicians  and  to  the  general  public  to  combat  the 
anticipated  Federal  legislation  on  health  care  for 
the  aged  under  Social  Security.  The  Executive 
Committee  directed  that  this  educational  program 
should  be  implemented  as  needed  and  be  financed 
by  a special  assessment  of  the  membership.  Dr. 
Satterwhite’s  report  contained  a comprehensive 
outline  of  a “Health  Care  for  the  Elderly  Education- 
Information  Program”  including  an  extensive  use 
of  news  media  advertising  and  calling  for  an  ex- 
penditure of  $36,000.  Recommendations  contained 
in  the  report  were: 

1. — That  a statewide  program  be  implement- 
ed to  inform  and  educate  physicians,  patients 
and  the  public  as  a whole  as  to  the  health  care 
program  currently  available  to  those  over  65 
years  of  age. 

2. — That  such  information-education  pro- 
gram be  financed  by  a $25  special  assessment 
of  the  members  of  Oregon  Medical  Associa- 
tion. 

3. — That  the  program  be  conducted  by  the 
Committee  on  Public  Relations  and  that  all 
available  media  be  used  to  disseminate  the 
information. 

Following  an  extended  period  of  discussion,  the 
Board  of  Trustees  voted  to  adopt  the  report  and 
recommendations  of  the  Committee  on  Public  Re- 
lations as  presented. 

Support  Requested 

Mr.  Don  Chapman,  executive  director  of  Oregon 
Physicians’  Service,  was  granted  the  privilege  of  the 
floor  to  discuss  a project  of  the  Governor’s  Council 
on  Aging  of  which  he  is  a member.  Mr.  Chapman 
requested  the  support  of  the  Association  with  the 
Council’s  $45,000  budget  request  to  conduct  a sur- 
vey of  the  health  and  economic  status  of  the  aged 
in  Oregon  to  be  undertaken  by  the  Institute  of 
Gerontology  of  Mt.  Angel  College.  He  stated  that 
Governor  Hatfield  had  approved  the  project  and  all 
requests  for  State  funds.  It  was  voted  that  the  sub- 
ject of  the  Association’s  support  of  the  project  and 
its  financing  be  referred  to  the  Committee  on  Public 
Policy. 

Life  and  Emeritus  Membership 

The  Board  voted  to  approve  the  following  mem- 
berships: For  Life  Membership— Henry  Gamjobst, 
Corvallis,  For  Active  Emeritus— Rogers  Biswell, 
Baker, 


Other  Recommendations 

President  Seacat  presented  the  following  recom- 
mendations of  the  Executive  Committee  which  were 
adopted: 

1.— That  a special  committee  be  appointed  to 
investigate  the  advantages  to  the  Association 
of  acquiring  two  additional  properties  in  the 
block  in  which  the  Association’s  headquarters 
office  is  located  which  have  recently  become 
available  and  report  to  the  Executive  Commit- 
tee at  an  early  date. 

2. — That  in  accordance  with  the  results  of  a 
poll  of  opinion  among  the  members  of  the 
Committee  on  State  Industrial  Affairs,  the  As- 
sociation approve  a provision  in  the  competitive 
Workmen’s  Compensation  bill  being  introduced 
at  the  1965  Legislature  which  would  provide 
that  the  proposed  “Workmen’s  Compensation 
Board”  shall  be  authorized  to  promulgate  rea- 
sonable rates  to  be  paid  for  medical  services 
with  the  advice  of  a five-member  medical 
advisory  committee  established  by  the  bill  and 
to  be  appointed  by  the  Association  be  approved. 

3. — That  the  Association  establish  a charge 
of  actual  cost-plus  ten  per  cent  to  cover  over- 
head expense  for  services  rendered  and  materials 
produced  for  others. 

Russel  L.  Baker,  Chairman  of  the  Board  of 
Trustees  of  Oregon  Physicians’  Service,  reported 
regarding  the  progress  made  by  Oregon  Physicians’ 
Service  during  1964  and  gave  special  emphasis 
to  the  health  insurance  plan  available  to  physicians’ 
office  employees. 

Mrs.  Guy  R.  McCutchan,  President  of  the 
Woman’s  Auxiliary  and  Mrs.  John  R.  Boe,  President- 
Elect,  presented  brief  reports  on  the  activities  of 
the  Auxiliary  and  their  plans  for  visiting  component 
society  auxiliaries. 


OBITUARIES 

dr.  julius  h.  garnjobst,  who  had  made  cancer 
his  specialty  since  1916,  died  December  27 . He  had 
practiced  in  Salem  for  50  years,  retiring  two  years 
ago.  His  degree  was  aioarded  by  Willamette  Uni- 
versity Medical  Department  in  1912.  He  was  75. 

dr.  albert  a.  Grossman,  73,  of  Portland,  died 
December  20.  He  was  attached  to  the  British  Army 
from  1917-1919  as  a front-line  doctor,  and  follow- 
ing commendations  by  four  commanding  officers 
for  caring  for  wounded  under  heavy  fire,  he  was 
awarded  the  Victoria  Cross,  Britain’s  highest  medal 
for  valor,  by  King  George  V.  A 1916  graduate  of 
Jefferson  Medical  College  of  Philadelphia,  Dr.  Gross- 
man  practiced  in  Portland  for  35  years. 

continued  on  page  158 
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WASHING  T 0J\ 


Washington  State  Medical  Association — 1309  seventh  avenue,  Seattle  1, Washington 

president  Roland  D.  Pinkham,  M.D.,  Seattle 

secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 
annual  meeting  September  12-15,  1965,  Seattle 


Spokane  Society  of  Internal  Medicine 


At  the  Sixteenth  Annual  Meeting  of  the  Spokane 
Society  of  Internal  Medicine  on  Saturday,  February 
27,  the  guest  speakers  will  be:  Peter  H.  Forsham, 
Professor  of  Medicine,  University  of  California,  San 
Francisco;  Charles  H.  Lloyd,  Senior  Scientist,  Direc- 
tor of  Endocrine  Clinic,  Worcester  Foundation  for 
Experimental  Biology,  Shrewsbury;  and  Francis  C. 
Wood,  Jr.,  Assistant  Professor  of  Medicine  and  Pro- 
gram Director,  Clinical  Research  Center,  University 
of  Washington,  Seattle.  They  will  speak  on  “What’s 
New  in  Clinical  Endocrinology.”  The  meeting  will 
be  in  the  Ridpath  Motor  Inn,  beginning  at  8:15  a.m. 


Cancer  Registry  Workshop 

Under  the  sponsorship  of  the  American  College  of 
Surgeons,  on  March  12,  1965,  the  day  following  their 
Sectional  Meeting,  a Cancer  Registry  Workshop  will 
be  held  in  Seattle  at  Swedish  Hospital  in  Ecklind 
Hall.  The  meeting  will  feature  speakers  from  over 
the  country  who  are  recognized  authorities  in  the 
establishment  and  operation  of  Cancer  Registries,  and 


will  be  directed  primarily  toward  cancer  registry 
directors  and  secretaries.  .All  professional  directors 
of  tumor  registries,  and  all  registry  secretaries, 
whether  approved  by  the  American  College  of  Surg- 
eons or  not,  are  cordially  invited.  Registry  secre- 
taries from  the  State  of  Washington  will  have  travel 
expenses  reimbursed  by  the  Washington  State  De- 
partment of  Health. 

There  is  no  registration  fee. 
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American  College  of  Physicians 


A program  loaded  with  interest  to  those  in  all 
fields  of  surgery  will  be  presented  in  Seattle,  March 
8-11,  1965,  by  the  American  College  of  Surgeons. 
Heavy  attendance  is  anticipated  from  states  west  of 
the  Mississippi.  Registration  fee  for  non-members 
is  $25.  Headquarters  Hotel  is  the  Olympic.  Hotel 
reservation  forms  may  be  obtained  on  request  from 
The  American  College  of  Surgeons,  55  East  Erie 
Street,  Chicago,  Illinois  60611. 

Total  of  more  than  85  papers  will  be  presented 
and  there  will  be  more  than  30  symposia  and  panel 
discussions.  The  program  also  includes  a number  of 
how-to-do-it  clinics. 

The  following  subjects,  picked  at  random  from 
the  published  program,  indicate  the  diversity  of  the 
material  to  be  offered:  Parotid  tumors,  abdominal 
trauma,  thyroiditis,  gastric  freezing,  groin  hernia, 
hand  trauma,  thromboembolism,  fluid  and  electrolyte 
balance,  cancer  chemotherapy,  palliative  care  of 
metastatic  breast  cancer,  duodenal  ulcer,  hypnosis 


in  surgery,  soft  tissue  ocular  injuries,  cryosurgery  in 
ophthalmology',  senile  cataract,  otosclerosis,  cancer 
of  the  larynx,  congenital  cysts  of  the  neck,  inter- 
trochanteric fractures,  tibial  shaft  fractures,  surgery 
of  arthritis,  hand  surgery,  reconstruction  of  the  face, 
reports  of  research  in  plastic  surgery,  the  burned 
hand,  renovascular  hypertension,  transurethral  pros- 
tatectomy, pyeloplasties,  dynamic  relationships  in 
voiding,  urethral  trauma  and  strictures,  esophageal 
replacement,  carcinoma  of  the  lung,  intrathoracic 
infections,  chest  injuries,  open  heart  surgery,  sur- 
gery of  complete  heart  block,  peripheral  vascular 
disease,  geriatric  gynecology,  acute  infections  in 
pregnancy,  newer  progestational  agents,  hydro- 
cephalus, frontal  leucotomy,  cystic  brain  disease  in 
children,  carotid  endarterectomy,  intracranial  aneur- 
isms, prolapse  of  the  rectum,  carcinoma  of  the 
rectum,  diverticulitis. 

These  subjects  are  only  a few  of  the  many  to  be 
presented.  They  indicate,  however,  the  breadth  of 
coverage  planned  for  the  four  day  meeting. 


William  T.  Green,  M.D. 


John  LeC ocq  Lecture 

Dr.  William  T.  Green,  Harriet  M.  Peabody  Pro- 
fessor of  Orthopedic  Surgery,  Harvard  Medical 
School,  and  Orthopedic  Surgeon-in-Chief,  Children’s 
Hospital,  Boston,  will  give  the  first  John  LeCocq 
Lecture  in  Orthopedics  in  the  Health  Sciences  Build- 
ing Auditorium  of  the  University  of  Washington  at 
8:30  p.m.,  February  26. 

Dr.  Green’s  lecture,  entitled  “The  Lower  Ex- 
tremity and  Problems  in  Growth,”  will  be  open  to  the 
medical  profession  and  interested  lay  individuals. 

One  of  the  nation’s  most  respected  leaders  in 
orthopedic  surgery  for  children,  Dr.  Green  is  also 
Orthopedist-in-Chief  at  the  Peter  Bent  Brigham  Hos- 
pital in  Boston.  He  has  served  as  president  of  the 


American  Board  of  Orthopedic  Surgery,  the  Ameri- 
can Academy  of  Orthopaedic  Surgeons  and  the 
Academy  of  Cerebral  Palsy.  He  is  known  for  his  re- 
search in  orthopedic  and  pediatric  surgery,  polio- 
myelitis, osteomyelitis,  arthritis,  orthopedic  path- 
ology, skeletal  growth,  congenital  anomalies,  and 
bone  tumors. 

The  LeCocq  Lecture  Fund  was  established  in 
1960  to  honor  one  of  the  pioneering  orthopedists 
of  the  Northwest  upon  his  retirement  as  Chief  of 
Orthopedics  at  King  County  Hospital  and  at  Chil- 
dren’s Orthopedic  Hospital.  Dr.  LeCocq  had  been 
active  in  the  teaching  program  at  the  University  of 
Washington  since  the  establishment  of  the  School  of 
Medicine,  and  for  two  years  served  as  Acting  Head 
of  the  Division  of  Orthopedic  Surgery.  The  Lecture 
is  supported  by  contributions  to  the  Fund,  the  pur- 
pose of  which  is  to  bring  outstanding  leaders  in 
orthopedics  to  Seattle  so  that  the  medical  community, 
faculty  and  students  may  share  a learning  experience 
otherwise  unavailable. 

Neurological  Problems 

The  University  of  Washington  School  of  Medi- 
cine, Washington  State  Medical  Association,  and 
Washington  State  Department  of  Health,  are  co- 
sponsoring a postgraduate  course  in  “Common  Neuro- 
logical Problems”  on  March  29,  30  in  the  Health 
Sciences  Building  at  the  Medical  School.  Registra- 
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tion  will  be  limited  to  65  participants.  For  further 
information,  or  registration  blank,  contact  John  N. 
Lein,  M.D.,  Director,  Continuing  Medical  Educa- 
tion, LTniversity  of  Washington  School  of  Medicine, 
Seattle,  Washington  98105. 


T.  K.  F.  Taylor,  M.D. 


Hunterian  Lecturer 

Thomas  K.  F.  Taylor,  Instructor  in  Orthopedic 
Surgery  at  the  University  of  Washington,  Seattle, 
delivered  a Hunterian  Lecture  to  the  Royal  College 
of  Surgeons  of  England  on  January  28.  His  subject 
was  thoracic  disc  prolapse. 

Dr.  Taylor,  who  is  32  years  old,  received  his  un- 
dergraduate and  medical  school  training  at  Sydney 
University,  Australia,  followed  by  a Ph.D.  from  Ox- 
ford University.  He  is  a Fellow  of  the  Royal  College 
of  Surgeons  of  England  and  Edinburgh.  His  post- 
graduate work  in  orthopedics  was  at  the  Royal  In- 
firmary and  the  Princess  Margaret  Rose  Hospital  in 
Edinburgh,  Scotland,  and  the  Radcliffe  Infirmary, 
Oxford.  From  1961  to  1964  he  did  research  at  Ox- 
ford while  holding  a Nuffield  Dominions  Scholarship. 
He  joined  the  University  of  Washington  faculty  in 
early  1964. 

The  Hunterian  Lectures  were  established  in  1799 
when  John  Hunter’s  collection  of  surgical  specimens 
was  presented  to  the  Royal  College  of  Surgeons.  In 
accepting,  the  College  agreed  to  sponsor  an  annual 
course  of  lectures  by  its  members. 

dr.  richard  s.  mitchell,  70,  a long-time  physi- 
cian  in  Wenatchee,  died  suddenly  Christmas  eve- 
ning. He  teas  visiting  in  Seattle  when  stricken. 
A native  of  Olympia,  Dr.  Mitchell  was  horn  May  5, 
1894.  Following  his  premedical  studies  at  the  Uni- 


versity of  Washington  and  Washington  State  Uni- 
versity he  served  in  the  United  States  Army  Medical 
Carps  in  1918.  In  1921  he  received  his  degree  of 
doctor  of  medicine  from  Northwestern  University 
Medical  School  and  served  his  internship  at  Cincin- 
nati General  Hospital  in  Ohio.  He  was  on  the  staff 
of  the  Chicago  Lying-in  Hospital  in  1922  and  special- 
ized in  gynecology  and  obstetrics.  Dr.  Mitchell 
served  as  President  of  the  Washington  State  Obstet- 
rical Association  from  1940-1941 . He  was  one  of  the 
founders  and  past  vice  president  of  the  Pacific  North- 
west Obstetrical  and  Gynecological  Association,  and 
a felloic  of  the  American  College  of  Obstetricians 
and  Gynecologists.  He  had  been  a fellow  of  the 
American  College  of  Surgeons  since  1928. 


DR.  JESS  W.  READ,  1905-1965 

Because  of  his  vicarious,  unselfish  service  in 
organized  medicine  there  is  hardly  one  of  our  mem- 
bers who  did  not  know  Dr.  ]ess  W.  Read.  His  un- 
timely death  on  January  18  grieves  us  all.  This  was 
another  defeat  in  the  battle  against  cancer. 

1 have  known  Jess  for  thirty  years.  After  gradu- 
ating from  Stanford  University  in  1930  he  came 
to  Tacoma  to  practice  with  his  father,  Wilmot  D. 
Read.  I know  how  proud  his  father,  who  was  one  of 
our  leaders  in  surgery,  was  of  his  son.  They  were 
separated  while  Jess  served  in  the  African  and 
Italian  sectors  of  World  War  II  from  1942  through 
1945.  The  father  and  son  relationship  was  almost 
ideal.  Professional  burdens  which  became  too  oner- 
ous for  the  father  were  shifted  to  the  son.  It  was  no 
accident  that  Jess  soon  held  many  offices  in  the 
county  and  state  medical  societies.  He  even  became 
speaker  of  the  House  of  Delegates  as  his  father 
had  been  before  him.  He  served  as  delegate  to  the 
A.M.A.  and  was  chairman  of  the  state  disciplinary 
board.  He  was  past  president  of  the  Pierce  County 
Medical  Society,  Tacoma  Surgical  Club,  and  North 
Pacific  Surgical  Society,  member  of  the  American 
College  of  Surgeons,  certified  by  the  American 
Board  of  Surgery,  and  was  an  associate  member  of 
the  Seattle  Surgical  Society.  He  held  office  and 
served  on  committees  in  various  hospitals  but  his 
special  love  was  the  Doctors  Hospital  which  he 
helped  to  organize  and  modernize.  The  medical 
service  bureaus  owe  much  to  his  studies  and  con- 
tributions. 

Jess  was  a friendly  man  who  loved  to  serve  and 
gave  unstintingly  of  his  talents.  We  will  miss  him 
but  will  remember  him  with  love  and  gratitude. 

S.  F.  HERRMANN,  M.D. 
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only  the  treatment  has  changed 


<*  » » 


Fred  Wise,  M.D.,  1881  • 1950  — Dr.  Fred  Wise  was  a great  teacher, 
an  outstanding  clinician,  a major  contributor  to  the  progress  of  the 
specialty  of  dermatology.  Among  Dr.  Wise’  outstanding  accomplish- 
ments are  included : contribution  of  over  100  articles  to  dermatologic 
literature;  Presidency  of  the  American  Dermatologic  Association; 


Senior  Editorship  of  the  Year  Book  of  Dermatology  and  Syphilology; 
and  Clinical  Professorship  of  Dermatology  and  Syphilology  at  Colum- 
bia University.  During  his  career.  Dr.  Wise  amassed  a collection  of 
over  2,000  lantern  slides,  making  full  use  of  these  in  his  teaching  ac- 
tivities. The  slide  reproduced  on  this  page  is  from  the  Wise  Collection. 


. . . today 


when  the  discomfort  of 
eczematous  dermatitis  brings 
the  patient  to  you  for  help 


One  of  the  most  significant  developments  in  today’s  treat- 
ment of  inflammatory  dermatoses  is  the  synthesis  of  the 
unique  topical  corticosteroid,  fluocinolone  acetonide.  World- 
wide medical  literature  documents  the  superiority  of  this 
anti-inflammatory,  antipruritic  agent  above  all  other  topical 
corticosteroids.  It  acts  rapidly  and  consistently,  providing 
maximum  benefit  for  your  patient. 


results  in  eczematous  dermatitis: 


"highly  effective”58;  “prompt  objective  improvement”9;  “re- 
sults comparable  to  those  brought  about  with  systemic  corti- 
coid  therapy”8 

Synalar  (fluocinolone  acetonide)  provides  rapid  anti-inflam- 
matory, antipruritic  effects1-5;  highest  topical  activity1’6'7;  re- 
sults comparable  to  those  of  systemic  and  intralesional  corti- 
costeroids, with  fewer  hazards.2-3’8 

Available  in  selective  dosage  forms  and  concentrations 
adapted  to  individual  needs,  Synalar  (fluocinolone  acetonide) 
is  effective  in  a wide  range  of  inflammatory  dermatoses — 
severe  or  mild,  chronic  or  acute,  widespread  or  localized. 

Successfully  relieve  the  discomfort  of  eczematous  dermatitis 
— support  your  therapeutic  regimen  with  Synalar  (fluocinolone 
acetonide). 


1.  Cahn.  M.  M.  and  Levy,  E.  J.:  J New  Drugs  1: 262  (Nov-Dec)  1961.  2.  Feidman.  It 
J Amer  Osteopath  Assn  63: 257  (Nov)  1963.  3.  Kanee,  B.:  Canad  Med  Assn  J 88: 999 
(May  18)  1963.  4.  Meenan,  F.  O.:  J Irish  Med  Assn  52:75  (Mar)  1963.  5.  Samitz, 
M.  H.:  Curr  Ther  Res  4: 589  (Dec)  1962.  6.  McKenzie,  A.  Wr.:  Arch  Derm  #6:611 
(Nov)  1962.  7.  Scholtz,  J.  R.,  et  al:  Scientific  Exhibit,  12th  International  Congress  of 
Dermatology  (Sept)  1962.  8.  Scholtz.  J.  R.:  Calif  Med  95:224  (Oct)  1961.  9. 
Sawyer;  W.  C.:  Ann  Allerg  20:330  (May)  1962. 

Available:  For  initiation  of  therapy — Cream  0.025)?,  5 and  15  gm.  tubes.  For  main- 
tenance therapy — Cream  0.01%,  45  gm.  tubes.  For  emollient  effect — Ointment  0.025%, 
15  gm.  tubes.  For  infected  dermatoses — Neo  Synalar®  (0.025%  fluocinolone  acetonide, 
0.5%  neomycin  sulfate)  Cream,  5 and  15  gm.  tubes.  Also  available — Synalar  (fluocino- 
lone acetonide)  Solution — 0.01%,  20  cc.  and  60  cc.  controlled-drop  dispensers. 
Precautions:  Synalar  (fluocinolone  acetonide)  preparations  are  virtually  nonsensitizing 
and  nonirritating.  Neomycin  rarely  produces  allergic  reactions.  As  with  all  antibiotics, 
prolonged  use  may  result  in  overgrowth  of  nonsusceptible  organisms;  if  this  occurs, 
appropriate  therapy  should  be  instituted.  Although  side  effects  are  not  ordinarily  en- 
countered with  topically  applied  corticosteroids,  as  with  a drug,  a few  patients  may 
react  unfavorably.  Where  there  is  systemic  infection  or  severe  local  infection,  systemic 
antibiotics  should  be  considered,  based  on  susceptibility  testing. 

Contraindications:  Tuberculous,  fungal,  and  most  viral  lesions  of  the  skin  (including 
herpes  simplex,  vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
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selective  therapy  for  problem  sites: 

he  physical  characteristics  of  intertriginous  and  hairy  areas 
often  present  special  problems  which  make  therapy  of 
inflammatory  dermatoses  at  these  sites  difficult,  complicated, 
or  cosmetically  unacceptable  to  the  patient.  These  problems 
create  the  need  for  a selective  form  of  therapy,  one  in  which 
the  vehicle  assumes  critical  importance.  New  Synalar  Solution 
(an  exclusive  combination  of  fluocinolone  acetonide  and  pro- 
pylene glycol ) has  been  developed  to  meet  these  needs. 


benefits  of  the  vehicle : propylene  glycol 

Hygroscopic  qualities  provide  a drying  effect  in  moist  sites. 

Antimicrobial  activity  provides  additional  protection  where 
secondary  infection  is  prone  to  develop. 

Low  surface  tension  permits  ease  of  application  and  pene- 
tration into  hairy  areas  or  body  folds. 

Nontoxic,  nonsensitizing,  nongreasy,  and  does  not  cake. 

benefits  of  the  therapeutic  agent : 

Synalar  (fluocinolone  acetonide) 

Synalar  (fluocinolone  acetonide)  has  unsurpassed  anti-inflam- 
matory, antipruritic  activity.  Documented  results  show  that 
this  successful  topical  corticosteroid : 

• is  consistently  effective  both  initially  and  if  retreatment 
is  required. 

• rapidly  relieves  pruritus. 

• controls  both  chronic  and  acute  conditions. 

• is  economical  because  less  medication  is  required  to  rapidly 
achieve  optimum  results. 

Prescribe  Synalar  (fluocinolone  acetonide)  Solution  ideally 
suited  for  selective  therapy  of  inflammatory  dermatoses  in 
intertriginous  or  hairy  areas. 

ai>ailability:  Synalar  (fluocinolone  acetonide)  Solution  0.01%,  20  cc.  and 
60  cc.  control!ed-drop  dispensers 

suit’  effects:  In  some  patients  with  dry  lesions,  solution  may  increase  dry- 
ness, scaling  or  itching.  Application  to  denuded  or  fissured  areas  may 
produce  burning  or  stinging. 

precautions:  Although  propylene  glycol  has  antimicrobial  activity,  infect- 
ed lesions  require  appropriate  evaluation  and  therapy. 
contraindications:  Tuberculous,  fungal  and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  \accinia.  varicella).  Not  for  ophthalmic  use. 
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SYNTEXE3 


LABORATORIES  INC  . PALO  ALTO.  CALIF 


IDAHO 


Idaho  State  Medical  Association — 364  sonna  building,  Boise,  Idaho 

president  Corwin  E.  Groom,  M.D.,  Pocatello 

secretary  A.  Curtis  Jones,  M.D.,  Boise 

executive  secretary  Mr.  A.  L.  Bird,  Boise 

annual  meeting  June  23-26,  1965,  Sun  Valley 


New  Society  Officers  for  1965 

Ada  County  Medical  Society:  President,  Max 
D.  Gudmundsen,  Boise;  President-Elect,  Frank  W. 
Crowe,  Boise;  Secretary,  Roy  J.  Ellsworth;  Treas- 
urer, Everett  N.  Jones,  Jr.;  Council  Member,  F.  B. 
Jeppesen,  all  of  Boise;  Delegates:  Robert  E.  Lloyd, 
Frank  W.  Crowe,  J.  Gordon  Dairies,  Robert  G. 
Paterson,  Max  D.  Gudmundsen,  Leon  W.  Nowier- 
ski,  Richard  O.  Vvcital,  Gus  E.  Rosenheim,  William 
D.  Forney,  Clayton  C.  Morgan  and  George  E. 
Weick,  all  of  Boise.  Alternate  Delegates:  Dale  B. 
Patterson,  Gerald  M.  Hecker,  Martha  D.  Jbnes, 
Miles  E.  Thomas,  John  A.  Mathers,  Dale  D.  Cornell, 
C.  Clifford  Johnson,  Alfred  M.  Popma,  Claude  E. 
Barrick,  Roy  L.  Peterson,  all  of  Boise,  and  John  T. 
Brunn,  Meridian. 

Southwestern  Idaho  District  Medical  Society: 
President,  Charles  E Krause,  Caldwell;  President- 
Elect,  John  B.  Clauser,  Nampa;  Secretary,  James  R. 
Mann,  Parma;  Treasurer,  Robert  K.  Borron,  Nampa; 
Council  Member,  John  F.  Stecher,  Caldwell;  Dele- 
gates: Frederick  W.  Cottrell,  Nampa;  Charles  E. 
Krause,  Caldwell;  Samuel  C.  Taylor,  Nampa;  R. 
George  Wolff,  Homedale;  Robert  K.  Borron,  Nampa; 
Kenneth  E.  Droulard,  Nampa;  and  W.  B.  Ross, 
Nampa;  Alternate  Delegates:  Harold  W.  Brown, 
Nampa;  Eugene  G.  Carroll,  Payette;  Irving  W.  Kel- 
logg, Caldwell,  Joseph  B.  Marcusen,  Nampa;  Don- 
ald D.  Price,  Caldwell;  Henry  C.  Wesche,  Nampa, 
and  A.  Eugene  Pflug,  McCall. 

New  officers  of  the  Boise  Valley  Chapter,  Ameri- 
can College  of  Surgeons,  elected  during  the  organ- 
ization’s winter  meeting  held  in  Boise  on  December 
5 are:  President,  James  J.  Coughlin,  Boise;  Secre- 
tary-Treasurer, William  R.  Tregoning,  Boise;  Coun- 
cilor, John  R.  Nielsen,  Caldwell. 


J.  K.  Helferty,  Boise,  retired  as  president,  and 
Wayne  Crookston,  Boise,  was  former  secretary- 
treasurer.  Both  are  with  the  Veteran’s  Administra- 
tion. 

Legislative  Dispensary 

For  the  fourth  consecutive  session,  the  Idaho 
State  Medical  Association  will  sponsor  a dispensary 
for  members  of  the  Legislature.  C.  A.  Robins, 
Lewiston,  former  Governor  and  member  of  the 
Legislature,  will  be  Attending  Physician. 

The  dispensary  will  be  located  in  Room  435  of 
the  Senate  Gallery.  Physicians  who  have  legis- 
lators with  medical  problems  as  patients  are  asked 
to  send  special  instructions  to  the  Association  office 
for  Dr.  Robins’  use. 

Personals 

Dauchy  Migel  of  Idaho  Falls  is  the  new  Chief 
of  Staff  of  the  Latter  Day  Saints  Hospital  in  Idaho 
Falls. 

William  R.  Tregoning  of  Boise  is  the  new  Chief 
of  Staff  of  St.  Alphonsus  Hospital,  Boise. 

Robert  S.  Smith  of  Boise  served  as  Secretary 
for  the  Idaho  Committee  selecting  Rhodes  Scholar- 
ship candidates  for  1965. 

Committee  Meetings 

Two  association  committees  held  meetings  in 
Boise  during  December.  The  Public  Health  Advis- 
ory Committee  met  with  officials  of  the  State  Board 
of  Health  in  Boise  on  Saturday,  December  12,  1964. 
Attending  were  James  R.  Kircher,  Burley,  Chairman; 
J.  Gordon  Daines,  Boise;  Wilbur  C.  Hayden,  Sand- 
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point;  Francis  H.  Fox,  Twin  Falls,  and  Emory  L. 
Soule,  St.  Anthony.  Representing  the  Board  of 
Health  were  Terrell  O.  Carver,  Administrator  of 
Health;  Fred  O.  Graeber,  Deputy  Administrator; 
Robert  S.  McKean,  Director  of  Mental  Retardation; 
John  Mather,  Director  of  Preventative  Medicine; 
Mr.  Richard  Adams,  Director  of  Hospital  Facilities, 
and  Mr.  W.  W.  Benson,  Director  of  Vital  Statistics. 

The  Medical  Education  Committee  met  on  Sat- 
urday, December  19,  under  the  Chairmanship  of 
Robert  S.  McKean  of  Boise.  Others  who  attended 
include  Joseph  W.  Marshall,  Twin  Falls;  Alfred 
M.  Popma,  Boise;  E.  R.  W.  Fox,  Coeur  d’Alene; 
and  Harwood  L.  Stowe,  Twin  Falls.  Unable  to  at- 
tend were  E.  V.  Simison,  Pocatello;  Jack  R.  Carey, 
Idaho  Falls  and  Donald  K.  Worden,  Lewiston. 

During  the  meeting  the  committee  approved 
the  following: 

1.— The  budget  for  Idaho’s  participation  in  the 
student  exchange  program  of  the  Western  Interstate 
Commission  for  Higher  Education  for  the  biennium 
1965-1967  in  the  amount  of  $437,600. 

The  budget  and  student  breakdown  is  as  follows: 


Medicine 

Scholastic  Year  Scholastic  Year 

1965-1966  1966-1967 


No. 

No. 

Freshmen 

19 

Freshmen 

22 

Sophomore 

12 

Sophomore 

19 

Junior 

15 

Junior 

12 

Senior 

7 

Senior 

15 

Total 

53 

Total 

68 

Allocation  per 

student: 

$2,000 

Requirements  for  1965-1966:  $106,000 

Requirements 

for  1966-1967:  $136,000 

Total:  $242,000 

Dentistry 

Scholastic  Year 

Scholastic  Year 

1965-1966 

No. 

1966-1967 

No. 

Freshmen 

10 

Freshmen 

11 

Sophomore 

9 

Sophomore 

10 

Junior 

7 

Junior 

9 

Senior 

6 

Senior 

7 

Total 

32 

Total 

37 

Allocation  per 

student: 

$1,600 

Requirements  for  1965-1966:  $51,200 
Requirements  for  1966-1967:  $59,200 

Total:  $110,400 

Veterinary 
Scholastic  Year 
1965-1966 

No. 


Freshmen  5 

Sophomore  4 

Junior  6 

Senior  4 


Medicine 

Scholastic  Year 
1966-1967 

No. 


Freshmen  6 

Sophomore  5 

Junior  4 

Senior  6 


Total  19  Total  21 

Allocation  per  student:  $1,200 
Requirements  for  1965-1966:  $22,800 
Requirements  for  1966-1967:  $25,200 
Total:  $48,000 


WICHE  receives  $30,000  a biennium  and  admin- 
istrative expenses  total  $7,200. 

2.  Recommended  that  the  1965  Legislature  be 
asked  to  repeal  legislation  enacted  in  1963  which 
made  it  mandatory  for  students  participating  in  the 
WICHE  program  to  practice  in  Idaho  for  a period 
of  time  following  completion  of  education  or  repay 
the  State  the  amount  of  money  expended  by  the 
State  for  their  education. 

3. — After  studying  the  report  prepared  by  James 
M.  Faulkner,  Boulder,  Colorado,  Director  of  the 
Mountain  States  Medical  Education  Study,  the  com- 
mittee adopted  the  following  resolution: 

WHEREAS,  the  Mountain  States  Medical  Edu- 
cation Study  has  been  completed  and  the  report 
and  recommendations  submitted  to  and  approved  by 
the  Idaho  Governor’s  Committee  on  Medical  Edu- 
cation on  September  19,  1964,  and 

WHEREAS,  the  study  reveals  that  considering 
the  sparseness  of  the  population,  the  lack  of  cen- 
trally located  large  urban  centers  and  hospitals,  the 
nature  of  the  State’s  economy  and  the  increase  in 
financial  demands  to  be  imposed  by  the  almost 
certain  doubling  of  the  college  population  between 
now  and  1975,  the  State  of  Idaho  is  not  ready  nor 
able  to  finance  a medical  school,  and 

WHEREAS,  the  same  study  reveals  that  similar 
conditions  exist  on  a regional  basis  involving  the 
States  of  Idaho,  Montana,  Wyoming  and  Nevada 
making  it  impractical  to  finance  a regional  medical 
school,  and 

WHEREAS,  current  analysis  of  population  pro- 
jection and  anticipated  medical  manpower  needs 
now,  even  more  than  a few  years  ago,  indicate  that 
the  state  supported  medical  schools  are  being  forced 
to  give  priority  to  their  own  in-state  applicants  and 
that  admission  of  qualified  Idaho  applicants  will 
be  seriously  restricted,  and 

WHEREAS,  the  State  of  Idaho  has  an  obliga- 
tion to  provide  its  qualified  students  an  opportun- 
ity for  medical  education  comparable  to  that  avail- 
able to  residents  of  other  states,  and 
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WHEREAS,  the  Idaho  Governor’s  Medical  Edu- 
cation Committee  recommends  that  in  place  of  try- 
ing to  operate  a medical  school,  Idaho  should  nego- 
tiate through  the  WICHE  Council  on  Medical  Edu- 
cation with  western  medical  schools  already  estab- 
lished within  the  states  belonging  to  the  Western 
Interstate  Commission  for  Higher  Education,  a firm 
quota  of  places  in  such  schools  to  be  reserved  for 
applicants  from  Idaho,  and 

WHEREAS,  it  is  not  just  or  reasonable  to  ex- 
pect Idaho  to  continue  indefinitely  to  receive  medi- 
cal education  from  neighbor  states  at  substantially 
less  than  cost,  therefore  be  it 

RESOLVED,  that  the  Idaho  State  Medical  As- 
sociation respectfully  urge  the  Governor  and  mem- 
bers of  the  Idaho  Legislature  that  the  Medical 
Education  Council  created  under  WICHE  conduct 
negotiations  with  the  several  medical  schools  within 
this  compact  as  recommended  by  the  Medical  Edu- 
cation Study  Report  as  approved  by  the  Governor’s 
Medical  Education  Committee. 


OBITUARY 

dr.  robert  lyle  rodwell,  58,  of  Nampa,  died 
December  2.  Born  in  Cambridge,  Nebraska,  March 
12,  1906,  he  teas  graduated  from  the  University  of 
Nebraska  at  Lincoln  in  1925.  He  received  his  de- 
gree from  the  University  of  Nebraska  College  of 
Medicine,  Omaha,  in  June,  1929.  He  interned  at  the 
Lincoln  General  Hospital,  Lincoln,  and  practiced  in 
Cambridge  and  Edison,  Nebraska,  before  moving 
to  Nampa  in  1934. 

He  was  active  in  civic  and  fraternal  organiza- 
tions. He  was  a member  of  the  Nampa  Exchange 
Club,  Benevolent  and  Protective  Order  of  Elks, 
the  Nampa  Physicians  Club,  Southwestern  Idaho 
District  Medical  Society,  the  Idaho  State  Medical 
Association  and  the  American  Medical  Association. 
Dr.  Rodwell  was  a member  of  the  First  United 
Presbyterian  Church  of  Nampa. 


Oregon  news  continued  from  page  149 

OBITUARIES 

dr.  robert  n.  BRiDENBAUGH,  specialist  in  physical 
medicine  and  rehabilitation  for  the  Veteran’s  Ad- 
ministration, died  November  4.  He  was  48.  North- 
western University  Medical  School  awarded  him  his 
degree  in  1942.  Death  was  due  to  multiple  injuries 
after  a fall  down  a flight  of  stairs  at  Portland’s  Vet- 
erans Administration  Hospital.  He  was  under  treat- 
ment for  manic  depressive  psychosis  at  the  time. 

dr.  marius  b.  marcellus,  85,  died  December 
31.  He  was  Portland  City  Health  Officer  from  1913- 
1917,  an  instructor  at  University  of  Oregon  Medical 
School  and,  since  1939,  was  staff  member  at  Good 
Samaritan,  St.  Vincent’s,  and  Emmanuel  hospitals. 
He  was  graduated  from  the  University  of  Pennsyl- 
vania School  of  Medicine  in  1903. 

dr.  frank  b.  smith,  of  Portland,  died  December 
28.  He  had  practiced  in  Willamette  Valley  until 
1937  when  he  moved  to  Portland.  He  retired  in 
1944.  His  degree  was  granted  by  McGill  University 
Faeulty  of  Medicine  in  Montreal.  Dr.  Smith  was  86. 
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dr.  irving  m.  lupton,  who  was  awarded  the 
Saylor  Medal  for  Scholarship  of  University  of  Ore- 
gon Medical  School,  died  January  3.  He  had  lived 
in  Portland  since  1906.  A graduate  of  UOMS  in 
1915,  and  a member  of  the  teaching  staff  from 
1919-1939,  he  was  also  a past  president  of  the 
Medical  School  Alumni  Association.  During  World 
War  II,  he  was  awarded  the  French  Croix  de  Guerre 
and  the  Purple  Heart.  Dr.  Lupton  was  73. 

j r* 

dr.  harry  j.  flower,  practitioner  in  Milton- 
Freewater  for  35  years,  died  January  4.  He  was  76, 
and  had  been  retired  since  1960.  Dr.  Flower  was  a 
1922  graduate  of  Harvard  Medical  School,  he  in- 
terned at  Seattle  General  and  was  resident  at  King 
County  Hospital.  Following  retirement  he  moved 
to  Walla  Walla. 

dr.  genevieve  m.  swedenburg,  of  Ashland,  died 
December  20.  She  was  graduated  from  Washington 
University  School  of  Medicine  in  1936,  and  was 
licensed  in  1938.  She  was  57. 
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One  Neosorb®PlusTablet 

will  neutralize  one-half  glass  (4oz.)  of  0.1N  HC1. 

That’s  a lot  of  antacid  relief. 


If  you  thinkthat’sgood,waituntilyouchewone. 
No  chalky  aftertaste.Spearmint  flavored. 
Taste  good  day  after  day,  week  after  week. 


Neosorb  Plus  Tablets  are  chewable  with  no  chalky  aftertaste, 
and  have  a delicate  spearmint  flavor  for  excellent  patient 
acceptance,  week  after  week. 

For  your  patients  with  gastric  hyperacidity  or  ulcer 
syndrome,  give  Neosorb  Plus  Tablets  with  the  fast,  protective 
and  long-lasting  antacid  action.  They  do  not  cause  acid 
rebound  or  electrolyte  imbalance  and  are  free  of  constipating 
or  laxative  effects. 


Dosage:  The  usual  dose  is  1 or  2 tablets  one  to  two  hours 
after  meals  and  at  bedtime.  Tablets  should  be  chewed  or 
allowed  to  dissolve  slowly  in  the  mouth. 

Precautions:  Do  not  administer  to  patients  receiving  oral 
tetracycline  since  magnesium  reduces  tetracycline  absorption. 
Administer  cautiously  in  cases  of  severe  renal  impairment. 
Supplied:  Bottles  of  100  tablets. 


Neosorb®Plus  Chewable  Antacid  Tablets 


Each  green  and  white  tablet  contains:  Dried  aluminum  hydroxide  gel  300  mg. 
Magnesium  hydroxide  1 50  mg. /Magnesium  trisilicate  150  mg. /Spearmint  flavored. 


PROFESSIONAL  classified 


Practice  Opportunities 

GENERAL  PRACTITIONER-WANTED 

Two-man  partnership  needs  associate  for  very  busy 
office.  Excellent  opportunity  for  one  with  residency 
in  surgery'.  Greater  Seattle  area  with  choice  of  hos- 
pital facilities.  Write  Box  41-A,  Northwest  Medicine, 
500  Wall  St.,  Seattle,  Wash. 

GENERAL  PRACTITIONER  WANTED-LACEY,  WASH. 

Space  available  and  ready  for  occupancy  in  new  air- 
conditioned  building.  Private  reception  room,  3 
exam,  rooms,  lab,  and  private  lavatory,  office  and 
business  office.  Ample  parking.  Two  dentists  occupy 
rest  of  building.  Area  one  of  the  fastest  growing  in 
Northwest.  Write  R.  C.  Sauls,  D.D.S.,  4445  Lacey 
Blvd.,  Olympia,  Wash. 

ALLIED  PERSONNEL  OFFICES,  INC. 

Our  recruiting,  screening  and  referral  services  can  be 
of  valuable  assistance  to  you  in  securing  the  med- 
ically trained  person  or  situation  you  desire.  Seattle 
offices  247  Logan  Bldg.,  MA.  4-4793,  Everett  office, 
703  Medical  Dental  Bldg.,  AL.  2-3157. 

EXCELLENT  OPPORTUNITY  FOR  GP-PALOUSE,  WASH. 

Physician  needed  immediately  for  town  of  1100 
population.  Productive  farming  region,  two  state 
universities  only  15  miles  away.  Space  available  and 
ready  for  occupancy.  Write  Chamber  of  Commerce, 
Palouse,  Wash. 

GENERAL  PRACTITIONER  TO  ASSOCIATE 

With  busy  GP  in  modern,  fully  equipped  and  staffed 
ten-room  clinic  in  Northwest  Washington  town.  Two 
accredited  hospitals  nearby.  Diversified  economy 
and  abundant  recreational  facilities— fishing,  boating, 
skiing,  and  mountain  climbing.  Partnership  desir- 
able; salary  guaranteed.  Write  Box  10-B,  Northwest 
Medicine,  500  Wall  St.,  Seattle,  Wash.  98121. 

GENERAL  PRACTITIONER  DESIRES  ASSOCIATE 

Share  modern,  new  medical  building  in  fast-growing 
residential  Eugene,  Oregon.  Lab.  x-ray  and  minor 
surgery  facilities  available.  Ample  parking.  Five 
minutes  to  hospital.  John  W.  Petty,  M.D.,  3467 
Hilyard  St.,  Eugene,  Oregon  97405. 


NEW  GROUP  PRACTICE  CLINIC-EDMONDS,  WN. 

Pediatrician  wishes  to  share  space  with  GP  or  ob-gyn 
man.  New  medical  clinic  in  fast  growing  South 
Snohomish  County.  PR  8-0191  or  PR  8-4333. 

ESTABLISHED  GP  PRACTICE-EASTERN  WASH. 

Grossing  over  §50,000.  Open  staff  hospital.  Adequate 
office  space,  complete  clinic  equipment.  Optional- 
four  bedroom  home.  Write  Box  11-B,  Northwest 
Medicine,  500  Wall  St.,  Seattle,  Wash.  98121. 

PRACTICE  OPPORTUNITY— LEWISTON,  IDAHO 

Established  practice  in  town  of  30,000-35,000 
people.  Equipment  and  modern  rental  space  $200 
monthly.  Ideal  climate.  Lewiston,  Idaho  phone  SH 
3-8421  or  nights  SH  3-5083. 


Office  Space 

MEDICAL  SUITE— OLYMPIA 

Prefer  neurologist  or  psychiatrist  for  suite  available 
in  Medical-Dental  Building,  Olympia.  Contact  Mr. 
Ray  Moen,  FL  7-7779,  519  Washington  St.,  Olym- 
pia, Wash. 

FIRST  HILL  MEDICAL  SUITE— SEATTLE 

Physician  suite  of  800  sq.  ft.  Adequate  facilities  and 
plumbing.  If  desired  will  remodel  to  needs.  Ample 
parking.  Rent  to  be  negotiated.  Contact  Wm.  Tara- 
day,  D.D.S.,  EA  5-4343. 

SPACIOUS  PHYSICIAN'S  OFFICE  FOR  RENT 

In  attractive  concrete  building  with  two  other  GPs. 
Rapidly  growing  area  with  excellent  schools  and 
accredited  hospital  available.  Contact  R.  S.  Waltz, 
M.D.,  1818  Pacific  Ave.,  Forest  Grove,  Oregon, 
phone  EL  7-3106. 

BEACH  HOUSE-SUMMER  RENTAL 

One  block  from  the  beach,  3 small  bedrooms,  fur- 
nished except  linens.  June  1 to  Sept.  1.  §100  per 
week,  minimal  rental  2 weeks,  $25  deposit  with 
reservation.  Write  to  Mr.  George  Faris,  66-6th,  Sea- 
side, Oregon. 
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MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA 

Fully  serviced  professional  offices,  from  $2.00  to 
$3.50  per  sq.  ft.  annually.  Mr.  Jack  Hayes,  Henry 
Broderick,  Inc.,  MA  2-4350,  Seattle. 

SPACIOUS  PHYSICIAN'S  OFFICE  FOR  RENT 

In  building  with  2 dentists,  near  Northgate.  Reason- 
able rent.  Call  EM  3-0363,  Seattle. 

MEDICAL  OFFICE  FIRST  HILL-SEATTLE 

For  rent  a fully-equipped  office  with  an  adjoining 
examining  room  available.  This  includes  a recep- 
tionist-typist and  a convenient  near-by  parking  area 
for  patients.  Call  EA  2-5966. 

MEDICAL  SPACE-TACOMA,  WASH. 

Pacific  Professional  Center,  8645  Pacific  Ave.,  Ta- 
coma. New  building,  finish  offices  to  specifications. 
Favorable  rent  and  lease  terms.  Mr.  Lawrence 
Bayer,  12229  West  Pipeline  Road,  Tacoma,  Wash. 
98445,  LE  7-5435. 

FURNISHED  & EQUIPPED  OFFICE-GRANDVIEW,  WN. 

Attractive  10  room  suite  compljtely  equipped  and 
ready  for  immediate  occupancy.  Present  physician 
has  moved  for  personal  reasons.  Contact  James  P. 
Salvanni,  Attny,  Sunnyside,  Wash.  Phone  837-3692. 


MARINE  DRIVE  MEDICAL  BLDG.,  DES  MOINES,  WN 

One  suite  still  available.  Pediatrician  urgently  need- 
ed in  area.  Referrals  assured.  GP,  internist  and  2 
dentists  already  established  in  bldg.  Suite  contains 
waiting  room,  business  office,  private  office,  2 
examining  and  1 large  treatment  room.  Laboratory 
and  lead  lined  x-ray  room.  Attractive  bldg,  with 
view.  Jack  A.  Benaroya  Co.,  Seattle,  MU  2-3750  or 
eve  PA  3-2401. 

Equipment 

I960  200  MA.  G.  E.  X-RAY 

With  spot  film  device.  Also  Ritter  electric  office 
exam  and  treatment  table,  Hamilton  treatment  table, 
and  ultrasound  device.  All  are  in  excellent  condition 
and  priced  reasonably.  Write  Box  12-B,  Northwest 
Medicine,  500  Wall  St.,  Seattle,  Wash.  98121. 

Services 

PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring 
St.,  Seattle,  Wash.  Call  MA  3-2971. 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292-2641  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of  your 
problems  relating  to  Alco- 
holism as  a courtesy  to  the 
profession.  Telephone  at 
any  hour.  Illustrated  litera- 
ture on  request. 

MEDICAL  STAFF 
John  R.  Montague,  M.D. 
Merle  M.  Kurtz,  M.D. 

Marvin  J.  Weinstein,  M.D. 
Norris  H.  Perkins,  M.D. 

John  W.  Evans,  M.D.,  Consult- 
ing Psychiatrist 

Physicians 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual — New  York,  June  20-24, 

1965,  Chicago,  June  26-30,  1966. 

AMA  Clinical — Philadelphia,  Nov.  28 — 
Dec.  1,  1965,  Las  Vegas,  Nov.  27-30, 

1966. 

Idaho  State  Medical  Association — June 
23-26,  1965,  July  6-9,  1966,  June  28- 
July  1,  1967,  Sun  Valley. 

North  Pacific  Society  of  Neur.  & Psy. — 
April  8-10,  1965,  Portland. 

Pres.,  Edward  K.  Kloos,  Portland 
Sec.,  W.  W.  Thompson,  Portland 

Oregon  Medical  Association — 

Sept.  21-25,  1965,  Portland 

Oregon  House  of  Delegates,  Midyear 
Meeting — April  23,  24,  1965,  Hotel 
Hilton,  Portland 

Washington  State  Medical  Association — 
Sept.  12-15,  1965,  Seattle 

West  Coast  Allergy  Society — 

Pres.,  B.  C.  Eisenberg,  Huntington 
Park,  Cal. 

Sec.,  G.  M.  Robins,  Portland 


OREGON 

Ore.  Acad.  Ophth.  & Otolar. — Cosmo- 
politan Motor  Hotel,  4th  Tues., 
Sept. -May 

Pres.,  R.  L.  Erickson,  Salem. 

Sec.,  S.  C.  Stenerodden,  Salem. 

Oregon  Dermatologic  Society — Portland, 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Joyle  Dahl,  Portland. 

Sec.,  Albert  E.  Larner,  Portland. 

Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April, 
Oct.). 

Pres..  Kenneth  D.  Gaver,  Salem. 
Sec.,  Wayne  M.  Pidgeon,  Portland. 

Oregon  Pathologists  Association — Port- 
land, 2nd  Friday  (Feb.,  Apr.,  Oct.) 
Oct.,  Dec.) 

Pres.,  John  Christopher,  Salem 
Sec.,  K.  D.  McMilan,  Eugene 


Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
through  school  year 
Pres.,  George  R.  Satterwhite,  Port- 
land 

Sec..  Robert  S.  Miller,  Beaverton 

Ore.  Soc.  Obst.  & Gynec. — Portland, 
Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.  thru  May) 

Pres.,  Martin  Sichel,  Portland 
Sec.,  J.  «W.  Fergus,  Portland 

Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff.  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland 
Pres.,  Gerald  Whitlock.  Portland. 
Sec.,  Emerson  J Collier,  Portland. 

Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept. -May)  Congress  Hotel 
Pres.,  Irl  Clary,  Portland. 

Sec.,  David  Sellers,  Portland 

Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres..  J.  L.  Stevenson,  Jr..  Portland. 
Sec.,  R.  J.  Meechan,  Portland. 

Portland  Surgical  Society — 4th  Tuesday 
(Sept.-May),  University  Club,  Port- 
land 

Pres.,  Clare  Peterson,  Portland 
Sec.,  Wm.  R.  Sweetman,  Portland. 


WASHINGTON 


King  County  Acad.  Gen.  Pract. — 4th 
Mon.,  exc.  June,  July,  Aug.,  Dec. 
Pres.,  David  W.  Rabak,  Seattle 
Sec.,  Howard  R.  Pyfer,  Seattle 

Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct.-May)  Seattle,  Tacoma, 
or  Everett 

Pres.,  Louis  J.  Sarro,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 

Seattle  Academy  of  Surgery — 3rd  Wed. 
bi-monthly;  Seattle  Yacht  Club 
Pres.,  Paul  O’Hallaren.  Seattle. 
Sec..  Nicholas  Sarro,  Seattle 


Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
July,  Aug.,  Dec. 

Pres.,  Charles  G.  Stipp,  Seattle. 
Sec.,  Glen  E.  Hayden,  Seattle. 

Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  Arctic  Club 
Pres.,  Charles  Kaplan,  Seattle 
Sec.,  Richard  Dion,  Seattle 

Seattle  Surg.  Soc. — 4th  Mon.  (Sept.- 
June) 

Pres..  Rodney  Hearne,  Seattle. 

Sec.,  J.  Garth  Mooney,  Seattle. 

Spokane  Society  of  Internal  Medicine — 
Quarterly,  Ridpath  Motor  Inn  (An- 
nual Meeting,  Feb.  27,  1965). 

Pres.,  H.  G.  Copsey,  Spokane. 

Sec.,  R.  C.  Biehn,  Spokane. 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  F.  Barronian,  Tacoma 
Sec.,  Calvin  R.  Lantz,  Tacoma 

Tacoma  Surgical  Club  — 3rd  Tuesday 
(Sept.-May) 

Pres.,  R.  O.  Diefendorf,  Bremerton 
Sec.,  Stanley  W.  Tuell,  Tacoma 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept. -June) 

Pres.,  L.  L.  Herr.  Seattle. 

Sec.,  John  E.  Nelson,  Seattle 

Washington  Academy  of  General  Prac- 
tice— May  13-15,  1965,  Yakima. 

Pres.,  Richard  A.  Stiles,  Yakima 
Sec.,  Helene  M.  Templeton,  Seattle 

Washington  State  Radiological  Society 
— Seattle,  Quarterly 

Pres.,  Kenneth  E.  Gross,  Tacoma 
Sec.,  Owen  Martin,  Seattle. 

Wash.  St.  Soc.  of  Anesthesiologists 
Pres.,  Lucien  Morris,  Seattle 
Sec.,  Henry  D.  Green,  Seattle 

Wash.  St.  Soc.  of  Allergy. 

Pres..  Paul  Van  Arsdel,  Jr.,  Seattle. 
Sec.,  S.  H.  Tarica,  Seattle. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  James  P.  Thompson,  Yakima 
Sec.,  Donald  K.  Williams,  Yakima 
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“the  same  old  story,  doctor— indigestion” 


The  patient’s  complaint  is  indigestion .. .especially  of  intolerance  to  fried 
foods... aggravated  by  stress.  You  diagnose  functional  G.l.  disturbance  and 
associated  stress... as  manifested  by  flatulence,  “nervous”  indigestion  and 
constipation.  Prescribe 


DECHOLIN-BB* 

(Hydrocholeretic  • Antispasmodic  • Sedative,  AMES) 

Each  Tablet  Contains: 

BUTABARBITAL  SODIUM 15  mg  (Vi  gr) 

(Warning:  May  be  habit  forming)  ease  nerVOUS  tension 

DEHYDROCHOLIC  ACID 250  mg  (3%  gr) 

to  produce  large  volume  of  watery  bile,  hydrate 
the  bowel  contents  and  gently  stimulate  the  in- 
testinal mucosa 

BELLADONNA  EXTRACT 10  mg  t}/6  gr) 

to  reduce  smooth-muscle  hypertonus 


Average  adult  dose:  1,  or  if  needed,  2 tablets  three 
times  daily.  Precautions:  Observe  patients  period- 
ically for  increased  intraocular  pressure  and  bar- 
biturate habituation  or  addiction.  Caution  drivers 
against  possible  drowsiness.  Side  effects:  Dehy- 
drocholic  acid  may  cause  transitory  diarrhea; 
belladonna  — blurred  vision,  dry  mouth.  Contra- 
indications: Biliary  tract  obstruction, 
acute  hepatitis,  glaucoma,  and  pros- 
tatic hyperplasia.  Available  through 
your  regular  supplier:  Decholin-BB, 
bottles  of  100  tablets.  72664 


Ames  Company,  Inc.,  Elkhart,  Indiana,  ames 


Shock 

warns 

before 

it 

strikes 


How 
do  you 
reverse  it 
more 
safely? 


When  a rapid  fall  in  blood  pressure  signals  impending  shock, 
you  have  a choice  of  therapy  to  reverse  the  threat.  You  could 
call  for  a “synthetic  expander,”  whole  plasma  or  whole  blood. 
But  what  are  the  chances  of  introducing  other  risks? 

With  Plasmanate,  Plasma  Protein  Fraction  (Human)  5%  Solution, 
there  are  no  reported  allergic  reactions,  coagulation  defects, 
instances  of  viral  hepatitis,  no  danger  of  human  typing  or 
crossmatghing  errors.  You  initiate  twin  benefits:  1)  shock 
therapy  with  a plasma  protein  fraction;  2)  restoration  of  volume 
with  greatly  reduced  possibility  of  untoward  reactions  during 
and  following  surgery. 

Wouldn’t  it  be  logical  to  specify  Plasmanate  for  your  next  case 
requiring  a volume  expander?  Truly,  no  other  transfusion 
preparation  offers  a comparable  ratio  of  safety  to  benefits. 


Plasmanate  PLASMA  PROTEIN  FRACTION  [HUMAN]  5%  SOLUTION 

A 5%  solution  of  selected  human  plasma  protein  with  stabilizers  in  0.67%  saline  solution.  Contains 
88%  serum  albumin,  7%  alpha  globulin,  5%  beta  globulin.  The  first  heat-treated  plasma  fraction 
licensed  by  the  Division  of  Biologic  Standards  of  the  National  Institutes  of  Health. 

Heat-treated  at  60°  C.  for  10  hours  against  the  possibility  of  transmitting  the  hepatitis  virus.  Since. there 
is  no  known  method  of  proving  presence  or  absence  of  hepatitis-producing  viral  agents,  no  absolute 
statement  can  be  made  concerning  their  presence  or  absence  from  blood  plasma  preparations. 

□ Administration:  Plasmanate,  Plasma  Protein  Fraction  (Human)  5%  Solution,  should  be  administered 
by  intravenous  route  only.  For  full  details,  please  examine  literature.  □ Precautions:  Should  be 
administered  cautiously  in  patients  with  normal  or  increased  blood  volume.  □ In  250  and  500  cc.  bottles 
complete  with  ready-to-use  administration  set. 


World  Leader  in  Blood  Fractions  Research 

CUTTER  Jlcu/HvuUotU&i 

Berkeley  10,  California 


March  1965 


183  Radiation  Therapy  for  Carcinoma  of  the  Uterine  Corpus 
ROBERT  G.  PARKER,  M.D.,  Seattle,  Washington 

187  Obstetrical  Management  of  the  Rh  Negative  Patient 

WAYNE  L.  JOHNSON,  M.D.  / SUZANNE  H.  CONRAD,  M.D.  / 
CHARLES  A.  HUNTER,  JR.,  M.D.,  Seattle,  Washington 


191  Juvenile  Pernicious  Anemia 
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Television  in  Continuing  Medical  Education  ,r„ 

JEROME  J.  HARRIS,  Ph.D.,  Warren  Township, 
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Alcohol  and  Drug  Addiction  in  Physicians 

FREDERICK  LEMERE,  M.D.,  Seattle,  Washington  o. 
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PARKE  DAVIS  l COMPANY  Dtt'Ot  M.cb.gtn  4SJ37 


Complete  information  for  usage  available  to  physicians  upon  request. 

61265 


(arnation 


A completely 

new  concept  in  nutrition : 


.the  balanced  meal  prepared 
at  home  with  fresh  whole  milk 


Mixes  instantly  in  fresh  milk  to  make  a balanced 
meal.  A single  8-oz.  glassful  supplies  as  much  pro- 
tein as  two  fresh  eggs,  as  much  mineral  nourish- 
ment as  two  strips  of  crisp  bacon. 

Specifically,  25%  of  the  average  recommended 
daily  allowance  of  protein*  and  of  calcium,  phos- 
phorus, iron,  vitamin  A,  thiamine,  riboflavin,  niacin, 


and  vitamin  C.  More  than  doubles  the  protein  of 
the  fresh  milk  alone. 

And,  it  is  far  more  palatable  than  canned  liquid 
meals-because  it  is  mixed  with  fresh  milk. 

Now  readily  available  and  economically  priced 
at  grocery  stores,  6 individual  servings  to  the 
box,  from  a world  leader  in  nutrition. ..Carnation. 


*The  average  Recommended  Adult  Daily  Dietary  Allowance  of  Protein  (70  grams)  as  established  by  the  National  Research  Council. 


Consider  the  benefits  for  patients  with  special 
nutritional  needs... 

The  geriatric  and  sedentary— palatability  and  convenience. 
Dieting,  dental,  and  post-tonsillectomy  patients— liquid  form. 
Convalescents-provides  added  nutrition  conveniently. 
Teen-agers-helps  meet  added  protein  requirements  palatably. 
Acne  patients-provides  margin  of  concentrated  nutrients 
without  added  fat.  Less  than  1%  fat  in  plain  and  coffee 
flavor  packets,  only  2.6%  fat  in  chocolate  flavor  packet. 
Rapidly-growing  children-adds  highly  palatable  protein. 

The  underweight-mealtime  “nutrition  insurance”  and/or 
a nourishing  fourth  meal  at  bedtime,  when  mixed  in  hot  milk. 
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Since  1941  this  has  been  the  physicians’ vitamin- 
mineral  formula  of  choice  in  the  West. 


It  still  is! 
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Only  this  i 
enables  you  to  pre 

convenient 


AMPULES:  250  mg.  per  2 cc..  100  mg.  per  2 cc. 
MULTI-DOSE  VIALS:  10  cc.,  50  mg.  per  cc. 

Terramycin  Intramuscular 
Solution  is  only  one  of  an 
unmatched  variety  of  dosage 
forms  made  possible  by  the 
unique  chemical  characteristics 
of  the  oxytetracycline  mole- 
cule. It  is  the  only  preconstituted 
solution  of  a broad-spectrum 
antibiotic  specifically  for  intra- 
muscular use.  Always  ready 
for  immediate  injection,  it 
requires  no  refrigeration  and 
remains  stable  for  years.  Unique 


in  formulation,  it  offers  econ- 
omy and  convenience  as  well. 
It  is  available  in  ampules,  vials, 
and  in  Isoject, 5 a sterile  and 
completely  disposable  injection 
system  offering  maximum 
protection  against  syringe- 
transmitted  hepatitis. 

Included  in  a wide  range  of 
practical  dosage  forms  are 
Terramycin  and  Terrastatin5 
(oxytetracycline  plus  nystatin) 
Capsules  as  well  as  pleasantly 
fruit-flavored  pediatric  syrup 
and  drops,  supplied  in  a 


ISOJECT®  for  I.  M.  administration:  250  mg.  per  2 cc.,  100  mg.  per  2 cc. 


preconstituted  form  and  not 
requiring  refrigeration. 
Terramycin  is  also  available  in 
intravenous  preparations  of 
proved  effectiveness  as  well  as 
numerous  topical  formulations 
thus  making  available  the 
benefits  of  Terramycin  for  a 
wide  range  of  clinical  needs. 

Ahead  of  its  time  for  14  years, 
Terramycin  remains  a broadly 
useful  antibiotic  with  a world 
of  experience  to  support  its 
record  of  effectiveness,  safety 
and  practicality. 


Terramycin 


antibiotic 
scribe  in  so  many 
dosage  forms 


» mtraindicated:  In  individuals  hypersen- 
j ive  to  any  of  the  ingredients  in  the 
| ytetracycline  formulations. 

ARNING:  In  the  presence  of  renal  dys- 
nction,  particularly  in  pregnancy,  intra- 
I nous  tetracycline  therapy  in  daily  doses 
| ceeding  two  grams  has  been  associated 
th  deaths  through  liver  failure. 

hen  the  need  for  intensive  treatment 
itweighs  its  potential  dangers  (especially 
] iring  pregnancy  or  in  individuals  with 
| lown  or  suspected  renal  or  liver  impair- 
i ent),  it  is  advisable  to  perform  renal  and 
/er  function  tests  before  and  during 
I travenous  therapy.  Also,  tetracycline 
rum  concentrations  should  be  followed. 

{ renal  impairment  exists,  even  usual  oral 
1 ' parenteral  doses  may  lead  to  excessive 
'Stemic  accumulation  and  possible 
■xicity  of  the  drug. 

se  of  oxytetracycline  during  the  last 
imester  of  pregnancy,  neonatal  period 
id  early  childhood  may  cause  discolora- 
on  of  developing  teeth. 

recautions:  Use  of  broad-spectrum  anti- 
iotics  occasionally  may  result  in  over- 
rowth  of  nonsusceptible  organisms.  Where 
jch  infections  occur,  discontinue  oxy- 
itracycline  and  institute  specific  therapy. 

dverse  Reactions:  Glossitis,  stomatitis, 
roctitis,  nausea,  diarrhea,  vaginitis  and 
ermatitis,  as  well  as  reactions  of  an  allergic 


nature,  may  occur  but  are  rare.  Occasional 
instances  of  discomfort  at  the  injection 
site  may  occur  with  the  intramuscular 
form.  In  intravenous  administration,  where 
concentrations  greater  than  5 mg.  of  anti- 
biotic per  ml.  of  diluent  were  used,  a few 
instances  of  phlebitis  have  been  reported. 


CAPSULES:  250  mg.,  125  mg. 


Formulas:  Terramycin  Capsules — oxytetra- 
cycline HC1,  250  mg.  and  125  mg./ 
Terramycin  Syrup— calcium  oxytetracy- 
cline, 125  mg.  per  5 cc. /Terramycin 
Pediatric  Drops — calcium  oxytetracycline, 
100  mg.  per  cc. /Terramycin  Intramuscular 
— 100  mg.  of  oxytetracycline  per  2 cc.  or 
250  mg.  per  2 cc. /Terramycin  Intravenous 
— 250  mg.  and  500  mg.  vials  of  oxytetra- 
cycline HC1  buffered  with  1.0  gram  or  2.0 
grams  of  ascorbic  acid  respectively. 
Terrastatin  Capsules — oxytetracycline,  250 
mg.  and  nystatin,  250,000  units/ 
Terrastatin  for  Oral  Suspension  — when 
reconstituted  each  teaspoonful  (5  cc!) 
contains  125  mg.  of  oxytetracycline,  and 
1 25,000  units  of  nystatin. 

More  detailed  professional  information 
available  on  request. 


PEDIATRIC  DROPS:  100  mg.  per  cc. 
Science  for  the  world's  well-being ® 

(Pfizer)  Since  1849 

PFIZER  LABORATORIES 
Division,  Chas.  Pfizer  & Co.,  Inc. 
New  York,  New  York  10017 


oxytetracycline) 

jnique  properties  make  the  difference  in  difficult  or  routine  cases 


. 


■ Clinicians  throughout 
the  world  consider 
meprobamate  a therapeutic 
standard  in  the 
management  of  anxiety 
and  tension. 

■ The  high  safety-efficacy 
ratio  of  ‘Miltown’  has 
been  demonstrated  by 
more  than  a decade 

of  clinical  use. 


Indications:  ‘Miltown’  (meprobamate)  is  effective  in  re- 
lief of  anxiety  and  tension  states.  Also  as  adjunctive 
therapy  when  anxiety  may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 

Contraindications:  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  or  meprobamate-containing 
drugs. 

Precautions:  Careful  supervision  of  dose  and  amounts 
prescribed  is  advised.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use  for 
weeks  or  months  at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-existing  symptoms, 
or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if  these 
symptoms  are  present.  Effects  of  excessive  alcohol  may 
possibly  be  increased  by  meprobamate.  Grand  mal  sei- 
zures may  be  precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  character- 
ized by  an  urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia,  and  a 
single  case  of  fatal  bullous  dermatitis  after  administra- 
tion of  meprobamate  and  prednisolone  have  been  re- 
ported. More  severe  and  very  rare  cases  of  hypersensi- 
tivity may  produce  fever,  chills,  fainting  spells,  angio- 
neurotic edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stomatitis  and  proc- 
titis. Treatment  should  be  symptomatic  in  such  cases, 
and  the  drug  should  not  be  reinstituted.  Isolated  cases 
of  agranulocytosis,  thrombocytopenic  purpura,  and  a 
single  fatal  instance  of  aplastic  anemia  have  been  re- 
ported, but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG  activ- 
ity has  been  reported,  usually  after  excessive  meproba- 
mate dosage.  Suicidal  attempts  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 

Usual  adult  dosage:  One  or  two  400  mg.  tablets  three 
times  daily.  Doses  above  2400  mg.  daily  are  not 
recommended. 

Supplied:  In  two  strengths:  400  mg.  scored  tablets  and 
200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 


®.  Wallace  Laboratories  / Cranbury,  N.J. 
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RECEIVED:  The  following  books  have  been  received.  Pub- 
lication of  this  acknowledgement  is  to  be  considered  ade- 
quate return  to  the  sender.  Selected  titles  will  be  reviewed 
as  space  permits. 

Rehabilitation  medicine,  a textbook  on  physical  medicine 
and  rehabilitation,  second  edition.  By  Howard  A.  Rusk. 
M.D.,  Profesor  and  Chairman  of  the  Department  of  Phys- 
ical Medicine  and  Rehabilitation.  New  York  University 
Medical  Center,  New  York.  N.Y..  and  thirty-six  collabor- 
ators. Assistant  Editor.  Eugene  J Taylor,  A M.  669  pp. 
Illustrated.  Price  $15.50.  The  C.  V.  Mosby  Company.  St. 
Louis.  Mo.,  1964. 

Current  practice  in  orthopaedic  surgery,  vol.  2.  By  John 
P.  Adams,  B.S..  M.D.,  F.A.C.S.,  Editor.  Professor  of  Ortho- 
pedic Surgery  and  Chairman  of  Orthopedic  Section.  The 
George  Washington  University  of  Medicine  and  Hospital. 
Washington,  D C.  231  pp.  Illustrated.  Price  $13.50.  The 
C.  V.  Mosby  Company.  St.  Louis.  Mo„  1964. 


The  maltreated  child;  the  maltreatment  syndrome  in  chil- 
dren. By  Vincent  J.  Fontana.  M.D.,  F.A.A.P.,  Director  of 
Pediatrics,  St.  Vincent’s  Hospital  and  Medical  Center  of 
New  York  and  Medical  Director,  New  York  Foundling  Hos- 
pital, New  York,  N.Y.  67  pp.  Illustrated.  Price  $5.00. 
Charles  C Thomas,  Springfield,  111.,  1964. 

Industrial  and  traumatic  ophthalmology.  Symposium  of 
the  New  Orleans  Academy  of  Ophthalmology.  By  Arthur 
H.  Keeney,  M.D..  Hedwig  S.  Kuhn.  M.D..  Roderick  Mac- 
Donald. Jr..  M.D.,  et  al.  321  pp.  Illustrated.  Price  $14.50. 
The  C.  V.  Mosby  Company,  St.  Louis.  Mo.,  1964. 


Cardiopulmonary  hemodynamics  in  health  and  disease. 
By  Carsten  Muller,  M.D.,  Ph.D.,  Associate  Professor  of 
Medicine,  Lecturer  of  Cardiology,  University  of  Oslo,  Oslo, 
Norway.  196  pp.  Illustrated.  Price  $7.50.  Charles  C 
Thomas,  Springfield.  111.,  1965. 


The  mask  of  sanity,  fourth  edition.  By  Harvey  Cleckley. 
M.D..  Clinical  Professor  of  Psychiatry,  Medical  College  of 
Georgia,  Augusta.  Georgia.  510  pp.  Price  $9.75.  The  C.  V. 
Mosby  Company,  St.  Louis,  Mo.,  1964. 


aquasol.  A 

■ „ CAPSULES 

than  any  other  vitamin  A product  when  indicated  in 

ACNE  dry  skin  keratosis  foiiicularis  ichthyosis 
pityriasis  rubra  pilaris  night  blindness  metaplasia 
of  mucous  membranes 


Photos  posed  by  professional  models 


more 

physicians 

specify 


physically  — colloid  finely  dispersed  aqueous  vitamin  A particles  pass  through  the 
intestinal  barrier  more  easily  and  may  reach  affected  local  area  more  readily  through  .. . 

faster,  more  complete  absorption 


physiologically  — provides  the  known  stable  physiologically  active  isomers  of  the 
natural  vitamin  A complex  for.,  fully  comprehensive  results 


gastronomically  — with  allergenic  factors  removed  and  free  from  "fishy"  taste, 
Aquasol  A is... well  tolerated  and  burpless 


Aquasol  A capsules  — two  potencies:  25,000  U.S.P.  units  • 50,000  U.S.P.  units 

water-solubilized  natural  vitamin  A per  capsule  — Bottles  of  100  and  500  capsules. 

Samples  and  literature  upon  request. 

u.  s.  vitamin  & pharmaceutical  corporation 

Arlmgton-Funk  Laboratories,  division  • 800  Second  Ave..  New  York,  N.Y.  10017 
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only  the  treatment  has  changed,*. 


i. 


t 


Fred  Wise,  M.D.,  1881  • 1950  — Dr.  Fred  Wise  was  a great  teacher,  Senior  Editorship  of  the  Year  Book  of  Dermatology  and  Syphilology; 

an  outstanding  clinician,  a major  contributor  to  the  progress  of  the  and  Clinical  Professorship  of  Dermatology  and  Syphilology  at  Colum- 

specialty  of  dermatology.  Among  Dr.  Wise’  outstanding  accomplish-  bia  University.  During  his  career.  Dr.  Wise  amassed  a collection  of 

ments  are  included:  contribution  of  over  100  articles  to  dermatologic  over  2,000  lantern  slides,  making  full  use  of  these  in  his  teaching  ac- 

literature;  Presidency  of  the  American  Dermatologic  Association;  tivities.  The  slide  reproduced  on  this  page  is  from  the  Wise  Collection. 


■ a 


. today 


when  the  embarrassment  of 
seborrheic  dermatitis  brings 


the  patient  to  you  for  help 


sun 


Tin 


[fluocinolone  acetonide] 


One  of  the  most  significant  developments  in  today’s  treat- 
ment of  inflammatory  dermatoses  is  the  synthesis  of  the 
unique  topical  corticosteroid,  fluocinolone  acetonide.  World- 
wide medical  literature  documents  the  superiority  of  this 
anti-inflammatory,  antipruritic  agent  above  all  other  topical 
corticosteroids.  It  acts  rapidly  and  consistently,  providing 
maximum  benefit  for  your  patient. 


results  in  seborrheic  dermatitis: 


"consistently  effective”8;  “prompt  objective  improvement”9; 
"improvement  was  rapid”5 


Synalar  (fluocinolone  acetonide)  provides  rapid  anti-inflam- 
matory, antipruritic  effects1-5;  highest  topical  activity1'6’7;  re- 
sults comparable  to  those  of  systemic  and  intralesional  corti- 
costeroids, with  fewer  hazards.2'3'8 

Available  in  selective  dosage  forms  and  concentrations 
adapted  to  individual  needs,  Synalar  (fluocinolone  acetonide) 
is  effective  in  a wide  range  of  inflammatory  dermatoses — 
severe  or  mild,  chronic  or  acute,  widespread  or  localized. 

Successfully  relieve  the  embarrassment  of  seborrheic  derma- 
titis— support  your  therapeutic  regimen  with  Synalar  (fluo- 
cinolone acetonide ) . 


1.  Cahn,  M.  M.  and  Levy,  E.  J.:  J New  Drugs  1: 262  (Nov-Dec)  1961.  2.  Feldman,  I.: 
J Amrr  Osteopath  Assn  63:257  (Nov)  1963.  3.  Kanee,  B.:  Canad  Med  Assn  J 88:999 
(May  18)  1963.  4.  Meenan,  F.  O.:  J Irish  Med  Assn  52:75  (Mar)  1963.  5.  Samitz, 
M.  H.:  Curr  Ther  Res  4:589  (Dec)  1962.  6.  McKenzie,  A.  W.:  Arch  Derm 
(Nov)  1962.  7.  Scholtz,  J.  R.,  et  al:  Scientific  Exhibit,  12th  International  Congress  of 
Dermatology  (Sept)  1962.  8.  Scholtz,  J.  R.:  Calif  Med  95:2 24  (Oct)  1961.  9. 
Sawyer;  W.  C.:  Ann  Allerg  20: 330  (May)  1962. 


Available:  For  initiation  of  therapy — Cream  0.025!?,  5 and  15  gm.  tubes.  For  main- 
tenance therapy — Cream  0.0196.  45  gm.  tubes.  For  emollient  effect — Ointment  0.025%, 
15  gm.  tubes.  For  infected  dermatoses — Neo-Synalar®  (0.025%  fluocinolone  acetonide, 
0.5%  neomycin  sulfate)  Cream,  5 and  15  gm.  tubes.  Also  available — Synalar  (fluocino- 
lone acetonide)  Solution — 0.01%,  20  cc.  and  60  cc.  controlled-drop  dispensers. 
Precautions:  Synalar  (fluocinolone  acetonide)  preparations  are  virtually  nonsensitizing 
and  nonirritating.  Neomycin  rarely  produces  allergic  reactions.  As  with  all  antibiotics, 
prolonged  use  may  result  in  overgrowth  of  nonsusceptible  organisms;  if  this  occurs, 
appropriate  therapy  should  be  instituted.  Although  side  effects  are  not  ordinarily  en- 
countered with  topically  applied  corticosteroids,  as  with  a drug,  a few  patients  may 
react  unfavorably.  Where  there  is  systemic  infection  or  severe  local  infection,  systemic 
antibiotics  should  be  considered,  based  on  susceptibility  testing. 

Contraindications:  Tuberculous,  fungal,  and  most  viral  lesions  of  the  skin  (including 
herpes  simplex,  vaccinia,  and  varicella).  Not  for  ophthalmic  use. 


when  complicated  by  infection 


FLUOCINOLONE  ACETONIDE,  0.5%  NEOMYCIN  SULFATE] 


an  original  steroid  from 
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Use 


LABORATORIES  INC..  PALO  ALTO.  CALIF. 


Rob  nn.  H.  M,  Jr,:  Fluocinolone  Acetonide,  Arch  Derm 
Schoh  .7  ! R. : A new  cort  icoid  for  topical  therapy,  Presented 
Session  of  Calif  Med  Assn  (Apr  30--May  3)  1961.  Sen 
corticoid  foi  topical  therapy:  fluocinolone  acetonide,  Calif 
961.  ~icher,  R.  K Treatment  of  refractory  dermatoses 
acetonide.  Cun  Ther  Res  3:461  (Nov)  1961.  Sternberg,  T. 

IX  R.  ;■  New  treatments  in  dermatology,  Presented  to  Asst 

inolone  acetonide,  a new  topical  corticosteroid : clinical 
ition,  / New  Drugs  1: 262  (Nov  Dec)  1961.  Schol 
>y  of  psoriasis  with  fluocinolone  acetonide.  Arch  Der 
Goldman,  L..  et  al:  A round  table  discussion:  The  rna 
n<  current  concepts  regarding  occlusive  methods  of  trea 
co  i it y at  tht  invitat  >n  of  Syntex  Laboratories. 

R.  K.:  Successful  treatment  of  Leiner’s  disease  with 
i 

. 

/ Atner  Osteopath  Assn  61 :527  ( Mar  ) 1962.  Samman,  P.  D 
Fluocinolone  acetonide.  a new  steroid  preparation  for  topical 
74:96  (Mar)  1962.  Robinson,  H.  M„  Jr.;  Raskin,  J.;  and  D 
Topical  therapy  with  fluocinolone  acetonide.  Bull  Sch  Med  l 
21  (Apr)  1962.  Scherr,  M.:  Management  and  rehabilitation  ot| 
o 1 at  the  XaXonH  Med  Congress,  Mexico  Cit 
Grant  Peterkin,  G.  A.:  Mprley,  W.  N.;  and  Chalmers,  D. : Tril 
fluocinolone  acetonide  ointments  in  atopic  eczema,  Brit  Med  \ 

f 

a new  compound,  fluocinolone  acetonide,  Ann.  Alkrg  20 :330  (JV 
M.  J.,  and  Schiff.  B.  L. (.Treatment  of  psoriatic  lesions  with  top 
ac<  unide  and  moist  dressings,  / Invest  Derm  38: 321  (June  ll 
P.  X Beer,  W.  E.:  The  treatment  of  psoriasis  with  fluocii] 
(Letter  to  Editor)  Brit  J Derm  74: 281  (July)  1962.  Mitch 
Mitchell.  D M.:  Fluocinolone  acetonide  in  the  treatment  of 
lupus  c-mhematosus,  Lancet  2: 359  (Aug  18).  1962.  Scholtz,  J 
I ; and  Robinson,  II  M . Jr.  Recent  advances  in  corticosteroid  t 
two  year  study  of  1600  patients,  Scientific  exhibit  at  the  12th 
gresa,  of  Dermatology.  Washington.  D.C.  (Sept)  1962.  Williarj 
live  treatment  for  knuckle  pads.  The  Schoch  Letter  (Oct)  1962 
Progress  report  on  corticosteroid  topical  therapy  by  the  surface 
The  Schoch  Letter  , Nov ’1962.  Robinson,  H.  M. : Evaluatior 
inflammatory  and  antipruritic  agents.  The  Schoch  Letter  (Dees 
M.  II.:  Clinical  evaluation  of  topical  fluocinolone  acetonide  ci 
Res  4: 589  (Dec,)  1962.  Bjornberg,  A.,  and  Hellgren,  L.:  To| 
with  fluocinolone  acetonide,  Acta  Dermatovener  42: 426  1962. 

Jr.;  Raskin,  J.  .aid  Dunsi  , \\  J.  R.  • Sui  ice  depot  ster<  id 
tine  Exhibit.  67th  Congress  Southern  Med  Association,  1962. 1 
H„  and  Bierman,  S.  M.:  Newer  treatment  for  psoriasis.  Cun  F 
(Janr  1963.  Tye,  M.  J.;  Schiff,  B.  L.;  and  Ansel!,  H.  B.:  Respd 
lesions  to  topical  fluocinolone  acetonide,  Arch  Derm  87 :27 
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acetonide,  Arch  Derm  87.: 384  (Mar)  1963.  Meenan.  F.  O. 
of  infantile  eczema  with  fluocinolone  acetonide  cream,  J Irish  A| 
Mar'  1963.  Samitz,  M.  IT.  and  Weinberg.  R.  A.:  Benign 
pemphigus  treatment  with  topical  fluocinolone  acetonide  crej 
(Apr).  1963.  Kanee,  B.:  Clinical  studies  with  topical  fluodm 
in  the  treatment  of  various  dermatoses,  Canad  Med  Assn  J 88: 1 
1963.  Buck.  H,  W.,  and  Mitchell,  J.  C. : Eccrine  function  diu| 
psoriasis,  Arch  Derm  87:696  (June)  1963  Freedman,  R.; 
Becker,  S.  W.  : Treatment,  of  two  cases  of  itchmg  purpura,  Arc^ 
(June)  1963.  Freedman,  R.;  Reed,  W.;  and  Becker,  S.  W. 
corticosteroids  on  psoriasis,  Arch  Derm  87:701  (June)  1963 
M„  and  Wittingharo,  G,  E. : Psoriasis  treated  with  topical  fluo| 
nide  and  occlusive  dressing,  Bril  Med  j 7342:1450  (Jui 
J.  B. : Pruritus  ani : etiology,  diagnosis  and  therapy  with  a nfl 
costeroid,  fluocinolone  acetonide,  Clin  Med  70:1291  (July)  19< 
A.,  and  Hellgren,  L.:  Fluocinolone  acetonide  in  local  therapy  of 
asis  and  discoid  lupus  erythematosus,  Svensk  Lakariidn  60:133 
I.  C.;  Wapner.  P.  M.;  and  Brownstein,  I.  E. : The  topical  use 
acetonide  cream  for  relief  of  vulvar  and  perinea]  pruritus,  Alber 
] 11:224  (July)  1963.  Bjornberg,  A.,  and  Hellgren,  L : Fluocinl 
-a  new  steroid  with  an  antipsoriatic  effect.  Acta  Dermal ovene\ 
Bjornberg,  A.,  and  Hellgren,  L : Treatment  of  chronic  discoid  1 

years’  experience  with  propylene  glycol  as  a vehicle  for  local 
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ide  a drying  effect  in  moist  sites, 
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its  ease  of  application  and  pene- 
folds. 

easy,  and  does  not  cake. 


therapeutic  agent: 

Synalar  (fluocinolone  acetonide) 

(fluocinolone  acetonide)  has  unsurpassed  anti-inflar 
Dry,  antipruritic  activity.  Documented  results  show  tl 
lis  successful  topical  corticosteroid: 

• is  consistently  effective  both  initially  and  if  retreat  men  t 
is  required. 

• rapidly  relieves  pruritus. 

• controls  both  chronic  and  acute  conditions. 

• is  economical  because  less  medication  is  required  to  rapidly 
achieve  optimum  results. 

Prescribe  Synalar  (fluocinolone  acetonide)  Solution  ideally 
suited  for  selective  therapy  of  inflammatory  dermatoses  in 
intertriginous  or  hairy  areas. 


ui'cii lability : Synalar  (fluocinolone  acetonide)  Solution  0.01%,  20  cc.  and 
60  cc.  controlled-drop  dispensers. 

stile  effects:  In  some  patients  with  dry  lesions,  solution  may  increase  dry- 
ness, scaling  or  itching.  Application  to  denuded  or  fissured  areas  may 
produce  burning  or  stinging. 

precautions:  Although  propylene  glycol  has  antimicrobial  activity,  infect- 
ed lesions  require  appropriate  evaluation  and  therapy. 
contraindications;  Tuberculous,  fungal  and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  varicella).  Not  for  ophthalmic  use. 


an  original  steroid  from 


SYNTEX  Wl 


LABORATORIES  INC  , PALO  AL‘ 


TEAMED  FOR  MORE  EFFECTIVE 
PERFORMANCE.  Therapeutic 
teamwork  is  of  recognized  impor- 
tance in  managing  G.l.  disorders 
because  of  interrelated  physical 
and  psychic  factors.  In  ENARAX, 
therefore,  the  anticholinergic 
benefits  of  oxyphencyclimine  HCI 
are  augmented  by  the  tranquilizer 
Atarax®  (hydroxyzine  HCI)  for  con- 
certed action  against  pain,  spasm 
and  anxiety. 


TIMED  FOR  MORE  PREDICT- 
ABLE PERFORMANCE.  While  ar- 
tificial timing  devices  prolong 
action,  the  duration  is  often  vari- 
able. With  oxyphencyclimine  HCI, 
therapeutic  benefits  are  more  pre- 
dictable because  its  long-lasting 
action  is  chemically  “built in.” 
Since  toxicity  and  side  reactions 
are  minimal,  dosage  schedules 
are  easily  adjusted  to  meet  indi- 
vidual requirements. 


TWO  POTENCIES  FOR  MORE  VERSATILE 
PERFORMANCE.  ENARAX  5 is  recom- 
mended when  G.L  symptoms  are  present 
without  x-ray  evidence  of  peptic  ulcer,  for 
functional  bowel  syndrome,  and  for  many 
other  G.l.  dysfunctions.  Each  tablet  contains 
oxyphencyclimine  HCI  5 mg.;  hydroxyzine 
HCI  25  mg.  Prescribe  ENARAX  10  when  extra 
potency  is  desired  — as  in  radiologically  con- 
firmed cases  of  ufcer  or  in  hospitalized 
patients.  Each  tablet  contains  oxyphencycli- 
mine HCI  10  mg.;  hydroxyzine  HCI  25  mg. 
Rx  only. 


Precautions  and  side  ef- 
fects: As  with  other  anti- 
cholinergic agents,  dryness 
of  the  mouth,  blurring  of 
vision,  constipation  and  uri- 
nary hesitancy  frequently 
occur,  but  may  decrease  or 
disappear  as  therapy  con- 
tinues or  is  adjusted.  Use 
with  care  in  patients  with 
prostatic  hypertrophy.  Not 
recommended  for  patients 
with  an  associated  glau- 
coma except  with  ophthal- 
mologic supervision. 


oxyphencyclimine  HCI  + 
Atarax  (hydroxyzine  HCI) 


|i 


against  anemia 
(amenable  to  oral  therapy) 
due  to  iron  deficiency 
or  loss  of  blood 

• ® 

provides  the  Important  hematopoietic 
factors:  ferrous  sulfate  and  liver,  with 
ascorbic  acid  for  enhanced  iron  absorp- 
tion, and  helps  convert  coexistent  vita- 
min and  mineral  deficiencies.  Its  formula 
has  been  improved  6 times  in  12  years  to 
reflect  findings  of  proven  nutritional  im- 
portance in  oral  therapy  of  hypochromic 
microcytic  anemias. 


Current  formula 

Ferrous  sulfate  340  mg. 

Iron  (from  ferrous  sulfate)  *. ...  100  mg. 

Desiccated  liver,  N.F.  (undefatted)  ..  50  mg. 

Vitamin  C (from  sodium 
ascorbate)  150  mg. 

Vitamin  Bu  (as  Stablets®)  with 
intrinsic  factor  concentrate 
(noninhibitory) '/i  N.F.  oral  unit* 

Bi  (thiamine  mononitrate,  U.S.P.)  ...  3 mg. 

B2  (riboflavin,  U.S.P.)  2 mg. 

B6  (pyridoxine  hydrochloride, 

U.S.P.)  2 mg. 

Niacinamide,  U.S.P 15  mg. 

Calcium  pantothenate,  U.S.P 1 mg. 

Cobalt  (from  cobalt  sulfate)  0.1  mg. 

Copper  (from  copper  sulfate)  1 mg. 

Molybdenum  (from  sodium 
molybdate)  0.2  mg. 

Calcium  (from  dicalcium 
phosphate)  37.4  mg. 

Iodine  (from  potassium  iodide) 0.05  mg. 

Manganese  (from  manganese 
sulfate)  0.033  mg. 

Magnesium  (from  magnesium 
sulfate)  2 mg. 

Phosphorus  (from  dicalcium 
phosphate)  . ..." 29  mg. 

Potassium  (from  potassium 
sulfate)  1.7  mg. 


•Potency  established  prior  to  mixture  with 
other  ingredients.  Stablets,  U.  S.  Pat.  No. 
2,830,933. 

Precautions  and  side  effects:  Because  some 
patients  with  pernicious  anemia  do  not  re- 
spond to  oral  Vitamin  Bu,  they  should  be 
followed  with  periodic  laboratory  studies. 
Anemia  is  a manifestation  of  an  underlying 
disease  and  it  is  necessary  to  make  an  etio- 
logical diagnosis.  In  a small  percentage  of 
patients,  iron  therapy  causes  gastrointestinal 
irritation.  In  these  patients,  administering 
Heptuna  Plus  with  meals  or  reducing  the 
dosage  usually  will  alleviate  the  symptoms. 
Supplied  in  bottles  of  100  capsules.  Rx  only. 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  fhe  World  s Well-Being® 
New  York,  N.  Y.  100f7 


Stamp  of  Approval 

on  Virtually  any  Ulcer  Regimen- 

PRO-BANTHINE9 

(propantheline  bromide) 


Historically,  reduction  of  acid  and  motility 
in  peptic  ulcer  has  been  approached  through 
the  use  of  antacids,  dietary  management 
and  surgery. 

Since  1953,  however,  Pro-Banthlne  used 
alone  or  in  addition  to  other  measures  has 
contributed  importantly  to  achieving  both 
of  these  goals.  It  has  been  shown  repeatedly 
that  adequate  doses  of  Pro-Banthine  will  sig- 
nificantly inhibit  gastric  acid  secretion  and 
reduce  gastrointestinal  motility. 

So  dependable  have  these  actions  been  that 
now,  for  many,  standard  treatment  of  peptic 
ulcer  and  several  allied  conditions  has  be- 
come antacids  plus  Pro-Banthlne,  dietary 
management  plus  Pro-Banthine,  surgery 
plus  Pro-Banthlne,  or  some  combination  of 
the  three. 

Pro-Banthlne  has  become  the  most  widely 


prescribed  anticholinergic  for  patients  with 
peptic  ulcer,  functional  hypermotility,  irri- 
table colon,  pylorospasm  and  biliary  dyski- 
nesia because  patients  respond  favorably  to 
its  therapeutic  actions. 

Side  Effects  and  Precautions-Urinary  hesitancy, 
xerostomia,  mydriasis  and,  theoretically,  a 
curare-like  action  may  occur.  The  drug  is 
contraindicated  in  patients  with  glaucoma  or 
severe  cardiac  disease. 

Dosage— The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  tablets  daily  in  divided 
doses.  In  severe  conditions  as  many  as  four  tab- 
lets may  be  given  four  times  daily.  Pro-Banthine 
(brand  of  propantheline  bromide)  is  supplied  as 
tablets  of  15  mg.  and,  for  parenteral  use,  as 
serum-type  ampuls  of  30  mg. 

SEARLE 

Chicago,  Illinois  60680 

Research  in  the  Service  of  Medicine 
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EDITORIAL 


True  Origin  of  the  Elder  care  Proposal 


Walter  A.  Noehren  of  Sandy,  Oregon,  first  pro- 
posed the  principle  now  being  promoted  as 
Eldercare;  it  did  not  originate  in  the  American 
Medical  Association.  Dr.  Noehren  should  be 
given  credit  for  his  early  work  and  his  persistence 
in  explaining  it. 

The  plan  proposed  by  Dr.  Noehren  went 
through  the  normal  channels  within  medical 
organization  only  to  be  lost  in  AMA  records.  It 
was  presented  to  the  Clackamas  County  Medical 
Society  and  approved  in  April,  1961.  It  was  ap- 
proved by  the  Oregon  State  Medical  Society  in 
September,  1961.  It  was  presented,  as  Resolution 
16,  to  the  AMA  House  of  Delegates  in  December, 
1961.  The  House  referred  it  to  the  Council  on 
Medical  Service  whose  Supplementary  Report  B 
was  submitted  to  the  House  in  June,  1962  with- 
out making  definite  decision.  The  House  recom- 
mended that  the  Council  on  Medical  Service 
and  the  Board  of  Trustees  explore  all  possibili- 
ties but  dropped  Resolution  16  of  1961  without 
definite  decision. 

As  first  proposed  by  Noehren,  the  plan  would 
have  covered  any  citizen  financially  unable  to 
obtain  care.  As  it  is  now  being  promoted,  the 
plan  is  for  those  past  65.  However,  since  the  pro- 
posal is  for  a government  controlled  plan,  there 
is  no  doubt  that,  if  adopted,  it  will  go  through 
the  customary  series  of  expansions  until  it  is  ex- 
tended to  the  entire  population,  just  as  Noehren 
conceived  it. 

Dr.  Noehren’s  correspondence  with  influential 
people  in  all  parts  of  the  country  has  been  volu- 
minous. Articles  on  his  proposal  have  been  pub- 
lished in  a number  of  journals,  including  the 
New  England  Journal  of  Medicine  and  this 
journal.1  The  following  excerpts  from  his  1962 
publication  indicate  clearly  the  origin  of  the 
principle  now  being  promoted  as  Eldercare. 

This  is  a proposal  which  would  involve  the  Fed- 
eral Government  and  private  insurance  enterprise 


in  a cooperative  effort  to  make  comprehensive 
prepayment  medical  care  available  to  any  Ameri- 
can Citizen  unable  to  purchase  it.  It  is  a specific 
answer  to  the  socio-economic  problems  of  con- 
temporary medical  care. 

The  proposal  is  simply  to  legislate  the  following: 
EACH  PERSON  WHOSE  INCOME  IS  INADE- 
QUATE FOR  THE  PURCHASE  OF  HIS  OWN 
CARE  CAN,  UPON  HIS  VOLUNTARY  REQUEST, 
RECEIVE  ASSISTANCE  FROM  THE  FEDERAL 
GOVERNMENT  FOR  THE  PURCHASE  OF  COM- 
PREHENSIVE PREPAYMENT  CARE. 

The  assistance  would  vary  in  amount  from  par- 
tial payment  to  total  payment  of  the  premium 
cost.  Except  for  the  lowest  income  group,  each 
person  would  have  to  produce  his  own  share  of 
prepayment  costs  to  qualify  for  assistance  . . . 
The  payment  of  money  by  the  government  would 
be  made  in  each  instance  to  a prepayment  plan 
as  chosen  by  the  individual  applicant  from  those 
plans  which  would  be  approved  and  available 
in  his  locality.  For  this  to  be  effective,  good  and 
comprehensive  health  insurance  would  have  to 
be  available  on  a competitive  basis  . . . This  pro- 
posal is  directed  to  the  need  that  each  individual 
person  should  be  responsible  for  his  own  well 
being,  and  also  for  the  well  being  of  everyman. 

It  will  be  noted  that  this  proposal  does  not  limit 
itself  to  any  age  group,  but  applies  to  all  persons 
equally.  If  a program  is  to  be  developed  for  one 
age  group  alone,  the  only  logical  justification  for 
this  would  be  to  limit  the  experiment.  In  such 
case,  one  could  argue  which  group  would  be  best 
studied.  However,  we  feel  that  this  proposal  could 
be  applied  now  to  the  entire  population  with 
safety.  We  further  believe  that  the  need  for  a 
logical  experiment  of  this  sort  is  urgent. 

It  is  clear  that  Noehren  first  proposed  the  prin- 
ciple on  which  the  Eldercare  plan  is  based.  In 
view  of  his  contribution,  and  the  effort  he  has 
made  in  persuading  others  to  see  its  possibilties, 
it  seems  that  the  American  Medical  Association 
owes  him  adequate  recognition.  ■ 

H.L.H. 

REFERENCE 

1 Noehren,  W.  A.  and  Hegrenes,  J.  R.,  Medical  care  for 
everyman:  a proposal.  Northwest  Med  61:403  (May)  1962. 
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the  problem:  edema 
the  solution:  Anhydron 


“In  this  study,  cyclothiazide  was  found  to  be  an  active  natriuretic  agent  in 
an  assay  procedure  in  normal  Subjects,  1 and  2.5  mg.  of  this  drug  having 
approximately  the  same  activity  as  250  and  500  mg.  of  chlorothiazide.” 

— Martz,  B.  L,  Steinmetz,  E.  F.,  and  Kraner,  J.  C. : Studies  of  a New  Diuretic,  Cyclothiazide,  J.  Indiana  M.A.,  55:  173,  1962. 


Anhydron  is  useful  in  edema  associated  with  premenstrual 
tension,  toxemia  of  pregnancy,  and  cirrhosis  of  the  liver  and 
in  congestive  heart  failure  and  mild  hypertension.  It  is  also 
a valuable  adjunct  to  other  antihypertensive  agents.  Anhy- 
dron® K (each  tablet  containing  2 mg.  cyclothiazide  and 
500  mg.  potassium  chloride)  is  indicated  when  potassium 
supplementation  is  desirable.  Anhydron®  KR  (each  tablet 
containing  2 mg.  cyclothiazide,  500  mg.  potassium  chloride, 
and  0.25  mg.  reserpine)  is  indicated  for  reduction  of  arterial 
hypertension  when  supplementation  with  reserpine  is  also 
desirable. 

Side-Effects,  Precautions,  and  Contraindications:  Like  other 
thiazides,  Anhydron  may  elevate  serum  uric  acid  levels  in 
some  patients  and  produce  a decrease  in  glucose  tolerance. 


It  should  not  be  used  in  severe  renal  impairment.  Injudicious 
use  of  Anhydron  may  result  in  sodium  and  potassium  de- 
pletion. In  hypertensive  patients,  lightheadedness  and  weak- 
ness upon  standing,  excessive  orthostatic  hypotension  (usu- 
ally associated  with  tachycardia),  and  a rising  blood  urea 
nitrogen  or  nonprotein  nitrogen  may  indicate  overdosage. 
If  side-effects  occur,  dosage  should  be  reduced  or  discon- 
tinued. Side-effects  and  contraindications  of  Anhydron  ap- 
ply to  Anhydron  K and  Anhydron  KR.  Side-effects  of  reser- 
pine include  mental  depression,  nasal  stuffiness,  lassitude, 
laxative  effect,  sense  of  fullness  in  the  abdomen,  nightmares, 
and  reduction  in  libido  and  potency.  Reserpine  should  be 
used  cautiously  in  patients  with  a history  of  mental  depres- 
sion, peptic  ulcer,  or  ulcerative  colitis. 


ANHYDRON * 

CYCLOTHIAZIDE 


500059 


Additional  information  available  to  physicians  upon  request.  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 
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Radiation  Therapy  for  Carcinoma  of  the  Uterine  Corpus 

ROBERT  G.  PARKER,  M.D.  Seattle,  Washington 

Choice  of  methods  used  in  treatment  of  carcinoma  of  the  uterine  corpus 
depends  on  stage  of  the  tumor  and  physical  condition  of  the  patient.  Operation 
may  not  be  selected  for  an  operable  tumor  because  of  interdicting  unrelated 
disease.  Tumors  that  have  advanced  to  involve  both  body  and  cervix,  should  be 
treated  by  irradiation  as  employed  in  carcinoma  arising  in  the  cervix.  Radiation 
can  be  curative,  complementary  to  surgery,  or  palliative.  Between  early  surgically 
curable  cases  in  patients  able  to  withstand  operation,  and  far  advanced , inoperable 
cases,  there  is  a wide  choice  of  combined  procedures,  to  be  selected  on  analysis 
of  the  significant  factors  in  each  case. 


M anagement  of  the  patient  with  carcinoma 
of  the  uterine  corpus  remains  controversial.  There 
are  raised  voices  for  immediate  surgery  without 
complementary  irradiation,1-4  for  combined  surg- 
ery and  radiation  therapy,5-11  and  even  for  radia- 
tion therapy  as  the  dominant  modality  with  res- 
ervation of  surgery  for  radiation  failures.12 
Amongst  those  advocating  the  use  of  radiation 
therapy,  there  is  no  agreement  as  to  rationale, 
method,  or  time  of  application. 

Continued  diversity  of  opinion  in  the  presence 
of  large  reported  experiences  speaks  for  lack  of 
understanding  of  the  biology  of  this  common 
neoplasm  and  a lack  of  awareness  of  the  potential 
contributions  of  radiation  therapy,  used  as  a 
complement  to  surgery. 

Evaluation  for  Treatment 
general  considerations 

In  the  pretreatment  evaluation  of  patients,  as 
well  as  in  the  assessment  of  therapeutic  results, 
many  factors  extraneous  to  the  neoplasm,  must 
be  considered.  Patients  with  carcinoma  of  the 
uterine  corpus  are  likely  to  be  elderly.  Eighty 
per  cent  are  over  50  years  of  age  and  51.7  per 
cent  are  more  than  60. 5 They  may  be  threatened 
by  other  major  illnesses,  particularly  obesity, 
hypertension,  diabetes  mellitus,  cirrhosis  and 
arteriosclerotic  cardiovascular  disease. 

These  co-existing  diseases  seriously  limit 
treatment  application.  Thus,  Kottmeier12  found 
only  53.1  per  cent  of  his  patients  clinically  elig- 
ible for  panhysterectomy  and  Arneson8  classified 
only  74  of  144  or  51  per  cent  as  Clinical  Stage 
la  (growth  clinically  confined  to  the  uterus  and 
operation  advisable)  while  58  (40  per  cent)  were 

From  the  Division  of  Therapeutic  Radiology.  University 
of  Washington  School  of  Medicine,  Seattle,  Washington. 


considered  Clinical  Stage  lb  (growth  clinically 
confined  to  the  uterus,  but  poor  operative  risk). 
In  Kottmeier’s  large  series,  the  mortality  rate 
from  causes  exclusive  of  neoplasm  was  9.4  per 
cent  at  5 years  and  21.7  per  cent  at  10  years 
from  time  of  diagnosis. 

/ 

tumor-related  considerations 

In  attempting  to  base  treatment  on  the  bio- 
logical behavior  of  this  common  tumor,  the  great 
fund  of  knowledge  available  is  not  ^easily  ap- 
plicable to  the  individual  patient. 

Primary  site:  Most  malignant  neoplasms  aris- 
ing from  the  endometrium  are  adenocarcinomas, 
although  some  contain  islands  of  metaplastic 
squamous  epithelium.  They  are  classified  as 
adenoacanthomata.  These  tumors  infiltrate  and 
spread  by  direct  extension  and  entrance  into 
vascular  and  lymphatic  channels. 

Biological  aggressiveness  can  be  correlated 
with  histologic  appearance  since  poorly  differen- 
tiated tumors  are  more  likely  to  invade  the 
myometrium  deeply  and  spread  outside  the 
uterus. 

The  likelihood  of  spread  outside  the  uterus 
and  the  pattern  of  invasion  are  somewhat  related 
to  the  primary  anatomic  site,  although  rich 
lymphatic  and  vascular  anastomoses  permit  no 
predictability  in  the  individual  case.13  Thus  small, 
superficial  lesions  of  the  fundus  have  a different 
potential  of  spread  than  do  lesions  involving 
the  endocervix  and  cervix,  where  the  potential 
pattern  of  spread  becomes  that  of  cancer  primary 
in  the  cervix. 

The  probability  of  spread  outside  the  uterus 
increases  with  increasing  depth  of  myometrial 

Presented  to  Washington  State  Medical  Association  at  75th 
Annual  Convention,  Seattle,  Washington,  September,  1964. 
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invasion."  This  invasion  of  muscle  cannot  be 
accurately  assessed  clinically  or  by  curettage. 
Deep  myometrial  invasion  embarrasses  radiation 
response  and  represents  a major  reason  for  sur- 
gical removal  of  the  uterus. 

Attempts  have  been  made  to  correlate  prog- 
nosis with  palpable  uterine  size.  The  uterus 
may  be  enlarged  by  tumor  or  by  other  causes 
such  as  multiparity  or  myomata.  In  obese  pa- 
tients, such  a distinction  may  not  be  possible. 
Although  Healy  and  Brown15  stated  that  prog- 
nosis varied  inversely  with  uterine  size,  Arneson 
found  that  if  the  corpus  was  irradiated  by  the 
packing  method,  the  results  were  independent 
of  uterine  size. 

Spread  outside  the  uterus.  Clinically  recog- 
nized spread  outside  the  uterus,  necessitates 
variations  of  the  therapeutic  protocol  and  dras- 
tically dampens  the  prognosis.  Unrecognized 
spread  outside  the  uterus  may  make  well-inten- 
tioned treatment  ill-adapted  to  the  actual  condi- 
tion and  render  the  prognosis  hopeless.  There- 
fore, the  possibility  of  clinically  unrecognized 
extrauterine  spread  must  be  a major  considera- 
tion in  treatment  planning. 

In  studies  of  surgical  specimens,  intrapelvic 
adenopathy  has  been  documented  in  17  per  cent 
to  28  per  cent.1 017  The  recorded  incidence  of 
adenopathy  in  such  series  is  inherently  conserv- 
ative, as  errors  are  false  negatives. 

There  is  no  information  pertinent  to  clinically 
occult,  direct  pelvic  extension  of  tumor,  although 
for  lesions  exclusive  of  those  involving  the  en- 
docervix  or  cervix,  the  number  may  be  small. 

The  reported  incidence  of  vaginal  metastases 
averages  about  10  per  cent  when  hysterectomy 
is  not  accompanied  by  radiation  therapy  ( Stand- 
er"-5.4  per  cent  to  Way19- 17.7  per  cent).  The  in- 
cidence of  involvement  of  specific  vaginal  sites 
varies  in  many  reports,  ,9-21  but  it  is  certain  that 
any  site  may  be  involved.  Such  vaginal  meta- 
stases, recognized  prior  to  initial  treatment,  or 
after  hysterectomy,  have  a serious  implication, 
probably  because  they  reflect  unrecognized  intra- 
pelvic neoplasm.  Development  of  such  metastases 
can  be  nearly  eliminated  by  preoperative  irra- 
diation (0.8  per  cent  of  121  patients).'  However, 
such  metastases  recognized  postoperatively,  are 
infrequently  controlled.2  21 

The  tubes  and  ovaries  may  be  involved  by 
metastases  in  a small  number  (4  per  cent  to  10 
per  cent).22 

Metastases  outside  the  pelvis  may  involve 


nearly  any  organ  ( lung,  30.2  per  cent;  liver,  28.5 
per  cent;  large  bowel,  9.5  per  cent;  adrenal,  7.9 
per  cent;  bone,  6.1  per  cent;  skin,  3.1  per  cent; 
in  the  autopsy  series  of  Henriksen13)  and  when 
recognized  clinically,  dictate  palliative  rather 
than  radical  treatment. 

Treatment  Planning 

Despite  the  value  of  this  detailed  knowledge 
of  the  behavior  of  the  neoplasm,  treatment  plan- 
ning must  be  based  on  a clinical,  rather  than  a 
surgical  appraisal  of  extent  of  tumor.  Such  clinic- 
al classification  has  not  been,  nor  is  it  likely 
to  be,  as  useful  as  clinical  staging  in  carcinoma 
of  the  cervix. 

A workable  clinical  staging  has  recently 
( 1964 ) been  suggested  by  the  American  Joint 
Committee  for  Cancer  Staging  and  End  Result 
Reporting:23 

Stage  0 — Pre-invasive  carcinoma;  carcinoma 
in  situ. 

Stage  I — The  carcinoma  is  strictly  confined  to 
the  corpus  uteri. 

Stage  II — The  carcinoma  has  involved  the  cor- 
pus uteri  and  cervix  uteri. 

Stage  III — The  carcinoma  has  extended  outside 
the  uterus  but  not  outside  the  true  pelvis. 

Stage  IV- A — The  carcinoma  has  extended  out- 
side the  true  pelvis  or  has  obviously  involved 
the  mucosa  of  the  bladder  or  the  rectum. 

Stage  IV-B — Any  of  the  above  with  evidence 
of  metastasis  outside  the  pelvis. 

In  tailoring  treatment  to  these  various  clinical 
stages  of  tumor,  it  would  be  necessary  in  Stages 
O and  I to  determine  medical  operability.  In 
those  patients  deemed  operable,  hysterectomy 
should  be  the  main  treatment  component,  for  it 
is  the  most  certain  and  easiest  method  of  con- 
trolling tumor  in  the  uterus,  especially  if  there 
is  deep  myometrial  invasion. 

In  correctly  diagnosed  carcinoma  in  situ  as 
well  as  in  those  with  well-differentiated  adeno- 
carcinomas involving  only  a small  site  in  the 
fundus  of  a normal  sized  uterus,  panhysterectomy 
is  complete  treatment.  However,  as  the  lesion 
becomes  more  extensive  or  less  histologically  dif- 
ferentiated, or  both,  the  case  develops  for  com- 
plementary radiation  therapy  in  an  effort  to 
control  occult  intrapelvic  or  vaginal  metastases. 
Experiences  with  radical  operative  procedures, 
i.e.,  radical  panhysterectomy  with  pelvic  node 
excision,  have  been  too  limited  for  evaluation 
at  this  time.1124 
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If  the  objective  of  controlling  occult  intrapelvic 
or  vaginal  metastases  is  judged  reasonable,  then 
vigorous  teletherapy  of  the  entire  true  pelvis  and 
upper  vagina  must  be  the  major  component  of 
the  radiation  therapy.  Because  treatment  to 
normal  tissue  tolerance  is  necessary,  supervoltage 
apparatus  is  of  great  advantage.  It  would  be  un- 
likely that  additional  intrauterine  radium  would 
be  necessary  if  hysterectomy  is  accomplished. 
It  is  certain  that  intrauterine  radium  cannot  by 
itself,  effectively  irradiate  the  structures  of  the 
true  pelvis  and  upper  vagina. 

Biologically  oriented  use  of  radiation  therapy 
by  employing  prehysterectomy  irradiation  of  the 
true  pelvis  and  vagina  to  tolerance,  surprisingly 
has  been  reported  by  few.5  8 Yet  the  results  re- 
ported by  Lampe  for  the  treatment  of  all  pa- 
tients classified  as  Stage  la,  are  better  than  those 
reported  for  highly  selected  surgical  series.  The 
effectiveness  of  this  regimen  can  be  measured 
not  only  by  survival,  (93.2  per  cent  five  year 
determinate  survival  rate  for  121  patients  treat- 
ed), but  by  nearly  complete  avoidance  of  vaginal 
metastases.  This  later  advantage  was  document- 
ed by  comparison  of  the  incidence  with  pre- 
hysterectomy, external  pelvic  irradiation  ( 1 of 
121  or  0.8  per  cent)  to  that  of  a small  group 
receiving  hysterectomy  only  by  the  same  sur- 
geons (2  of  11  or  18.2  per  cent).5 

If  patients  with  carcinoma  in  situ  or  invasive 
carcinoma  clinically  confined  to  the  uterus  are 
judged  medically  inoperable,  tumor  control  can 
be  achieved  in  slightly  lesser  degree  with  radia- 
tion therapy  only.  Local  control  of  intrauterine 
tumor  will  be  less  than  with  hysterectomy  be- 
cause of  decreased  effectiveness  of  irradiation 
when  there  is  deep  myometrial  invasion.  Purely 
technical  errors  can  arise  in  attempting  to  irradi- 
ate an  irregular  cavity  uniformly  and,  in  a few, 
because  of  a lack  of  radiation  response  for  un- 
known biologic  reasons.  In  treating  this  medic- 
ally compromised  group,  full  pelvic  irradiation 
should  be  complemented  by  intrauterine  radia- 
tion sources  in  an  attempt  to  minimize  local, 
intrauterine  failures.  This  additional  irradiation 
will  increase  the  risk  of  treatment-produced 
complications.  The  crude  survival  rates  for  this 
group  will  be  reduced  because  of  deaths  from 
intercurrent  disease.  Thus  in  Ameson’s  series, 
1.5  per  cent  of  those  patients  with  Stage  I disease 
receiving  operation  died  of  intercurrent  disease 
within  five  years,  while  21.6  per  cent  of  those 
with  Stage  I disease  judged  medically  inoperable 


died  of  intercurrent  disease  within  five  years. 
In  this  later  group  of  patients,  Lampe  reported 
a 61.7  per  cent  determinate  five  year  survival 
rate  with  use  of  pelvic  roentgen  irradiation  plus 
intrauterine  radium. 

When  the  tumor  involves  both  the  corpus  uteri 
and  cervix  uteri,  panhysterectomy  is  inappro- 
priate and  treatment  should  be  like  that  for  pri- 
mary carcinoma  of  the  cervix.  This  would  include 
full  external  pelvic  irradiation  and  vaginal  apical 
radium,  but  would  require  packing  of  the  uterine 
cavity  with  multiple  radiation  sources  rather 
than  use  of  a single  tandem. 

The  results  of  treatment  of  this  more  extensive 
disease,  with  high  probability  of  intrapelvic 
spread,  are  modest  as  compared  with  lesions 
confined  to  the  corpus  or  the  cervix.  Thus  Arne- 
son  reported  a relative  five  year  cure  rate  of 
31.2  per  cent. 

When  on  clinical  examination  the  carcinoma 
has  extended  outside  the  uterus,  but  not  outside 
the  hue  pelvis,  even  though  panhvsterectomv  is 
not  applicable,  control  is  possible  by  radiation 
methods.  Again,  full  pelvic  irradiation  must  be 
directed  to  the  intrapelvic  or  vaginal  spread 
while  the  uterine  cavity  must  be  packed  with 
radiation  sources  to  accomplish  maximum  local 
control.  With  this  treatment  regimen,  Lampe  re- 
ported 11  of  45  patients  (24.4  per  cent)  surviv- 
ing without  detectable  tumor  over  five  years. 

When  tumor  has  extended  outside  the  true 
pelvis,  cure  is  not  possible  by  any  method.  Local 
irradiation  can  be  used  to  accomplish  specific 
palliative  objectives,  i.e.,  control  of  uterine  or 
vaginal  hemorrhage,  or  relief  of  pain  incident  to 
bony  metastases. 

summary  and  conclusions 

Radiation  therapy  is  valuable  complement  to 
surgery  in  the  treatment  of  patients  with  car- 
cinoma of  the  uterine  corpus.  When  hysterec- 
tomy is  possible,  radiation  therapy  should  be 
directed  so  as  to  augment  and  extend  the  surgical 
treatment  rather  than  be  directed  to  the  identical 
purpose.  Its  purpose  should  be  to  control  intra- 
pelvic and  vaginal  spread,  not  the  tumor  in  the 
uterus.  When  hysterectomy  is  not  applicable, 
because  of  medical  contraindication,  or  detect- 
able extension  of  tumor  into  the  pelvis,  cervix 
or  lower  vagina,  radiation  therapy  by  itself  can 
be  curative. 

This  specific  use  of  radiation  therapy  can  be 
related  to  clinical  staging  as  follows: 
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Stage  0 (patient  operable)  — hysterectomy 
without  radiation  therapy. 

Stage  0 (patient  medically  inoperable) — pack- 
ing of  uterus  with  multiple  radiation  sources. 

Stage  IA  (patient  operable) — If  the  primary 
lesion  is  small,  well  differentiated  and  con- 
fined to  the  normal-sized  fundus  on  evidence 
obtained  by  careful  fractional  curettage,  pan- 
hysterectomy with  ample  vaginal  cuff  is  com- 
plete treatment. 

If  the  primary  lesion  is  extensive,  or  undif- 
ferentiated or  both,  full  pelvic  and  vaginal 
irradiation  to  tolerance  followed  by  panhyster- 
ectomy. 

Stage  IB  (patient  medically  inoperable) — Irra- 
diation of  true  pelvis  and  vagina  to  tolerance 
followed  by  packing  of  the  uterine  cavity  with 
multiple  radiation  sources. 

Stage  II — Irradiation  of  true  pelvis  and  vagina 
to  tolerance  followed  by  packing  of  the  uterine 
cavity  with  multiple  radiation  sources  plus 
vaginal  apical  radium. 

Stage  III — Same  as  IB  and  II,  except  re-eval- 
uate  for  panhysterectomy  after  full  irratiation 
of  true  pelvis  and  vagina. 

Stage  IV,  A or  B — Treat  for  relief  of  specific 
problems.  ■ 

U.  of  W.  School  of  Medicine  (98105) 


absiracto 

La  decision  para  escoger  el  metodo  a usar  en 
el  tratamiento  de  el  carcinoma  del  cuerpo  uterino 
depende  de  el  estado  de  evolucion  de  tumor' asi 
como  de  las  condiciones  fisicas  del  paciente. 
Aunque  el  tumor  es  operable,  no  se  debe  selec- 
cionar  un  metodo  quirurgico  quando  hay  otra 
enfermedad  grave  no  relacionda.  Los  tumores 
que  ban  invadido  tanto  el  cuperpo  como  el 
cuello,  deben  de  ser  tratados  por  irradiacion 
como  la  que  se  emplea  in  el  carcinoma  puro  del 
cuello.  La  radiacion  puede  ser,  curativa,  com- 
plementaria  a la  cirugia  o paliativa.  Entre  casos 
tempranos,  curables  quirurgicos  y casos  avan- 
zados  inoperables  existe  una  gama  de  procedi- 
mientos  y combinaciones  de  procedimientos  y 
debe  de  ser  seleccionada  con  un  cuuladoso 
andlisis  de  la  significacion  de  fact  ores  en  cada 
caso  indiv ulua Imente. 
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Obstetrical  Management  of  the  Rli  Negative  Patient 

WAYNE  L.  JOHNSON,M.D.  / SUZANNE  H.  CONRAD,  M.D.  / CHARLES  A. 

HUNTER,  JR.,M.D.,  Seattle,  Washington 

Perinatal  mortality  from  Rh  isoimmunization  can  be  decreased  by  pre-term 
delivery  of  moderately  or  severely  affected  infants.  Obstetrical  management  of 
the  Rh  negative  patient  with  isoimmunization  should  include  a detailed  obstetrical 
history,  blood  grouping,  Rh  titers,  and  spectrographic  analysis  of  amniotic  fluid. 
According  to  the  degree  of  the  peak  at  450  millimicrons  on  amniotic  fluid  analysis, 
the  fetus  is  classified  as  being  mildly,  moderately  or  severity  affected.  Pre-term 
delivery  of  a moderately  or  severely  affected  infant  is  advisable,  taking  into 
consideration  concomitant  risk  of  prematurity. 


About  15  per  cent  of  all  women  are  Rh  negative. 
About  85  per  cent  of  all  men  are  Rh  positive. 
Since  the  Rh  factor  is  seldom  taken  into  consid- 
eration in  the  choice  of  a mate,  it  is  apparent 
that  the  pregnant  Rh  negative  patient  with  the 
possibility  of  isoimmunization  will  occur  reg- 
ularly in  obstetrical  practice. 

Modern  medicine  has  made  great  strides  in 
the  care  and  management  of  the  newborn  infant 
with  congenital  hemolytic  disease  (erythroblas- 
tosis fetalis).  Yet  all  the  modern  wonders  of 
medicine  can  offer  nothing  to  the  macerated 
stillborn  infant  that  died  in  utero.  Pre-term 
delivery  of  the  affected  infant  has  been  shown 
to  decrease  perinatal  mortality  from  this  dis- 
ease.12 Thus,  the  problems  in  obstetrical  man- 
agement of  the  isoimmunized  patient  become: 

1. — determining  which  fetus  is  in  danger  of  suc- 
cumbing to  the  disease  in  late  pregnancy  and, 

2. — timing  of  delivery  so  that  the  detrimental 
effects  of  prematurity  do  not  outweigh  the  bene- 
ficial effects  of  pre-term  delivery. 

In  assessing  these  problems,  one  should  con- 
sider the  obstetrical  history,  blood  grouping, 
Coombs  titer,  and  amniocentesis  with  speetro- 
photometric  measurement  of  the  amniotic  fluid. 

obstetrical  history 

A detailed  obstetrical  history  should  be  ob- 
tained on  the  first  prenatal  visit.  If  there  is  any 
evidence  that  previous  pregnancies  have  termi- 
nated with  the  birth  of  an  affected  infant,  the 
obstetrician  should  be  alerted  to  the  possibility 
of  Rh  disease  affecting  this  pregnancy.  Effects 
of  isoimmunization  may  become  progressively 

From  the  Department  of  Obstetrics  and  Gynecology.  Uni- 
versity of  Washington  School  of  Medicine,  Seattle,  Wash- 
ington. 


worse  with  succeeding  pregnancies,  and  the 
present  infant  can  be  expected  to  be  as  severely 
affected,  or  more  so,  than  the  last,  presuming  he 
is  Rh  positive.  On  the  other  hand,  a mother  pre- 
viously immunized  by  blood  transfusion  with  Rh 
positive  blood,  or  by  injection  of  blood  products 
including  red  cells,  may  be  faced  with  severe 
hemolytic  disease  of  her  baby  in  the  first  preg- 
nancy. 

The  patient’s  Rh  type  is  also  documented  on 
the  first  visit.  If  the  patient  is  Rh  negative,  a 
Coombs  titer  is  done,  and  the  father’s  genotype 
is  determined.  If  the  father  is  homozygous  D/D, 
there  is  little  likelihood  that  the  fetus  is  Rh 
negative.  If  the  father  is  heterozygous  D/d,  the 
fetus  may  be  Rh  negative  and  not  affected  with 
hemolytic  disease,  while  if  the  father  is  Rh  nega- 
tive d/d,  the  chances  of  this  fetus  being  Rh 
negative  are  excellent.* 

Rh  titers 

At  the  initial  visit,  the  estimated  date  of  con- 
finement is  ascertained  as  accurately  as  possible. 
If  the  initial  titer  is  positive,  this  indicates  that 
the  patient  has  been  immunized.  At  approxi- 
mately 28  weeks,  the  Coombs  titer  is  repeated. 
If  either  titer  is  1:64  or  higher,  there  is  possibility 
of  an  affected  infant.  Also,  if  there  is  a signifi- 
cant rise  in  titer  (more  than  two-fold  rise),  this 
is  presumptive  evidence  that  the  fetus  is  Rh 
positive  and  susceptible  to  hemolytic  disease.  If 

‘Routine  Rh  typing  is  now  available  in  most  well-equip- 
ped laboratories.  More  detailed,  comprehensive  testing 
of  maternal  and  paternal  blood  can  be  obtained  in  only  a 
few.  Among  these  are  the  laboratories  at  the  King  County 
Central  Blood  Bank,  Seattle,  Eloise  Giblett.  M.D..  and  at 
the  University  of  Oregon  Medical  School,  Division  of  Ex- 
perimental Medicine,  Bernard  Pirofsky,  M.D.  A fee  is 
charged.  The  laboratories  request  at  least  10  cc  of  whole 
blood,  collected  without  additive,  in  a sterile  tube,  Ed. 
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Fig.  1.  Normal  control  curve. 
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the  titer  is  high,  for  example  1:512,  and  remains 
so  without  significant  rise  during  pregnancy,  this 
does  not  necessarily  mean  that  the  fetus  is  Rh 
positive  or,  indeed,  whether  it  is  or  is  not  af- 
fected. If  the  patient  exhibits  a profound  rise  in 
Rh  titer,  this  is  presumptive  evidence  that  the 
baby  is  Rh  positive,  but  not  conclusive  evidence 
that  the  baby  is  affected.  It  is  important  to  re- 
member that  the  Rh  titer  is  a maternal  response 
and  may  not  reflect  fetal  disease.  Any  patient 
who  exhibits  a titer  of  1:64  or  higher  is  consid- 
ered a candidate  for  amniocentesis  at  30  weeks 
gestation. 

amniocentesis 

Several  series  have  been  reported  which  indi- 
cate the  value  of  this  procedure  for  evaluating 
fetal  response  to  hemolytic  disease.3-7  In  the  past 
year,  at  the  University  of  Washington,  41  speci- 
mens of  amniotic  fluid,  from  32  patients,  have 
been  analyzed.  Ten  of  these  were  from  Rh  posi- 
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Fig.  3.  Fetus  moderately  affected. 

tive  patients,  and  served  as  controls.  We  feel 
that  this  procedure  is  of  clinical  value  in  predict- 
ing severity  of  the  disease  in  the  fetus.  The  am- 
niotic fluid  is  aspirated  by  transabdominal  needle 
puncture,  using  aseptic  technique.  The  puncture 
site  is  selected  to  the  right  or  left  of  the  midline, 
just  below  the  umbilicus,  on  the  side  away  from 
the  fetal  back,  and  well  away  from  the  fetal  head. 
The  skin  is  prepared  and  infiltrated  with  local 
anesthetic,  and  the  needle  inserted  with  aspira- 
tion as  the  uterus  is  entered.  If  blood  is  drawn 
back,  it  is  assumed  that  it  comes  from  the  inter- 
villous space  of  the  placenta;  the  attempt  is  dis- 
continued, and  another  site  is  selected.  Approxi- 
mately 10  ml  of  amniotic  fluid  are  collected 
and  put  in  a test  tube  covered  with  paper  or 
metal  foil  to  prevent  exposure  to  light.  If  the 
analysis  cannot  be  done  immediately,  the  speci- 
men is  refrigerated  until  such  time  as  it  can 
be  done.  After  centrifugation  and  filtration,  the 
optical  density  of  the  specimen  is  measured  in 
a Reckman  DK-2A  recording  spectrophotometer. 
The  usual  range  of  measurement  is  from  340  to 
700  millimicrons.  No  complications  of  amniocen- 
tesis occurred  in  this  series. 

Figure  1 depicts  a curve  from  a Rh  positive 
patient  serving  as  control  for  the  technique. 
Notice  the  general  downward  slope  of  the  line 
without  any  evidence  of  deviation  in  the  range 
of  450  millimicrons.00  Figure  2 shows  the  record 
of  a specimen  grossly  contaminated  with  blood 
and  still  slightly  pink  after  centrifugation  and 
filtration.  Notice  the  large  peak  at  approximately 

•'Substance  causing  this  rise  is  unknown.  Many  investi- 
gators have  confirmed  reliability  of  the  test  as  an  indica- 
tor of  severity.  It  is  conjectured  that  the  hump  is  caused 
by  breakdown  products  from  fetal  blood  bul  analyses 
have  failed  to  identify  it. 
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Fig.  4.  Severely  affected  fetus. 
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Fig.  6.  Severely  affected  fetus,  same  as  fig.  5 with  broken 
lines  to  indicate  evaluation  of  height  of  peak. 


400  millimicrons  and  the  two  smaller  ones  be- 
tween 500  and  600  millimicrons.  Again,  there  is 
no  evidence  of  a rise  or  hump  in  the  curve  at  450 
millimicrons.  Figure  3 shows  a slight  hump  in  the 
range  of  450  millimicrons  and  was  interpreted  as 
indicating  a mildly  affected  fetus.  Figure  4 shows 
a large  increase  in  the  curve  from  the  baseline  in 
the  area  of  450  millimicrons  and  this  was  inter- 
preted as  a severely  affected  fetus.  Figure  5 shows 
another  large  deviation  from  the  expected  de- 
cline in  the  curve  in  the  range  of  450  millimicrons 
and  was  again  interpreted  as  a severely  affected 
fetus.  Figure  6 is  the  same  as  figure  5 with 
broken  lines  added  in  an  attempt  to  evaluate  the 
amount  of  rise  from  the  baseline  and  give  it  a 
numerical  value.  A line  is  drawn  with  a straight 
edge  across  the  expected  slope  of  decline.  The 
distance  at  450  millimicrons,  from  the  top  of  the 
peak  to  the  baseline,  is  measured  in  millimeters. 
This  gives  an  estimate  of  the  deviation  of  the 
hump  in  the  region  of  450  millimicrons  wave 


length.  The  curved,  broken  line  to  the  left  is  an 
attempt  to  complete  the  curve  of  the  peak.  The 
area  under  this  curve  is  measured  with  a plani- 
meter  as  another  estimate  of  the  deviation  from 
the  anticipated  downward  slope  of  the  curve. 

results 

We  have  classified  the  baby  after  birth  using 
the  criteria  shown  in  table  1. 

Table  1 

Criteria  for  Classification  of  Rh  Negative  Infants 

Mildly  affected  or  unaffected 
Good  clinical  condition 

Coombs  negative  or  Coombs  positive  with  mild 
disease,  not  requiring  transfusion 

Moderately  affected 
Coombs  positive 

Good  clinical  condition  at  birth,  later  requiring 
active  treatment,  including  transfusion 
Hematocrit  greater  than  40  per  cent 

Severely  affected 
Coombs  positive 

M ay  show  clinical  evidence  of  disease  at  birth, 
may  be  stillborn  or  hydropic 
Hematocrit  less  than  40  per  cent 
Requiring  immediate  exchange  transfusion 

In  our  series,  two  patients  delivered  infants 
severely  affected  according  to  those  criteria. 
Amniotic  fluid  of  both  had  shown  large  humps 
on  analysis  as  depicted  in  figures  4 and  5.  The 
height  from  the  baseline  on  both  of  these  curves 
ranged  from  20  to  60  millimeters  and  the  area 
under  the  curve  ranged  from  13  to  39  square 
centimeters.  Both  were  predicted  to  have  severe- 
ly affected  infants  in  the  last  trimester  of  preg- 
nancy and  both  were  induced  prior  to  term. 
Both  infants  were  treated  by  exchange  trans- 
fusion soon  after  birth  and  did  well. 
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Six  moderately  affected  infants  were  delivered 
in  this  series.  Height  of  the  curves  from  the  base- 
line at  450  millimicrons  ranged  from  5 to  18  milli- 
meters and  the  areas  under  the  curve  2 to  12 
square  centimeters.  Five  of  these  were  predicted 
to  have  moderately  affected  infants  prior  to  de- 
livery and  one  was  predicted  to  have  a mildly 
affected  infant. 

The  remainder  of  the  infants  in  this  series  were 
not  affected  or  mildly  affected  and  all  were  pre- 
dicted correctly,  prior  to  delivery.  Height  of  the 
peak  from  the  baseline  was  less  than  10  milli- 
meters in  all  instances,  including  control  Rh  posi- 
tive mothers. 

conclusions 

Recommended  management  for  the  pregnant 
Rh  negative  patient  includes: 

1.  An  initial  prenatal  visit,  at  which  time 
a careful  obstetrical  history  should  be  taken. 

If  the  patient  is  Rh  negative,  a Coombs  titer 
should  be  taken  at  this  time  and  the  hus- 
band’s genotype  documented. 

2.  Repetition  of  the  Coombs  titer  at  28 
weeks.  If  either  titer  is  1:64  or  higher,  or  a 
significant  rise  in  titer  occurs,  amniocentesis 
and  spectrophotometric  analysis  of  amniotic 
fluid  should  be  done  at  30  weeks. 

3.  From  these  criteria,  a prediction  of 
mildly,  moderately,  or  severely  affected  fetus 
is  made.  At  35  weeks,  if  one  is  still  con- 
cerned about  the  severity  of  the  fetal  dis- 
ease, a repeat  titer  and  amniocentesis  should 
be  done. 

4.  If  the  fetus  is  considered  to  be  affected 
mildly  or  not  at  all,  the  pregnancy  is  allowed 
to  go  to  term.  If  a moderately-affected  fetus 
is  suspected,  the  pregnancy  is  allowed  to 
continue  to  at  least  the  37th  week,  depend- 
ing on  fetal  size.  Then,  delivery  is  accom- 
plished, preferably  vaginally,  attempting  to 
eliminate  any  significant  risk  of  prematurity. 

If  a severely-affected  infant  is  predicted, 
depending  on  the  obstetrical  history  and 
taking  into  consideration  the  fetal  size  and 
degree  of  prematurity,  pre-term  delivery. 


preferably  vaginally,  is  performed  between 
35  and  37  weeks  of  gestation, 

Spectrophotometric  analysis  of  amniotic  fluid 
is  a valuable  laboratory  tool  for  predicting  the 
severity  of  hemolytic  disease  in  the  newborn. 
Its  usefulness  lies  in  evaluating  the  need  for  pre- 
term delivery,  which  has  been  demonstrated  to 
increase  the  perinatal  survival  rate  of  ervthro- 
blastotic  infants.  ■ 

U.  of  W.  School  of  Medicine  (98105) 


abstract  o 

La  mortalidad  perintal  debida  a isoinmuniza- 
cion  Rh  puede  disminuirese  gracias  al  parto  antes 
de  termino  en  los  bebes  afectados  en  forma  mod- 
erada  o severa.  El  manejo  obstetrico  de  la  paci- 
ente  Rh  negativa  con  inumunizacion  debe  incluir 
una  historic  obstetrica  detallada,  determinacion 
del  grupo  sanguineo,  titulos  Rh,  y el  andlisis 
espectogrdfico  del  liquido  amniotico.  De  acuerclo 
con  el  grado  de  la  elavacion  a 450  milimicras  en 
el  andlisis  del  liquido  amniotico,  el  feto  se  con- 
sidera  ligeramente,  moderadamente  o severa- 
mente  afectado.  El  parto  antes  de  termino  de  un 
bebe,  moderadamente,  o severamente  afectado 
es  aconsejable  tomando  en  consideracion  el 
riesgo  concomitante  de  premadurez. 
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Juvenile  Pernicious  Anemia 

Case  in  American  Indian  Girl 

E.  A.  MOODY,  M.D.  Bend,  Oregon 

An  Indian  girl,  four  years  of  age,  was  admitted  to  the  hospital  because  of 
fever,  vomiting,  and  pyuria.  She  was  anemic.  Diagnosis  of  pernicious  anemia 
was  made  after  bone  marrow  aspiration,  test  of  folic  acid  therapy,  and  Schilling 
test.  There  should  be  no  delay  in  use  of  the  Schilling  test  in  questionable  cases, 
since  it  is  diagnostic  after  therapy,  is  relatively  simple,  and  is  easily  performed 
in  any  radioisotope  laboratory. 


The  extreme  rarity  of  pernicious  anemia  in  chil- 
dren has  been  emphasized  by  Maclver  who 
would  only  accept  twelve  cases  ranging  in  age 
from  eight  months  to  sixteen  years.1  The  follow- 
ing is  an  additional  report  of  a case  occurring 
in  an  American  Indian  girl. 

CASE  REPORT 

This  Indian  girl  was  born  in  Central  Oregon  Dis- 
trict Hospital,  Redmond,  Oregon,  on  June  25,  1959. 
Her  birth  weight  was  6 pounds  1 ounce.  She  was 
discharged  after  four  days  only  to  be  readmitted 
at  eleven  days  of  age  because  of  failure  to  gain 
weight,  and  vomiting.  After  adjusting  formula,  she 
was  dismissed.  She  was  admitted  a second  time  in 
October  1959,  at  the  same  hospital,  for  pneumonia 
of  the  right  upper  lobe,  and  was  treated  successfully 
with  penicillin.  In  February  1960,  she  was  admitted 
to  the  St.  Charles  Memorial  Hospital,  Bend,  Oregon, 
because  of  malnutrition.  At  this  time,  multiple  cav- 
ernous hemangiomata  were  noted  on  the  right  wrist, 
right  axilla,  one  of  the  toes  of  the  right  foot,  the 
scalp,  and  the  midsacral  area.  Skull  x-rays  failed 
to  disclose  evidence  of  Sturge- Weber  syndrome  and 
were  interpreted  as  normal.  Nothing  except  neglect 
could  explain  the  malnutrition,  and  she  was  placed 
in  a foster  home  where  she  appeared  to  thrive.  At 
later  office  visits  I noted  enlargement  of  the  liver  and 
spleen,  but  the  blood  count  was  normal. 

She  was  not  seen  again  until  April  6,  1964  when 
she  was  hospitalized  because  of  fever,  vomiting  and 
the  finding  of  pyuria  by  her  physician  in  Warm 
Springs,  Oregon,  where  she  lived.  She  had  vomited 
medication  begun  orally.  Physical  findings  revealed 
fading  cutaneous  hemangiomata  and  dehydration. 
The  liver  and  spleen  were  not  enlarged  at  this  ad- 
mission. Laboratory  findings  revealed  pyuria  and 
bacteruria.  The  initial  hemoglobin  was  5.2  gm, 
hematocrit  17  mm,  white  blood  cell  count  8,400  with 
19  segmented  leukocytes  and  81  lymphocytes.  Mod- 
erate hypochromia  was  noted  as  well  as  severe 
anisocytosis  and  poikilocytosis.  Further  blood  work 
was  ordered  and  the  following  were  noted:  red  blood 
cell  count  1.57  million,  platelet  count  28,000,  reti- 
culocyte count  1.8  per  cent,  mean  corpuscular  vol- 
ume 108  cubic  microns,  mean  corpuscular  hemo- 
globin 33  micromicrograms,  mean  corpuscular  hemo- 
globin concentration  30.5  per  cent,  saturation  index 
.88,  color  index  1.1,  volume  index  1.25.  Urine  was 
negative  for  bile;  red  blood  cell  fragility'  was  normal; 
feces  were  negative  for  blood  on  two  occasions; 
cold  agglutinins  were  positive  in  dilution  of  1:32. 


Therapy  consisted  of  the  administration  of  sulfi- 
soxazole  for  the  urinary  infection,  and  two  whole 
blood  transfusions.  Bone  marrow  aspiration  was  sent 
to  the  University  of  Oregon  Medical  School.  The 
report  was:  macrocytic  anemia  with  platelets  at  the 
lower  level  of  normal,  and  leukopenia. 

Diagnoses  entertained  at  this  time  were  folic  acid 
deficiency,  vitamin  B12  deficiency,  or  refractory 
megalobastic  anemia  associated  with  the  excretion 
of  orotic  acid.  Since  the  blood  values  were  normal 
after  the  two  transfusions,  it  was  decided  to  wait 
until  there  was  significant  fall  in  hemoglobin  and 
then  begin  a trial  on  folic  acid. 

Her  progress  was  followed  in  my  private  office, 
and  her  blood  values  did  indeed  fall.  On  May  12, 
1964  her  red  blood  cell  count  had  fallen  to  2.8  mil- 
lion; hemoglobin  had  fallen  from  13  gm  at  the  end 
of  the  second  transfusion  to  10  gm.  In  addition,  she 
had  soreness  of  the  mouth,  loss  of  hair,  anorexia, 
listlessness  and  complained  of  soreness  of  the  vulva. 
Folic  acid  therapy  was  begun  in  the  dosage  of  5 mg 
twice  a day.  On  May  18,  1964,  her  reticulocyte 
count  was  4 per  cent  and  on  May  21  had  risen  to 
8 per  cent.  Her  symptoms  of  loss  of  hair,  listlessness, 
anorexia,  soreness  of  mouth  and  vulva  were  gone. 
The  red  blood  cell  count  rose  to  3.8  million  and 
hemoglobin  to  11  gm.  After  a ten-day  period,  the 
folic  acid  therapy  was  discontinued.  On  June  16, 
1964,  a Schilling  test  was  perfomed  at  the  Uni- 
versity of  Oregon  Medical  School,  using  Cobalt  60- 
labelled  vitamin  B12.  Her  urine  was  collected  in  a 
24-hour  period  and  amounted  to  300  cc  but  only 
0.5  per  cent  of  the  Co-60  was  excreted.  On  July 
9,  1964  the  test  was  repeated  using  intrinsic  factor 
and  the  excretion  increased  to  12.4  per  cent  in  a 
urine  volume  of  670  cc.  The  extremely  low  value  ob- 
tained before-intrinsic  factor  was  added  and  the  high 
value  obtained  afterwards,  was  diagnostic  of  perni- 
cious anemia,  and  indicated  continued  need  for  par- 
enteral vitamin  B12,  probably  for  the  rest  of  the  pa- 
tient’s life.  She  has  been  maintained  on  100  micro- 
grams of  vitamin  B12  intramuscularly  once  a month. 
Follow-up  visits  demonstrated  normal  values  for  red 
blood  cell  count  and  hemoglobin.  She  has  felt  very 
well,  having  a good  appetite  and  high  exercise  toler- 
ance. On  October  28,  1964,  gastric  analysis  showed 
no  free  acid  initially  but  the  appearance  of  free 
acid  after  injection  of  histamine. 

discussion 

Maclver  and  others  have  thoroughly  discussed 
the  subject  of  juvenile  pernicious  anemia.1  No 
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attempt  will  be  made  in  this  paper  to  repeat  the 
excellent  discussions  of  other  writers  but  only 
to  present  an  additional  case.  According  to  Spur- 
ling,  cases  may  be  divided  into  those  with  en- 
hancement of  vitamin  B]2  absorption  with  the 
addition  of  intrinsic  factor  and  those  in  which 
the  intrinsic  factor  makes  no  difference.2  In  the 
case  presented,  vitamin  B);>  absorption  was  in- 
creased after  the  addition  of  intrinsic  factor.  This 
case  would,  therefore,  fit  into  Spurling’s  classi- 
fication as  Group  I.  It  is  impressive  to  anyone 
reviewing  the  literature  on  this  subject  to  notice 
the  delay  in  diagnosis  of  so  many  cases.  This 
delay  led  to  irreversible  spinal  cord  changes  in 
some  cases.3  At  the  present  time,  there  is  no  ex- 
cuse for  delaying  the  use  of  the  Schilling  test 
in  questionable  cases.  It  is  diagnostic  after  ther- 
apy, is  relatively  simple,  and  is  easily  performed 
in  any  radioisotope  laboratory. 

summary 

A case  of  pernicious  anemia  occurring  in  an 
American  Indian  child  is  presented.  The  early 
performance  of  the  Schilling  Test  is  urged  in 


order  to  prevent  irreversible  cord  changes  in 
cases  not  properly  diagnosed.® 

409  E.  Greenwood  Ave.  (97701) 

abstracto 

Una  nina  india  de  cuatro  ahos  de  edad,  fue 
admitida  al  hospital  por  fiebre,  vomitos  y piuria. 
La  nina  era  anemica.  El  diagnostico  de  anemia 
perniciosa  fue  hecho  desques  de  asperacion  de 
la  medula  osea,  prueba  terapeutica  con  acido 
folico  y prueba  de  Schilling.  No  debe  haber 
tardanza  en  el  uso  de  la  prueba  de  Schilling  en 
casos  dudosos,  pues  es  diagnostica  despues  de 
tratamiento,  es  relativamente  simple  y es  facil- 
menet  llevado  a cabo  en  cualquier  laboratorio 
de  radioistotopos. 
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FAREWELL  ERUDITION? 

At  the  Mental  Hospitals  Institute  meeting  in  Dallas,  we  ran  into  a lady  psychiatrist 
who,  if  she  continues  on  her  present  risky  course,  may  be  in  danger  of  alienating  a good 
many  members  of  her  profession.  “I  insist  that  the  residents  who  work  for  me  speak 
in  plain  English,”  she  told  us.  “I  do  not  permit  one  word  of  psychiatric  jargon.  They 
must  try  to  translate  the  technical  terms  they’ve  become  so  fond  of  using.  When 
they  do,  they  lose  that  comfortably  erudite  feeling  and  begin  to  realize  just  how 
little  they  know.” 

SK&F  Psychiatric  Reporter,  January-February,  1965 
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Television  in  Continuing  Medical  Education 

JEROME  J.  HARRIS,  Ph.  D Warren  Township,  New  Jersey 


The  literature  abounds  with  editorials,  articles,  and  studies  ' analyzing  the 
need  for  postgraduate  medical  education  and  decrying  the  present  situation. 
The  author  recommends  the  use  of  videotaped  medical  programs  over  educational 
television  stations,  after  hours,  to  provide  the  major  share  of  the  physicians’ 
continuing  medical  education.  Television,  according  to  the  author,  is  the  most 
convenient,  feasible  and  adaptable  of  teaching/learning  instruments  today. 


A scant  50  years  ago  the  physician’s  postgraduate 
medical  education  was  simple.  His  postgraduate 
medical  school  and  research  laboratory  was  his 
everyday  clinical  practice.  Today  it’s  com- 
pletely different.  Changes  in  drug  therapy,  new 
surgical  techniques,  and  the  latest  medical  dis- 
coveries are  not  teaching  the  busy  physician 
rapidly  enough  or  in  easily  assimilable  form. 
The  pressures  of  time,  work,  and  rapid  expansion 
of  scientific  knowledge  have  widened  a gap 
which  is  becoming  almost  impossible  to  bridge. 

The  literature  is  replete  with  editorials,  arti- 
cles, and  studies  analyzing  and  decrying  what 
doctors  do  or  do  not  do  to  continue  their  medical 
education.  All  agree,  however,  that  something 
must  be  done  since,  among  the  professions,  the 
medical  practitioner  is  perhaps  nearest  to  a 
critical  point  in  maintaining  pace  with  advancing 
medical  knowledge. 

Partially  effective  solutions  are  evident  in  the 
many  postgraduate  courses,  seminars,  symposia, 
residencies,  and  scientific  meetings  throughout 
the  country.  The  methods  are  reasonable  and 
useful  but  limited  since  they  are  elective  and 
attended  by  only  a small  minority  of  the  total 
physician  population.  Many  physicians  do  not 
wish  to  interrupt  practice  and  few  feel  that  they 
have  time  to  travel  long  distances  to  these  pro- 
grams. Reading  the  medical  literature,  seeing 
colleagues  and  detail  men,  attending  hospital  and 
society  meetings  are  highly  individualistic  activi- 
ties and  are  conditioned  by  the  physician’s  own 
motivation  and  attitude.  These  activities  are  not 
compulsory  and  the  physician  sets  his  own  pace 
and  level  which,  can  be  good,  haphazard,  or 
extremely  poor  and  of  no  value. 

Condensed  by  the  author  from  a 600  page  doctoral 
dissertation,  completed  in  June,  1964. 


In  addition,  the  medical  schools  and  the  teach- 
ing hospitals  are  so  heavily  committed  to  teach- 
ing undergraduates  and  graduate  students  that 
they  have  little  time  to  offer  the  postgraduate 
general  practitioner  good  learning  opportunities 
in  continuing  education. 

national  problem 

Moreover,  in  many  instances  the  general  prac- 
titioner must  travel  great  distances  to  get  to  the 
university,  and  hesitates  to  leave  his  practice. 
Merrill,  Director  of  the  Office  of  TV  Research 
at  the  University  of  California  Medical  Center, 
has  pointed  out  that  there  is  a natural  geographic 
area  of  about  100  miles  around  each  of  the  large 
medical  centers  of  continuing  medical  educa- 
tion from  which  the  vast  majority  of  practition- 
ers come.’  Those  beyond  100  miles  do  not,  or 
cannot,  get  to  the  center  to  continue  their  edu- 
cation. The  poor  attendance  records  often  men- 
tioned attest  to  this  very  fact. 

A recent  editorial  notes  that  opportunities  for 
continuing  medical  education  are  poorly  distrib- 
uted and  there  are  many  inadequacies  in  most 
of  the  existing  continuation  education  programs.2 
It  adds  that  patterns  of  educational  organization 
and  dissemination  of  knowledge  are  not  efficient 
in  terms  of  the  needs  of  the  physician-student 
and  utilization  of  the  time  and  energy  of  the 
physician-educator.  According  to  the  editorial, 
the  problems  are  nation-wide  and  probably  only 
a national  plan,  utilizing  all  existing  resources 
in  a coordinate  manner,  will  provide  the  best 
solution. 

The  1961  proposal  for  the  establishment  of  a 
National  Academy  of  Continuing  Medical  Edu- 
cation, made  by  Darley  and  Cain  of  the  Associ- 
ation of  American  Medical  Colleges,  expressed 
hope  for  solving  this  problem.3  They  suggested 
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the  use  of  motion  pictures,  television,  and  radio 
educational  techniques  and  facilities.  They  add- 
ed that  the  potential  of  these  media  should  not 
he  obscured  by  the  abuse  to  which  commercial 
sources  have  put  them. 

As  an  extension  of  the  Darley  and  Cain  pro- 
posal, the  “university  without  walls"  suggested 
by  the  Dryer  Report,  where  all  modern  class- 
room techniques  in  a broad  flexible  curriculum 
would  be  used,  was  proposed  in  an  attempt  to 
be  all-inclusive.4 

television  potential  in  overcoming  problems 

According  to  an  early  editorial  in  the  Journal 
of  the  American  Medical  Association,  “television 
is  a medium  through  which  medical  centers 
could  extend  the  walls  of  their  laboratories,  lec- 
ture halls,  hospital  wards,  and  clinics  to  include 
almost  all  the  nation's  physicians.”5  Television 
can  also  solve  the  problem  of  teacher  distribu- 
tion since  “a  teacher  on  the  East  Coast  can 
easily  be  a teacher  for  an  individual  on  the 
West  Coast."0 

From  the  standpoint  of  adaptability,  inclusive- 
ness, feasibility,  and  convenience,  television  to- 
day has  no  educational  equal.  Television  can 
include  all  the  teaching  procedures  except  actual 
participative  laboratory  or  clinical  work. 

The  use  of  television  as  an  educational  instru- 
ment rather  than  an  entertainment  device  may 
well  be  the  solution  to  this  problem.  From  the 
point  of  conserving  the  teaching  force,  teaching 
and  travel  time,  university  costs,  and  improving 
physician  attendance  and  conserving  his  time 
and  effort,  television  courses  can  be  most  appro- 
priate. 

opinion  research 

In  order  to  determine  whether  physicians 
would  accept  this  medium  as  such,  the  author 
developed  and  mailed  an  opinionnaire  to  a sam- 
ple of  New  Jersey  physicians. 

Of  the  1,500  opinionnaires  mailed,  276  were 
returned  (18  per  cent).  This  return  was  con- 
sidered highly  significant  for  an  opinionnaire 
which  was  mailed  during  the  summer,  offered  no 
reward,  and  required  some  effort  and  time  on  a 
busy  physician’s  schedule  for  completion.  The 
number  is  also  sufficiently  large  for  a valid  analy- 
sis of  the  replies  to  individual  questions.  Fur- 
thermore, it  is  probable  that  the  group  who  took 
the  trouble  to  reply  to  the  opinionnaire  contains 
a high  proportion  of  those  physicians  who  would 
use  some  form  of  television  education. 


If  approximately  one-fifth  of  physicians  were 
initially  prepared  to  make  use  of  television  edu- 
cational programs  this  would  form  a sizable  nu- 
cleus. If  such  programs  were  helpful  and  inter- 
esting such  a group  would  soon  make  their 
views  known  to  their  colleagues  and  the  size  of 
the  audience  would  steadily  increase. 

Although  there  were  276  returns,  replies  did 
not  total  that  figure  since  some  of  the  questions 
or  portions  of  questions  were  left  unanswered  or 
uncompleted  while  other  selected  choice  ques- 
tions received  more  than  one  selection. 

physician  attitude  toward  television 
and  continuing  medical  education 

An  overwhelming  majority  of  the  physicians 
who  replied  indicated  that  they  found  it  difficult 
to  keep  up  with  medical  advances  (243  to  28). 
Just  as  large  a majority  (244  to  25)  were  in  favor 
of  the  use  of  television  for  this  purpose.  Since 
most  of  these  physicians  (167)  indicated  they 
can  only  spare  two  to  four  hours  a week  for 
keeping  informed,  television  could  be  the  sim- 
plest solution  to  their  problem  of  time.  The  ma- 
jority of  the  physicians  (228)  selected  open, 
scrambled  television0  at  home  on  Tuesday  or 
Wednesday  evenings  between  the  hours  of  9 
and  12  p.m.  as  the  most  convenient  place,  time 
and  day.  Since  most  educational  television 
(ETV)  stations  sign  off  at  10  p.m.,  this  late  hour 
will  be  most  appropriate  and  acceptable  to  both 
participants— the  physician  and  the  station. 

Physicians  likewise  indicated  that  they  would 
gladly  pay  a fee  to  witness  a good  program  ( 214 
to  22 ) obtained  from  a national  videotape  depos- 
itory. The  majority  did  not  feel  active  participa- 
tion was  necessary  for  learning  ( 155  to  96 ) . This 
opinion  is  in  marked  contrast  to  educational 
authority  opinion  with  reference  to  television  and 
postgraduate  medical  education. 

Moreover,  most  prefer  to  view  programs  at 
home  ( 198 ) rather  than  see  programs  with  their 
colleagues  (63).  In  1962,  the  majority  of  formal 
postgraduate  courses  offered  and  attended  by 
physicians  were  lectures  (43  per  cent),  clinics 
(21  per  cent),  and  seminars  (20  per  cent),  all  of 
which  the  opinionnaire  results  indicated  could  be 
viewed  on  television  ( lectures— 230,  clinics— 228, 
and  seminars— 124). 

A few  physicians  expressed  the  opinion  that 
television  had  certain  disadvantages  or  was  of 

•Open  circuit  television,  available  to  any  receiver  but 
electronically  scrambled.  The  program  is  intelligible  only 
when  received  through  an  unscrambling  device. 
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no  value.  Fourteen  questioned  the  lack  of  feed- 
back or  active  participation,  12  questioned  pub- 
lic viewing,  7 wondered  about  cost,  8 questioned 
television’s  teaching  value,  4 asked  about  pro- 
gram presentation,  and  2 expressed  a desire  for 
color  programs. 

The  question  uppermost  in  the  minds  of  a 
small  number  of  physicians  (48)  was  time  and 
selection  of  topics.  Twenty-five  expressed  skep- 
ticism about  programs  since  those  they  had 
remembered  seeing  either  “talked  down”  to  them 
or  were  “too  stiff.” 

A few  physicians  expressed  interest  or  prefer- 
ence for  other  media-recordings  (5),  hospital 
rounds  ( 2 ) , journal  clubs  ( 1 ) , symposia  ( 1 ) , 
and  “medical  letter”  (1). 

More  than  50  per  cent  of  the  physician  respon- 
dents (162)  took  the  time  to  add  their  personal 
suggestions  and  comments  to  the  opinionnaire. 
They  also  indicated  that  there  was  room  for  im- 
provement in  all  available  educational  sources. 

conclusions 

Specifically,  accumulated  substantive  evidence 
indicates  that: 

1.  The  postgraduate  or  continuing  medical 
education  of  the  practicing  physician  in  the 
United  States  today  is  woefully  inadequate. 

2.  Despite  the  large  numbers  of  presently 
available  services,  which  include  journals,  books, 
clinics,  meetings,  conventions,  formal  courses, 
detail  men,  recordings,  tapes,  and  miscellaneous 
commercial  offerings  (brochures,  house  organs, 
promotional  materials,  radio,  television,  pro- 
grammed instruction  devices,  recordings,  tapes, 
et  cetera),  they  are  likewise  hopelessly  inade- 
quate in  that  they  are  not  fulfilling  the  postgrad- 
uate medical  needs  of  the  physician. 

3.  Television  has  demonstrated  its  potential  as 
an  instructional  and  informational  medium  in 
non-medical  postgraduate  educational  areas. 

4.  Television  has  likewise  demonstrated  that 
learning  can  be  achieved  and  information  pre- 
sented in  medical  areas  as  attested  to  by  its 
broad  use  in  a variety  of  medical  course  categor- 
ies in  47  of  the  87  medical  schools. 

5.  Television  has  also  demonstrated  with  sub- 
stantial effect  that  it  can  be  used  in  postgraduate 
medical  teaching  within  the  confines  (closed 
circuit)  of  18  of  the  nation’s  87  medical  schools 
and  it  can  feasibly  televise  postgraduate  medical 
programs  to  the  medical  profession  on  open 
broadcast  directly  to  their  homes. 


6.  Findings  in  the  opinionnaire  to  New  Jersey 
physicians  and  audiovisual  authorities  in  the 
nation’s  medical  schools  indicate  physicians  fa- 
vor the  use  of  television  as  an  important  source 
of  bringing  medical  knowledge  directly  to  their 
homes. 

Based  on  the  above  evidence,  the  author  finds 
it  reasonable  to  conclude  that  television  is  the 
most  adaptable,  feasible,  and  convenient  instru- 
ment for  fulfilling  the  physicians’  needs  for  con- 
tinuing medical  education.  It  is  capable  of  over- 
coming all  the  major  objections  often  cited  by 
physicians  for  not  continuing  their  medical  edu- 
cation-lack of  time,  inconvenience,  and  expense. 

The  investigation  recommends  that  medical 
schools,  industry,  government  and  the  physician, 
as  a member  of  his  local,  state  or  national  society, 
join  in  a cooperative  enterprise  for  preparing 
telecourses  on  a national  or  regional  basis.  Fi- 
nancial support  could  come  from  these  same 
sources  (course  fees,  grants,  donations).  To  in- 
sure privacy,  scrambled  programs  could  be  tele- 
cast over  the  nation’s  ETV  stations  after  hours. 
Inexpensive  unscrambling  devices  in  physician’s 
homes  could  decode  the  telecourse. 

The  investigation  concludes  that  although 
television  is  not  the  “end  all”  to  postgraduate 
medical  education,  from  the  point  of  view  of 
convenience,  feasibility  and  adaptability,  it  can 
provide  a major  share  of  the  physician’s  contin- 
uing education. 

Further  study  is  recommended  in  learning 
more  about  physician  attitudes,  motivations,  in- 
terests and  responsibility  toward  his  postgradu- 
ate medical  education.  Moreover,  self  evaluative 
tests  and  evaluation  of  television  programs  in 
this  field  will  have  to  be  developed.  ■ 

Alt.  View  Road,  Warren  Township 
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Alcohol  and  Drug  Addiction  in  Physicians 

FREDERICK  L EM  E R E,  M.D.  Seattle,  Washington 


Alcoholism  in  physicians  is  at  least  as  frequent  as  in  the  general  population 
and  narcotic  addiction  is  thirty  times  that  in  the  population.  Colleagues  of  the 
addicted  physician  must  restrict  his  activities  in  order  to  protect  the  public. 
Medical  disciplinary  boards,  having  power  to  suspend  his  license,  can  be  helpful. 
Psychiatric  treatment,  reduction  of  load,  and  solution  of  personal  problems, 
aid  recovery.  Prevention,  through  awareness  and  frank  discussion,  is  the  best 
treatment.  Young  physicians  should  be  warned  of  the  dangers  and  instructed 
in  avoiding  the  traps. 


One  would  assume  that  doctors,  with  their 
special  knowledge  of  the  risks  involved  in  the 
abuse  of  alcohol  and  drugs,  would  be  the  last 
to  become  addicted  to  these  agents.  Such, 
however,  is  not  the  case.  The  incidence  of  alco- 
holism among  physicians  is  at  least  equal  to  that 
in  the  general  public  and  the  incidence  of  nar- 
cotic addiction  is  approximately  thirty  times  that 
in  the  general  population.  Out  of  a class  of  one 
hundred  medical  students,  three  are  destined  to 
become  alcoholics  and  one  a narcotic  addict. 
For  this  reason  it  is  necessary  for  us  to  periodic- 
ally remind  ourselves,  and  especially  our  medical 
students  and  young  doctors,  of  the  special  risk 
of  addiction  inherent  in  the  practice  of  medicine. 
The  stressful  lives  that  doctors  lead,  plus  £asv 
access  to  drugs,  makes  addiction  an  occupational 
hazard  that  must  be  guarded  against  at  all  times. 

the  route 

The  oft-repeated  story  is  that  of  a young 
doctor  who,  overwhelmed  by  a busy  practice, 
night  calls,  and  heavy  financial  and  family  re- 
sponsibilities, becomes  dependent  on  alcohol  for 
relaxation  and  sleep.  His  excessive  drinking  be- 
comes noticeable  and  inadequate,  so  he  starts 
mixing  and  replacing  drinking  with  barbiturates 
at  night  and  amphetamines  during  the  day.  As  the 
financial  burdens  mount,  and  the  family  and  pro- 
fessional demands  increase,  even  these  drugs  no 
longer  suffice.  In  addition,  people  are  noticing 
his  drug-induced  erratic  behavior. 

Presented  at  the  75th  Annual  Meeting,  Washington 
State  Medical  Association.  September  14,  1964.  Seattle, 
Washington. 

From  the  Department  of  Psychiatry,  University  of 
Washington  School  of  Medicine,  Seattle.  Washington. 


One  evening,  after  a hard  day,  he  is  to  take 
his  wife  and  four  children  to  a family  reunion. 
He  is  so  beset  by  bone-weary  fatigue  and  an 
unbearable  tension  headache  that  he  opens  his 
medical  bag  and  gives  himself  an  injection  of 
meperidine.  Miraculously  the  pain,  tension,  and 
fatigue  disappear  and  he  spends  the  hectic  eve- 
ning in  relative  calm  and  peace.  The  next  time  a 
crisis  arises,  out  comes  the  needle  for  just  this 
one  more  emergency.  He  is  a doctor.  He  knows  all 
about  the  dangers,  so  he  will  use  meperidine 
only  when  he  has  to  for  special  situations. 

The  intolerable  situations  become  more  fre- 
quent—as  do  the  injections  bringing  blessed  re- 
lief. Soon  he  is  using  narcotics  routinely  to  keep 
going.  Nobody  notices  much  change  and  he 
rationalizes  his  habit  by  the  seeming  facts  that 
he  is  able  to  do  more  work  more  easily  and  that 
his  performance  is  better.  He  has  found  the 
answer  to  his  problems— until  the  narcotic  agent 
stops  by  for  a chat  about  forged  prescriptions 
and  an  abnormally  high  usage  of  drugs.  Suddenly 
his  whole  world  collapses  and  the  innocent  in- 
jection for  pain  and  fatigue  has  turned  into  a 
ruined  career. 

deterioration 

Not  all  alcoholic  physicians  by  any  means  turn 
into  narcotic  addicts,  but  many  of  them  do  mix 
dangerous  drugs  (barbiturates  and  ampheta- 
mines) with  their  drinking.  On  the  other  hand, 
some  doctors  go  directly  to  narcotics.  Occasion- 
ally an  intern  or  resident  will  experiment  for 
"kicks”  and  find  a way  of  life.  Whatever  happens, 
the  end  result  is  the  same— a gradual  deteriora- 
tion of  judgment  and  responsibility. 
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The  process  of  deterioration  from  alcohol  and 
drugs  is  so  insidious  that  the  victim  hardly  real- 
izes that  he  is  no  longer  practicing  adequate 
medicine.  He  passes  off  gross  errors  in  judgment 
and  mistakes  with  careless  indifference  or  some 
flimsy  explanation.  It  is  at  this  point  that  his  col- 
leagues are  forced  to  step  in  and  deprive  him 
of  hospital  or  clinic  privileges  for  their  own 
protection  as  well  as  that  of  his  patients.  This 
is  a most  unwelcome  responsibility  and  his 
friends  and  associates  understandably  hesitate 
to  become  involved.  To  the  credit  of  the  profes- 
sion, however,  physicians  are  increasingly  facing 
up  to  this  part  of  their  obligation  to  the  public. 

corrective  measures 

Official  and  unofficial  medical  disciplinary 
boards  are  being  increasingly  used  to  review 
cases  of  alcoholism  and  drug  addiction.  Again  to 
the  credit  of  the  profession,  these  boards,  whose 
basic  duty  is  the  protection  of  the  public,  are 
devoting  much  time,  patience,  energy,  and 
thought  to  the  treatment  and  rehabilitation  of 
those  doctors  who  come  before  them. 

Strangely  enough,  the  narcotic  addicted  physi- 
cian offers  the  best  prognosis.  He  can  often  be 
allowed  to  continue  practice  on  a probationary 
basis,  say  for  five  years,  during  which  time  he  is 
not  allowed  to  prescribe  narcotics.  The  threat  of 
losing  his  life’s  work,  plus  the  prolonged  and 
close  follow-up  by  the' board,  serves  as  strong 
motivation  toward  recovery.  Few  addicts  can 
quit  without  help  and  treatment.  The  best  treat- 
ment is  psychotherapy  backed  up  by  firm  but 
helpful  supervision  by  the  board,  plus  reduction 
in  the  personal  and  professional  stresses  that  led 
to  the  addiction. 

The  treatment  of  the  alcoholic  physician  is 
more  difficult  because  there  is  less  opportunity 
for  direct  supervision  and  follow-up.  Alcoholics 
Anonymous,  or  the  aversion  method  using  con- 
ditioned reflex,  or  disulfiram  combined  with 
psychotherapy  may  be  successful  if  the  physician 
is  sufficiently  stable  and  well  motivated.  Usually 
the  final  responsibility  for  the  alcoholic  physi- 
cian’s rehabilitation  falls  on  the  shoulders  of  local 
hospitals  or  clinic  staff  members.  Perhaps  an  ex- 
tension of  the  methods  and  scope  of  official 
medical  disciplinary  boards  to  include  alcohol 
and  other  drugs  would  be  a better  solution  of 
this  problem. 


prevention 

At  any  rate,  the  best  treatment  is  prevention 
and  the  best  prevention  is  a full  awareness  and 
frank  discussion  of  the  dangers  involved.  No 
physician,  for  example,  should,  under  any  cir- 
cumstance, ever  give  himself  a self-prescribed 
injection  of  meperidine  or  any  other  narcotic. 
If  narcotics  have  been  needed  after  surgery  or 
for  an  illness,  they  should  not  be  continued 
unless  specifically  ordered  by  the  attending  phys- 
ician. Any  doctor  who  finds  himself  depending 
on  alcohol  or  drugs  to  keep  going  or  to  relieve 
anxiety  or  depression  should  stop  and  reevaluate 
his  life  situation.  He  must  realize  that  he  is  only 
human  and  subject  to  limited  physical  endur- 
ance and  emotional  tolerance. 

Some  doctors  have  a high  tolerance  to  stress 
and  thrive  on  it.  Others  do  not.  If  one’s  capacity 
is  being  exceeded,  changes  must  be  made  such  as 
acquiring  an  assistant,  changing  the  type  of 
work,  cutting  down  on  practice,  or  even  moving 
to  a less  stressful  professional  environment.  Any- 
thing is  better  than  becoming  a slave  to  alcohol 
or  drugs  for  this  can  only  end  in  destruction. 
Every  physician  must  guard  against  the  easy 
escape  from  emotional  problems  afforded  by  al- 
cohol and  drugs,  by  thinking  of  his  family,  his 
future,  his  obligations  to  his  patients,  and  his 
pride  in  his  profession. 

summary 

The  problem  of  addiction  in  physicians  to 
alcohol  or  drugs,  or  both,  is  not  inconsiderable. 
Approximately  one  doctor  in  twenty-five  will  at 
some  time  or  another  succumb  to  this  affliction. 
The  individual  tragedy  is  compounded  by  the 
danger  to  patients.  When  addiction  does  occur 
the  medical  profession  has  an  obligation  to 
protect  the  public  as  well  as  to  help  the  doctor 
involved.  These  responsibilities  can  best  be  met 
by  medical  disciplinary  boards  who  also  attempt 
to  get  the  doctor  into  treatment. 

Treatment  consists  of  psychotherapy  and  re- 
habilitation, usually  along  the  lines  of  reducing 
the  personal  and  professional  stresses  that  led 
to  the  addiction.  Few  addicts  can  or  do  quit 
without  help.  The  best  help  is  a strong  motiva- 
tion toward  recovery.  The  strongest  motivation 
is  the  certain  knowledge  that,  unless  the  habit  is 
conquered,  the  doctor  will  lose  his  most  prized 
possession,  namely  the  privilege  of  practicing 
medicine.  With  the  firm  guidance,  close  super- 
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vision,  and  extended  follow-up  of  an  enlightened 
disciplinary  board  and  his  colleagues,  many  an 
addicted  physician  can  be  and  has  been  restored 
to  a useful  and  satisfying  life  of  abstinence  and 
service. 

The  best  treatment,  however,  is  prevention 
and  the  best  prevention  is  education.  The  medi- 
cal student  and  young  doctor  must  be  reminded 
that,  because  of  the  stressful  lives  they  will  lead 
and  the  easy  access  to  alcohol  and  drugs,  addic- 
tion can  and  does  occur.  They  should  know  that 
this  is  a special  hazard  inherent  in  the  practice 
of  medicine  against  which  they  must  constantly 
be  on  guard.  ■ 

308  Medical-Dental  Building  (98101) 

Chemical  Nomenclature 

generic  names  trade  names 

meperidine  hydrochloride  Demerol  Hydrochloride 
disulfiram  Antabuse 

abstract  o 

El  alcoholismo  en  los  medicos  es  por  lo  menos 
tan  frecuente  como  en  la  poblacion  general  y la 


adiccion  a las  drogas  es  treinta  veces  maijor  que 
en  la  poblacion  general.  Los  colegas  de  los  medi- 
cos adictos  a drogas  deben  de  vigilar  y restringir 
las  actividades  de  estos  a fin  de  proter  al  publico. 
Jurados  medicos  disciplinarios  con  poderes  de 
suspender  y cancelar  sus  registros  para  ejercer 
pueden  ser  utiles.  Tratamiento  psiquidtrico,  re- 
duccion  de  sobre  cargo  de  trabajo  ij  solucion  de 
problemas  personales  ayudan  a su  recuperacion. 
La  prevencion  a traces  de  discusiones  francos  y 
sinceras  sobre  estos  problemas  es  la  mejor  solu- 
cion.  Los  medicos  jovenes  deben  de  ser  pre- 
cenidos  sobre  los  peligros  asi  como  instruidos 
en  como  prevenirlos  y no  caer  en  tentacion. 

REFERENCES 

1 Kolb.  Lawrence.  Drug  addiction,  Charles  C Thomas, 
Pub.,  Springfield,  111.,  1962. 

2 Lundy,  J.  S.,  McQuillen,  F.  A.,  Narcotics  and  the 
anesthetist:  Professional  hazards,  J Amer  Assoc  Nurse 
Anesth  42:147-178  (June)  1962. 

3 Quinn,  W.  F.,  Narcotics  addiction.  Medical  and  legal 
problems  with  physicians,  Calif  Med  94:214-217  (April)  1961. 

4 Modlin,  H.  C.,  Montes,  A.,  Narcotics  addiction  in 
physicians.  Amer  J Psychiat  121:358-365  (October)  1964. 


THE  HOSPITAL 

It  was  developed  to  achieve  the  impossibly  difficult  task  of  combining  a soft 
heart  with  a tough  head.  If  it  achieves  its  best  purpose  it  will  be  neither  the  one  nor 
the  other.  It  will  be  something  between  the  two.  It  will  be  a compromised  institution 
that  is  neither  fully  efficient  nor  fully  altruistic  in  its  actions.  As  such,  it  will  always 
leave  itself  exposed  for  attack  and  criticism  by  those  who  would  choose  to  judge  it 
by  a single  standard.  In  the  second  place,  if  it  acts  for  the  public  good  it  will  often 
have  to  ignore  its  own  corporate  good. 


Ray  Brown,  Duke  University,  before  Washington  State 
Hospital  Association,  32nd  Meeting,  October  1,  1964. 
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Nutrition  comes  in  many  tastes,  textures  and  colors 

...like  soup 


As  a physician,  you  know  that  good  nutrition  is  more  than  just  the 
nutritive  content  of  foods. ..that  appetizing  taste,  texture,  color  and 
aroma  are  extremely  important,  as  well.  And  Campbell  knows  this, 
too... that’s  why  so  much  extra  care  is  devoted  to  every  aspect  of 
nutritional  quality  in  Campbell’s  Soups. 

In  this  Vegetable  Beef  Soup,  the  finest  ingredients  are  carefully 
processed  and  blended  to  maintain,  as  much  as  possible,  the  natural 
flavor  and  nutritive  values. 

A CAMPBELL’S  SOUP  FOR  ALMOST  EVERY  PATIENT 

Most  of  Campbell’s  more  than  30  different  kinds  of  soup  contain 
a variety  of  foods  with  a wide  range  of  essential  nutrients 
that  make  them  suitable  for  almost  any  special  diet.  For  a 
high  protein  diet,  consider  our  Beef  Soup  (approx.  8.0  gm. 
of  protein  in  a 7 oz.  serving),  Bean  with  Bacon  (6.8  gm.),  or 
Chili  Beef  (6.2  gm.);  for  low-fat  diets,  there’s  Tomato,  Beef 
Noodle  and  Chicken  Vegetable  (each  less  than  2 gms.of  fat 
per  7 oz.  serving);  for  the  underweight  patient,  you  can 


suggest  Split  Pea  with  Ham  Soup  (130  calories  in  a 7 oz.  serving), 
while  Chicken  with  Rice  Soup  will  supply  satisfaction  with  fewer 
calories  (about  43  per  7 oz.  serving)  for  those  patients  who  need 
to  lose  weight. 

SOUP  IS  A FAMILIAR  FOOD 

Soup  is  a familiar  food . . . and  even  the  fussiest  eater  will  enjoy  the 
wholesome  goodness  of  Campbell’s  Soups.  Whether  your  patient  is 
a finicky,  indifferent  child... or  an  elderly  patient  whose  appetite 
lags... each  one  will  find  favorites  among  the  many  different  kinds 
of  Campbell’s  Soups. 

Nutritional  analyses  of  all  our  soups  are  available  for 
your  convenience  in  planning  your  patients’  diets.  For 
your  copy,  write  to  Campbell  Soup  Company,  Dept.  44, 
Camden,  New  Jersey. 

Recommend  Campbell’s  Soups  to  your  patients... and, 
of  course,  enjoy  them  yourself.  There’s  a soup  for  almost 
every  patient  and  diet...for  every  meal. 


A view  of  the  modern,  well-equipped  laboratory  in  the  new  Shadel  Hospital. 
Designed  specifically  for  the  treatment  of  alcoholism,  Shadel  is  now  located 
at  12001  Ambaum  Boulevard,  S.W.,  Seattle.  CH  4-8100. 


The  setting  for  the  52-bed  hospital  is  in  a suburban  area  which  provides 
the  convenience  of  close  contact  with  all  of  the  medical  facilities  of  the  City  of 
Seattle,  combined  with  the  quiet  surroundings  and  peaceful  atmosphere  of  a 
secluded  district. 

The  design  of  the  hospital  is  both  modern  and  functional  and  will  maintain 
the  personal  and  homelike  atmosphere  which  has  been  synonymous  with  Shadel 
Hospital  treatment. 


APPROVED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION  MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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ONE  WAY  TO  TRY  TO 
AVOID  COLDS  AND 
SINUSITIS  IS  TO 
GET  AWAY  FROM 
FRIGID  WEATHER 


...but  if  your  patient  can't  get  away,  relieve  sneezing,  running 
nose,  and  congestion  of  colds  and  sinusitis  all  day  or  all  night 
with  one 

ORNADEt,*.,,.  S P A N S U L E*  “4““ra 

Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of  chlorpheniramine  maleate),  50  mg.  of 
phenylpropanolamine  hydrochloride,  and  2.5  mg.  of  isopropamide,  as  the  iodide. 

Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with 
glaucoma,  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloric  duodenal  obstruc- 
tion, or  bladder  neck  obstruction.  Use  with  caution  in  the  presence  of  hypertension, 
hyperthyroidism,  or  coronary  artery-disease.  Drowsiness;  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare  occasions  but  are 
usually  mild  and  transitory. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Smith  Kline  & French  Laboratories 
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OREGON 


Oregon  Medical  Association— 2164  s.  w.  park  place,  Portland  5,  Oregon 

president  James  H.  Seacat,  M.D.,  Salem 

secy.-treas.  Robert  T.  Boals,  M.D.,  Salem 

executive  secretary  Mr.  Roscoe  Miller,  Portland 
annual  meeting,  September  21-25,  1965,  Portland 


Bilderback  Lecture 

The  third  annual  Joseph  B.  Bilderback  Visiting 
Professorship  will  be  held  in  the  Department  of 

Pediatrics  at  the  Uni- 
versity of  Oregon  Medi- 
cal School  on  April  8- 
10. 

Dr.  Robert  A.  Aid- 
rich,  Professor  of  Pedi- 
atrics, University  of 
Washington  School  of 
Medicine,  Seattle,  will 
be  Visiting  Professor. 
Dr.  Aldrich  will  deliv- 
er the  annual  Bilder- 

ROBERT  A.  ALDRICH,  M.D.  ^ ^ ^ 

Medical  School  Auditorium  on  Friday  evening, 
April  9,  at  8 p.m. 

Examiners  Board  Licenses  15  Doctors 

At  the  conclusion  of  a special  meeting  of  the 
Board  of  Medical  Examiners  of  the  State  of  Oregon 
held  January  22,  David  B.  Judd,  Secretary,  an- 
nounced that  15  doctors  qualified  for  license  to 
practice  medicine  and  surgery  in  Oregon.  Those 
who  received  licenses  are:  Jerry  J.  Bass,  James  J. 
Brophy,  Edwin  C.  Everts,  John  J.  Gallucci,  James 
B.  Gillick,  Kenneth  Pfaff,  John  F.  Thurlow,  and 
Charlotte  A.  S.  Thomson,  all  of  Portland;  Hollis  L. 
Augee,  Eglin  AFB,  Florida;  Thomas  R.  Conklin, 
Camarillo,  California;  Richard  W.  Hehn,  North 
Highlands,  California;  Hilbert  J.  Henrickson,  Ta- 
coma, Washington;  O.  E.  McCutcheon,  Riverside, 
California;  Donald  R.  Olson,  Washington,  D.  C.; 
and  Duane  F.  Taylor,  Seattle,  Washington. 

The  next  regular  meeting  of  the  Board  of  Medical 
Examiners  is  set  for  April  8-10.  The  next  State 
Board  Written  Examination  will  be  given  in  July, 
1965. 


OBITUARIES 

dr.  george  b.  isEXHART,  58,  past  president  of  Pacific 
Northwest  Radiological  Society,  died  in  Portland  on 
January  22.  Since  1944,  he  was  associate  radiologist 
at  Physicians  and  Surgeons  Hospital.  After  gradua- 
tion from  Rush  Medical  College  in  1935,  he  interned 
at  Good  Samaritan  Hospital  in  Portland. 

dr.  ethel  g.  reuter,  native  of  Oslo  who  came  to 
the  United  States  in  1903,  died  January  19  in  Mc- 
Minnville. She  had  resided  there  since  1954.  In  1932 
she  was  graduated  from  University  of  Oregon  Medi- 
cal School.  She  interned  at  Los  Angeles  General 
Hospital  and  received  her  public  health  degree  from 
University  of  California.  Dr.  Reuter  was  Wasco 
County  Health  officer  for  six  years  and  Yamhill 
County  health  officer  for  four  years.  She  was  64. 

dr.  neville  clayton  bowers,  graduate  in  1939  of 
University  of  Oklahoma  School  of  Medicine,  died 
December  9 in  Portland.  A veteran  of  World  War 
II,  he  was  50.  Death  was  due  to  coronary  occlusion. 

dr.  Frederick  s.  HANSEN,  56,  of  Portland,  died  Feb- 
ruary 4.  For  the  past  26  years,  he  teas  Multnomah 
County  health  officer,  and  he  was  past  president 
of  Oregon  Public  Health  Service.  His  degree  was 
granted  by  University  of  Oregon  Medical  School  in 
1936. 

dr.  h.  ray  allumbaugh,  60,  practitioner  of  internal 
medicine  in  Eugene  since  1933,  died  January  23. 
He  was  past  president  of  Lane  County  Medical  So- 
ciety, and  he  was  first  chief  of  staff  at  Sacred  Heart 
Hospital.  Dr.  Allumbaugh  was  a 1929  graduate  of 
University  of  Oregon  Medical  School. 

dr.  william  j.  weese  of  Ontario,  president  of  Ore- 
gon Medical  Association  in  1950,  died  January  7. 
He  was  89.  Besides  the  presidency,  he  served  on  the 
committee  on  rural  health  for  OMA  and  AMA.  His 
degree  teas  granted  by  Johns  Hopkins  University 
School  of  Medicine  in  1911.  Dr.  Weese  was  on  the 
staff  of  Holy  Rosary  Hospital  in  Ontario  for  51  years. 
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* a result  of 
‘METHEDRINE’! 

METHAMPHETAMINE 

HYDROCHLORIDE 


therapy 


Her  once  unruly  appetite  is  now  well  tamed  with 
‘Methedrine’  (methamphetamine  hydrochlo- 
ride)... an  easy  way  to  help  control  food  crav- 
ing and  “hunger  pains.” 

Side  effects:  Insomnia  may  occur  if  taken  later 
than  6 hours  before  retiring.  The  usual  peri- 
pheral actions  of  sympathomimetic  amines 
(vasoconstriction  and  acceleration  of  the  heart) 
are  minimal  and  little  noticed  on  low  or  moder- 
ate dosage. 


Contraindications  and  precautions:  Should  not 
be  used  in  patients  with  myocardial  degenera- 
tion, coronary  disease,  marked  hypertension, 
hyperthyroidism,  insomnia  or  a sensitivity  to 
ephedrine-like  drugs.  Moderate  hypertension  in 
the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is 
reduced. 

‘Methedrine’  brand  Methamphetamine  Hydro- 
chloride: Tablets-5  mg.,  scored,  in  bottles  of 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML.  100  and  1000. 

BURROUGHS  WELLCOME  & CO.(U.S.A.)  INC., Tuckahoe,  N.Y. 
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Suitable  Labeling  for  an  Airplane 

R.  C.  POGGE,  M.D.  Lincoln,  Nebraska 


1 am  Medical  Director  of  a company  that  manu- 
factures pharmaceuticals.  As  such  I am  concerned 
with  the  proper  labeling  of  drugs.  Recently,  there 
has  been  increased  emphasis  upon  the  description 
in  labeling,  and  now  in  advertising,  of  the  hazards 
which  may  be  associated  with  administration  of 
virtually  any  medication.  The  possibility  even  exists 
that  in  some  cases,  relatively  uncommon  side  effects 
or  idiosyncrasies  may  receive  more  prominence  in 
modern  drug  labeling  than  is  actually  justified. 

I am  also  one  of  the  many  survivors  of  a jet  air- 
liner which  burned  in  Denver  on  July  11,  1961  as  a 
result  of  improper  functioning  of  the  wheels  im- 
mediately after  the  time  of  landing.  The  crew  of  the 
plane  did  a superb  job  of  directing  the  evacuation, 
without  which  the  casualties  would  have  been  much 
worse.  Actually,  jet  airliners  do  not  crash  and  burn 
very  often  (really  only  once.)  However,  the  ac- 
cident did  occur,  some  people  died,  and  others  were 
painfully  burned.  The  authenticity  of  this  undesired 
result  of  Flight  Number  859  on  the  11th  of  July, 
1961  was  confirmed  by  firemen  and  others.  The 
casual  relationship  in  the  case  of  at  least  some  of 
the  deaths  seems  to  be  definitely  established,  even 
in  the  absence  of  a suitable,  double-blind,  control 
flight  from  Omaha  to  Denver.  Such  a flight  should 
have  been  made  simultaneously  in  an  identical  plane 
with  identical  twins  of  those  in  the  damaged  plane 
as  passenger  controls. 

With  this  in  mind,  I am  suggesting  suitable  label- 
ing which  could  be  displayed  prominently  on  rthe 
door  of  a jet  airliner  as  well  as  a package  insert 
which  would  be  placed  conspicuously  on  the  seat 
inside  to  provide  helpful  and  informative  reading  for 
each  passenger  during  the  flight.  The  facts  are  true. 
Only  the  trademark  and  some  of  the  statistics  have 
been  changed. 

THE  LABEL  ON  THE  DOOR 

Neo-Ultrajet-Forte™ 

Brand  of  aviation  vehicle  powered  by  four  usually  reliable 
jet  engines. 

Warning: 

Improper  operation  of  this  vehicle  or  defec- 
tive function  of  any  one  of  a wide  variety  of 
essential  parts  may  result  in  partial  or  total 
destruction  of  this  vehicle  in  flight,  on  take-off 
or  at  the  time  of  landing.  Fatal  accidents  have 
occurred. 

See  brochure  available  at  each  seat.  This 

Reprinted  by  permission  from  MIND  1:248-249  (August) 
1963. 

Dr.  Pogge  is  Medical  Director  of  Dorsey  Laboratories, 
Lincoln,  Nebraska. 


must  be  studied  by  all  passengers  prior  to 
take-off. 

THE  BROCHURE 

Neo-Ultra  jet-Forte™ 

Brand  of  aviation  vehicle  powered  by  four  usually  reliable 

jet  engines. 

Warning: 

Improper  operation  of  this  vehicle  or  defec- 
tive function  of  any  one  of  a wide  variety  of 
essential  parts  may  result  in  partial  or  total 
destruction  of  this  vehicle  in  flight,  on  take-off, 
or  at  the  time  of  landing.  Fatal  accidents  have 
occurred. 

Description: 

Neo-Ultra-Forte,  brand  of  aviation  vehicle 
powered  by  four  usually  reliable  jet  engines,  is 
an  airplane  propelled  through  the  air  at  the 
ridiculous  speed  of  7.3xl02  miles  per  hour  by 
four  engines,  each  of  which  burns  a special 
type  of  jet  fuel  and  develops  7.7xl09  horse 
power  equivalent  to  3.2xl023  candle  power. 
Seats  are  provided  for  the  comfortable  trans- 
port of  140  passengers  and  a crew  of  9. 

Mechanism  of  Action: 

This  vehicle  is  operated  solely  by  the  pro- 
fessional crew.  Passengers  participate  only  to 
the  extent  of  fastening  seat  belts  and  following 
other  essential  instructions  provided  verbally  by 
qualified  members  of  the  crew. 

Indication: 

This  vehicle  is  indicated  for  rapid  transit  of 
passengers  when  slower  and  safer  vehicles  are 
not  available  or  will  not  provide  adequate 
transportation.  Examples  of  trips  for  which  use 
of  this  potentially  dangerous  vehicle  may  some- 
times be  justified  would  be  to  attend  funerals 
for  close  relatives  who  are  to  be  buried  in  dis- 
tant places,  to  visit  close  friends  or  relatives 
whose  terminal  illness  is  such  that  they  might 
not  survive  long  enough  to  permit  use  of  slower 
and  safer  transportation,  and  similar  emer- 
gencies. 

Advantages: 

This  vehicle  provides  one  of  the  fastest 
methods  available  for  commercial  transporta- 
tion. It  is  less  noisy  than  earlier  types  of  similar 
vehicles  which,  historically  were  propelled  by 
piston  engines.  It  is  somewhat  cleaner  than  the 
standard,  safer  method  of  commercial  travel 
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which  is  guided  by  steel  rails  and  propelled  by 
Diesel-powered  (historically,  coal  and  steam) 
engines.  During  suitable  weather,  the  trip  in 
this  vehicle  is  virtually  free  from  undesired  vi- 
bration. The  incidence  of  fatal  accidents  is  low, 
but  those  passengers  killed  are  100  per  cent 
dead. 

Side  Effects: 

The  most  common  side  effect  associated  with 
travel  in  this  vehicle  is  motion  sickness,  mani- 
fested by  nausea,  vomiting,  or  both.  Anti-emetic 
medication  may  be  only  partially  effective  but 
should  be  attempted  in  the  hope  that  it  may 
provide  at  least  partial  symptomatic  relief. 

Symptoms  of  pressure  change  have  been  vir- 
tually eliminated  by  artificial  control  of  pres- 
sure within  the  cabin.  Regarding  failure  of  this 
control,  see  “Warnings”.  To  alleviate  mild 
symptoms  which  can  occur  in  spite  of  mech- 
anical control  of  air  pressure,  chew  gum  or 
drink  water  until  the  plane  has  come  to  a com- 
plete stop  at  the  passenger  terminal  and  motors 
have  stopped. 

Warnings: 

The  most  common  potential  injury  asso- 
ciated with  air  travel  is  trauma  associated  with 
the  passenger  being  hurled  forcibly  from  his 
seat,  either  as  a result  of  inclement  weather  or 
imperfect  landing  or  take-off.  To  reduce  this 
hazard,  THE  PASSENGER  MUST  WEAR  HIS 
SEAT  BELT  DURING  TAKE-OFF  AND 
LANDING.  Whenever  weather  conditions 
make  use  of  the  seat  belts  essential,  specific 


instructions  will  be  provided  by  the  crew. 

Uncommonly,  the  air-pressure  control  de- 
vices may  fail  to  perform  adequately.  In  this 
case,  oxygen  masks  are  provided  automatically 
and  are  to  be  used  as  demonstrated  before 
each  flight  by  members  of  the  crew. 

Emergency  landings  at  sea  are  uncommon. 
In  the  unlikely  event  that  such  a landing  occurs, 
each  passenger  MUST  WEAR  HIS  LIFE  JACK- 
ET and  exit  as  directed  by  the  crew.  Location 
and  use  of  the  life  jacket  is  demonstrated  by 
members  of  the  crew  prior  to  each  flight  over 
water.  The  effectiveness  of  shark  repellants  is 
not  commonly  acknowledged  by  recognized  ex- 
perts and,  therefore,  shark  repellants  are  not 
available  in  the  cabin. 

Improper  operation  or  defective  performance 
of  parts  of  this  vehicle  can  result  in  its  partial 
or  total  destruction,  usually  accompanied  by 
burning  of  the  vehicle  after  the  fuel  tanks  are 
damaged  so  that  any  remaining  portion  of  the 
vehicle  becomes  coated  with  burning  jet  fuel. 
Cases  have  occurred  in  which  the  fire  did  not 
destroy  the  entire  vehicle  until  after  some  of 
the  passengers  had  had  an  opportunity  to  exit. 
Accordingly,  it  is  essential  that  in  the  event  of 
partial  or  total  destruction  of  this  vehicle.  ALL 
PASSENGERS  MUST  FOLLOW  THE  IN- 
STRUCTIONS OF  THE  CREW.  THESE  IN- 
STRUCTIONS WILL  BE  INDIVIDUALIZED 
ACCORDING  TO  THE  CIRCUMSTANCES 
OF  THE  ACCIDENT  AND  WILL  BE  PRO- 
VIDED BY  CREW  MEMBERS  WHO  HAVE 
HAD  SPECIAL  TRAINING  which  qualifies 
them  to  give  this  type  of  advice. 

© by  MIND  1963 


abstract o from  article  appearing  on  pages  193-195 

La  literature  abunda  en  editoriales , articulos 
y estudios  analizando  y menorpreciando  la  neces- 
idad  de  educacion  medica  postgraduada.  La 
premise  del  autor,  basada  en  su  disertacion 
doctoral,  recomienda  el  uso  de  programas  en 
“videotape”  a traces  de  estaciones  de  television 
educacional  (ETV)  en  las  ultimas  boras  del 
dia  para  dar  a la  mayor  parte  de  los  medicos 
educacion  medica  continua.  Segun  el  autor,  la 
television  es  el  mas  conveniente,  practico  y 
adaptable  de  los  instrumentos  de  aprendizaje/ 
ensenanza  de  hoy  dia. 
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WASHINGTON 


Washington  State  Medical  Association — 1309  seventh  avenue,  Seattle  i, Washington 

president  Roland  D.  Pinkham,  M.D.,  Seattle 

secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 

annual  meeting  September  12-15,  1965,  Seattle 


Salute  tv  Dr.  Harkins 

K.  ALVIN  MERENDINO,  M.D. 


HENRY  N.  HARKINS,  M.D.  K.  ALVIN  MERENDINO.  ^I.D. 

As  you  know,  tonight  is  just  a bit  different  from 
previous  meetings  of  the  Society  of  the  Golden 
Pouch.  Usually,  the  annual  meeting  is  held  in  honor 
of  Dr.  Harkins'  birthday.  In  addition,  tonight  it  is 
our  purpose  to  acknowledge  his  resignation  as  Chair- 
man of  the  Department  of  Surgery.  Dr.  Harkins  is 
not  resigning  from  the  Department,  but  from  the 
administrative  chores  which  the  chairmanship  en- 
tails. He  is  merely  shifting  the  tassel  of  his  academic 
cap  to  a new  position.  Thus,  this  is  not  a testimonial 
dinner;  this  will  not  be  an  address  extolling  his  vir- 
tues (and  possibly  embarrassing  the  Chief).  Neither 
will  this  be  a personalized  message  from  me  for  his 
many  courtesies,  acts  of  generosity  and  friendship 
through  the  years.  What  I have  to  say  is  from  all 
of  us.  Knowing  of  your  great  antipathy.  Dr.  Harkins, 
for  presentations  longer  than  ten  minutes,  my  “key- 
note” talk  on  this  occasion  will  be  brief. 

Informal  remarks  made  at  the  Annual  Meeting  of  the 
Society  of  the  Golden  Pouch.  Seattle.  August  15.  1964. 
The  Society  is  an  organization  of  former  residents  of  the 
surgical  training  program  at  the  University  of  Washington 
School  of  Medicine. 


As  I see  it,  there  are  two  advantages  of  being 
chairman  of  a department.  There  may  be  others,  but 
they  are  ethereal  and  unclear.  The  first,  and  the  most 
important,  is  that  you  can  resign!  The  second  ad- 
vantage is  that,  if  you  do  resign,  it  gives  others 
the  opportunity  to  say  some  things  which  might  not 
otherwise  be  said.  The  resignation  of  a chairman  is 
an  important  landmark  in  the  life  history  of  a de- 
partment. The  choice  of  the  first  chairman  is  of 
great  importance  for  it  is  he  who  establishes,  by  his 
very  example,  the  tone,  tenor  and  direction  of  the 
department.  Thus,  tonight  is  a very  special  event. 
Just  as  the  forest  sometimes  obscures  the  beauty  of 
a single  tree,  one  can  say  too  much  on  such  an  occa- 
sion. I shall  take  particular  pains  not  to  fall  into  this 
trap  by  being  especially  selective  in  what  I say. 

Perhaps  we  should  conversationally,  semi-objec- 
tively  and  informally  try  to  evaluate  the  accomplish- 
ments of  the  Department  from  its  beginning  under 
Dr.  Harkins’  guidance.  First,  we  must  agree  that  no 
unanimity  exists  regarding  how  one  evaluates  a 
department.  Some  feel  that  it  can  be  gauged  by  the 
number  of  professors  and  chairmen  placed  in  other 
departments  elsewhere.  We  are  an  infant  medical 
school,  too  young  to  be  pregnant  with  professors  to 
populate  the  other  academic  complexes  in  this  coun- 
try. Despite  our  youth,  however,  there  are  men  in  this 
room  tonight,  born  and  reared  in  this  residency  training 
program  who  have  been  offered  the  chairmanship  of 
other  departments  of  surgery  and  divisional  head- 
ships in  the  surgical  specialties.  Still  others  have  been 
offered  professorial  positions  in  other  departments  of 
surgery.  The  climatic  and  geographical  advantages 
of  Seattle  which  help  entice  individuals  to  this  part 
of  the  country  and  the  residency  program  tend  to 
immobilize  the  individual  who  contemplates  oppor- 
tunities elsewhere.  The  fact  that  none  of  you  thus 
far  has  been  enticed  elsewhere,  does  not  detract 
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from  the  tribute  implied  for  you  and  the  Department. 
But  I reject  this  particular  yardstick  as  not  of  prime 
importance,  for  in  this  fledgling  department  things 
are  yet  to  come  in  this  area  which  we  cannot  present- 
ly foresee. 

One  might  also  look  to  the  increasing  number  of 
distinguished  visitors  from  all  over  the  world  who 
come  to  visit  and  observe  this  Department.  The  So- 
ciety’s scientific  program,  which  was  held  earlier 
today,  featured  presentations  by  both  the  newly 
initiated  and  old  members  of  the  Society.  In  addi- 
tion, it  included  some  of  the  people  from  foreign 
lands  who  have  elected  to  spend  a year  or  more 
in  the  surgical  laboratories  with  various  members 
of  the  faculty.  The  increasing  number  of  applica- 
tions by  scientists  from  other  lands  for  this  opportun- 
ity indicates  an  international  awareness  and  recog- 
nition of  the  accomplishments  of  this  Department 
under  Dr.  Harkins’  guidance.  This  is  a flattering 
yardstick,  but  as  with  the  first,  it  is  not  an  over- 
whelming consideration  in  evaluating  the  stature 
of  a department. 

A third  modality  of  mensuration  frequently  con- 
sidered of  prime  importance  is  the  productivity  of 
the  department  in  terms  of  publications.  This  is  a 
tricky  one.  As  you  know,  the  step  test  means  one 
thing  to  a cardiologist  and  another  thing  to  the 
Committee  on  Appointments  and  Promotions  of  any 
university.  In  determining  the  worthiness  of  an 
individual  for  faculty  appointment  or  promotion, 
the  chairman  of  the  committee  takes  all  of  the 
individual’s  publications  piled  one  upon  the  other 
and  walks  up  a staircase  to  the  top  step.  Where- 
upon, the  stack  is  tenderly  balanced  on  this  step 
and  gently  tilted  in  such  a fashion  that  the  pile 
of  publications  finally  topples.  Obviously,  the  longer 
the  trail  of  printed  matter  and  the  greater  the  num- 
ber of  steps  spanned,  the  more  favorably  impressed 
the  committee  will  be.  By  this  means,  it  is  possible 
to  compare  one  candidate  with  another,  compare 
one  department  with  another,  etc.  One  can  compare 
productivity  of  Department  A with  Department  B 
in  this  manner  for  one  year  or  five  years,  if  one’s 
interest  is  in  a long  term  evaluation.  It  is  my  con- 
sidered opinion,  Mr.  Chairman,  that  the  productivity 
of  this  Department  has  been  such  that  you  need 
not  hide  your  head  in  shame.  This  Department  in  the 
course  of  one  year  has  been  known  to  publish 
as  many  books  as  other  departments  publish  papers! 
And  even  when  applying  the  additional  dimension 
of  content,  this  does  not  detract,  but  adds  luster  to 
your  Department’s  performance. 

Without  intending  to  minimize  the  merits  of  the 
foregoing  yardsticks,  I would  rather  speak  for  a 
moment  of  the  one  which  I think  tells  more  than  all 
the  others.  This  relates  to  the  product  of  the  resi- 
dency training  program.  It  begins  with  the  attraction 


of  men  of  high  caliber  and  ability.  It  continues  with 
their  professional  maturation  in  an  environment  of 
scientific  inquiry,  and  dedicated  service.  The  product 
is  identified  when  the  individual  emerges  as  the  kind 
of  physician  and  surgeon  who  can  be  trusted  with 
confidence  to  take  care  of  me  and  my  family  and  of 
you  and  your  families.  By  then,  the  product  is  des- 
tined to  become  an  everlasting  credit  to  the  medical 
community  and  the  Department.  By  this  yardstick, 
the  accomplishments  of  the  Department  have  been 
outstanding.  As  Chairman  of  the  Department,  these 
are  the  jewels  in  your  crown. 

While  thoughts  of  the  individual  residents  give 
you  great  pleasure  during  this  period  of  bilateral 
exposure,  the  residents  likewise  have  developed 
certain  impressions  of  their  chairman.  The  very  ex- 
istence of  this  Society,  comprised  of  former  residents, 
attests  to  the  respect  and  loyalty  which  everyone 
here  holds  for  you.  It  is  not  inappropriate  to  be 
reminded  that  these  feelings  of  one  man  for  another 
cannot  be  bought  in  the  market  place  at  any  price. 
They  must  be  earned  . . . the  hard  way.  They  imply 
so  much  that  I shall  not  blur  their  significance  by 
any  attempt  to  embellish  them  with  a word  picture. 
The  presence  here  of  this  group  tonight  states  the 
proposition  more  eloquently  than  words.  Everyone  in 
this  room  wants  me  to  tell  you  that  we  respect  and 
honor  you,  Sir,  as  a student,  teacher,  investigator, 
scholar,  surgeon,  generous  friend  and  valued  col- 
league. 

When  there  is  a resignation  of  a chairman,  there 
is  frequently  a resignation  of  a madam  chairman. 
An  old  Chinese  saying  states,  “behind  every  sucess- 
ful  man  there  is  a woman  who  keeps  saying  that  it 
can’t  be  done.”  Jean  Harkins,  however,  does  not 
fall  into  this  category.  She  has  worked  consistently 
and  conscientiously  for  the  welfare  of  this  Depart- 
ment and  its  friends.  Jean  Harkins  has  been  a most 
generous  person  in  her  mother-henning  of  us  all. 
I don’t  think  anyone  here  has  not  been  touched  by 
her  generosity. 

And  so  tonight,  on  this  special  occasion  with  your 
former  residents  noting  your  resignation  as  De- 
partmental Chairman,  we  salute  you,  Dr.  and  Mrs. 
Henry  N.  Harkins.  ■ 

Special  Child  Award 

Robert  W.  Deisher,  Professor  of  Pediatrics  and 
Director  of  the  Division  of  Health  of  the  University 
of  Washington,  will  be  the  recipient  of  the  annual 
Special  Child  Award  of  the  Seattle  Seguin  School. 

As  a member  of  the  University  staff  and  its 
hospital  since  1949,  Dr.  Deisher  has  been  Director 
of  the  Child  Health  Center,  Director  of  the  Clinic 
of  Child  Study,  Director  of  the  Adolescent  Clinic, 
and  Director  of  the  Pediatric  Outpatient  Clinic. 
From  March  to  November,  1964,  he  was  given  a 
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special  assignment  as  Deputy  Chief  of  the  United 
States  Children’s  Bureau  in  Washington,  D.  C. 

The  Special  Child  Award  is  a bronze  sculpture 
by  George  Tsutakawa,  sculptor  of  the  fountain  at 
the  main  branch,  Seattle  Public  Library.  Edgar  A. 
Doll,  consulting  psychologist  of  the  Bellingham  Pub- 
lic Schools,  received  the  revolving  award  last  year 
when  it  was  initiated  to  acknowledge  outstanding 
leadership  and  contribution  in  the  field  of  the  handi- 
capped child. 


The  award  will  be  presented  to  Dr.  Deisher 
at  a banquet  dinner  to  be  held  at  the  Hotel  Edmond 
Meany,  March  21.  Mr.  Van  R.  Hinkle,  executive 
director  of  the  Washington  State  Association  for 
Retarded  Children,  will  make  the  presentation. 
Robert  C.  Burns.,  Ph.D.,  chief  pyschologist  of  the 
Children’s  Orthopedic  Hospital  and  president  of  the 
board  of  trustees  of  the  school,  will  be  master  of 
ceremonies. 

The  Seattle  Seguin  School  is  a private  school 
for  children  with  language  and  learning  problems. 

postgraduate  course 

Common  skin  problems  will  be  the  topic  of  dis- 
cussion at  a course  at  the  University  of  Washington 
School  of  Medicine,  April  23  and  24.  Attendance 
will  be  limited  to  100  registrants,  the  tuition  fee 
is  $40.  Those  interested  in  obtaining  further  in- 
formation or  registration  blanks  may  write  to  John 
Lein,  M.D.,  Director,  Division  of  Continuing  Medi- 
cal Education,  University  of  Washington  School  of 
Medicine,  Seattle,  Washington  98105. 

OBITUARY 

dr.  p.  h.  henderson,  sr.,  who  had  practiced  in  Long- 
view since  1925,  died  January  15.  He  was  65.  He 
was  graduated  from  Rush  Medical  College  in  1925 
and  interned  at  Kansas  City  General  Hospital. 


MOKNINGSIDE 

HOSPITAL 

Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• All  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 

Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 

HENRY  COE, 

Administrator 

10008  S.  E.  Stark  Street  Portland  16,  Oregon 
Inquiries  invited  Phone:  ALpine  2-5571 

Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 


Neuroses 
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Special  cough  formula  for  children 


Pediacof 


Each  teaspoon  (5  ml.)  contains  codeine  phosphate  5 mg., 

Neo-Synephrine®  hydrochloride  (brand  of  phenylephrine  hydrochloride)  2.5  mg., 
chlorpheniramine  maleate  0.75  mg.  and  potassium  iodide  75  mg. 


soothing  decongestant  and  expectorant 


bright  red, 
pleasant-tasting, 
raspberry-flavored  syrup 

Pediacof  is  different.  It  is  designed  espe- 
cially for  children,  and  each  ingredient  is  in 
the  right  proportion.  The  potassium  iodide 
in  Pediacof  is  so  well  masked  that  it  is  virtu- 
ally unnoticeable.  Children  like  the  sweet 
raspberry  flavor  of  bright  red  Pediacof. 

Dosage:  Children  from  6 months  to  1 year, 
Va  teaspoon;  from  1 to  3 years,  V2  to  1 tea- 
spoon; from  3 to  6 years,  1 to  2 teaspoons; 
and  from  6 to  12  years,  2 teaspoons.  These 
doses  are  to  be  given  every  four  to  six  hours 
as  needed. 


relieves  cough 
nasal  drip 
congestion 
running  nose 
sneezing 

eases  expectoration 


How  supplied:  Bottles  of  1 6 fl.  oz. 


Available  on  prescription  only. 
Exempt  Narcotic. 


Side  effects:  The  only  significant  untoward 
effects  that  have  occurred  are  mild  anorexia 
and  an  occasional  tendency  to  constipation. 
However,  discontinuance  of  Pediacof  has 
seldom  been  required.  Mild  drowsiness  oc- 
curs in  some  patients  but,  when  cough  is 
relieved,  the  quieting  effect  of  Pediacof  is 
considered  beneficial  in  many  instances. 

Precautions  and  contraindications:  Patients 
with  tuberculosis  or  those  who  are  known 
to  be  sensitive  to  iodides  should  not  be  given 
Pediacof. 

Caution  should  be  exercised  if  Pediacof  is 
administered  to  patients  with  cardiac  dis- 
orders, hypertension  or  hyperthyroidism. 

Warning:  May  be  habit  forming. 

Winthrop  Laboratories 
New  York,  N.Y. 


Winfhrop 


Insomnia  often  presents  a treatment  problem.  Although  sedatives  may 
give  limited  relief,  they  frequently  tend  to  deepen  depression.  Anti- 
depressants, particularly  stimulants  and  “energizers”,  may  often  aggra- 
vate insomnia  because  of  their  excitatory  effect  or  their  inability  to 
alleviate  the  anxiety  which  frequently  accompanies  depression.  ■ With 
‘Deprol’,  early  relief  of  associated  insomnia  can  be  a rewarding  first 
step  in  treatment  of  depression.  ‘Deprol’  usually  restores  normal  sleep 
by  relieving  the  associated  anxiety  and  tension  which  often  cause  or 
intensify  insomnia  while  it  acts  to  reduce  the  underlying  depression. 

Indications:  ‘Deprol’  is  useful  in  the  management  of  depression,  both  acute  (reactive)  and  chronic.  It  is  particularly  useful  in  the  less  severe 
depressions  and  where  the  depression  is  accompanied  by  anxiety,  insomnia,  agitation,  or  rumination.  It  is  also  useful  for  management  of 
depression  and  associated  anxiety  accompanying  or  related  to  organic  illnesses.  Contraindications:  Denactyzine  hydrochloride  is  contraindi- 
cated in  glaucoma.  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subsequent  use.  Precautions:  Meprobamate: 
Careful  supervision  of  dose  and  amounts  prescribed  is  advised.  Consider  possibility  of  dependence,  particularly  in  patients  with  history  of 
drug  or  alcohol  addiction;  withdraw  gradually  after  use  for  weeks  or  months  at  excessive  dosage.  Abrupt  withdrawal  may  precipitate  recur- 
rence of  pre-existing  symptoms,  or  withdrawal  reactions  including,  rarely,  epileptiform  seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and  operation  of  motor  vehicles  or  machinery  or  other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects  of  excessive  alcohol  may  possibly  be  increased  by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both  grand  and  petit  mal.  Prescribe  cautiously  and  in  small  quantities  to  patients  with  suicidal  tenden- 
cies. Side  effects:  Side  effects  associated  with  recommended  doses  of  ‘Deprol’  have  been  infrequent  and  usually  easily  controlled.  These  have 
included  drowsiness  and  occasional  dizziness,  headache,  infrequent  skin  rash,  dryness  of  mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of  severe  nervousness,  loss  of  power  of  concentration,  and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive  dosage.  Benactyzine  hydrochloride:  Benactyzine  hydrochloride,  particularly  in  high  dosage, 
may  produce  dizziness,  thought-blocking,  a sense  of  depersonalization,  aggravation  of  anxiety  or  disturbance  of  sleep  patterns,  and  a subjec- 
tive feeling  of  muscle  relaxation,  as  well  as  anticholinergic  effects  such  as  blurred  vision,  dryness  of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included  gastric  distress,  allergic  response,  ataxia,  and  euphoria.  Meprobamate:  Drowsiness  may  occur 
and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dose.  Allergic  or  idiosyncratic  reactions  are  rare,  generally  developing  after  one  to 
four  doses.  Mild  reactions  are  characterized  by  an  urticarial  or  erythematous,  maculopapular  rash.  Acute  nonthrombocytopenic  purpura  with 
peripheral  edema  and  fever,  transient  leukopenia,  and  a single  case  of  fatal  bullous  dermatitis  after  administration  of  meprobamate  and 
prednisolone  have  been  reported.  More  severe  and  very  rare  cases  of  hypersensitivity  may 
produce  fever,  chills,  fainting  spells,  angioneurotic  edema,  bronchial  spasms,  hypotensive 
crises  (1  fatal  case),  anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treatment  should  be  symp- 
tomatic in  such  cases,  and  the  drug  should  not  be  reinstituted.  Isolated  cases  of  agranulocy- 
tosis, thrombocytopenic  purpura,  and  a single  fatal  instance  of  aplastic  anemia  have  been 
reported,  but  only  when  other  drugs  known  to  elicit  these  conditions  were  given  concomitantly. 

Fast  EEG  activity  has  been  reported,  usually  after  excessive  meprobamate  dosage.  Suicidal 
attempts  may  produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory  col- 
lapse. Dosage:  Usual  starting  dose,  one  tablet  three  or  four  times  daily.  May  be  increased 
gradually  to  six  tablets  daily  and  gradually  reduced  to  maintenance  levels  upon  establishment 
of  relief.  Doses  above  six  tablets  daily  are  not  recommended  even  though  higher  doses  have 
been  used  by  some  clinicians  to  control  depression  and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  containing  meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg.  Before  prescribing,  consult  package  circular.  co.«o« 


Deprol 

meprobamate  400  mg. 

+ benactyzine  hydrochloride  1 mg. 


Wallace  Laboratories 

Cranbury,  New  Jersey 


If  ofr  much  would  it  he 

with  no  ntunufueturer's  profit? 


S2.  oo  ? s.  93  ? $3.  lit  ? 

Somewhat  amazingly,  $3.18  is  correct.  Even  if  you  eliminated  pharma- 
ceutical manufacturer’s  net  profit,  your  patient  would  pay  only  about 
17  cents  less  for  the  average  prescription— hardly  a deciding  factor  in 
having  it  filled.  Of  course,  this  assumes  that  pharmaceuticals  could  con- 
tinue to  be  available  without  profit  (where  do  new  miracle  drugs  come 
from,  if  not  profit?). 

American  pharmaceuticals  today  may  well  be  America’s  biggest  bargain. 

Pharmaceutical  Manufacturers  Association/ 1 1 55  Fifteenth  Street,  N.W.,  Washington,  D.  C.  20005 

This  message  is  brought  to  you  as  a courtesy  of  this  publication  on  behalf  of  the  producers  of  prescription  drugs. 

* Average  prescription  price,  1963.  National  Prescription  Audit.  R.A.  Gosselin,  Dedham,  Mass. 
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Idaho  State  Medical  Association — 364  sonna  building,  Boise,  Idaho 


president  Corwin  E.  Groom,  M.D.,  Pocatello 

secretary  A.  Curtis  Jones,  M.D.,  Boise 

executive  secretary  Mr.  A.  L.  Bird,  Boise 

annual  meeting  June  23-26,  1965,  Sun  Valley 


Officers  and  Councilors 

The  first  meeting  in  1965  of  the  Officers  and 
Councilors  of  the  Idaho  State  Medical  Association, 
was  held  in  Boise  on  January  29-30. 

Those  who  attended  the  two-day  session  included: 
President,  Corwin  E.  Groom,  Pocatello;  President- 
Elect,  Wallace  H.  Pierce,  Lewiston;  Immediate  Past- 
President,  Paul  B.  Heuston,  Twin  Falls;  Secretary- 
Treasurer,  A.  Curtis  Jones,  Boise;  Councilors,  John 
M.  Ayers,  Moscow;  John  F.  Stecher,  Caldwell;  James 
R.  Kircher,  Burley;  O.  D.  Hoffman.  Rexburg;  A.M.A. 
Delegate,  Alexander  Barclay,  Coeur  d'Alene;  and 
A.M.A.  Alternate  Delegate,  Donald  K.  Worden, 
Lewiston. 

New  Society  Officers  for  1965 

Bonner-Boundary  Medical  Society:  President, 

Helen  E.  Peterson,  Sandpoint;  Secretary-Treasurer, 
Arthur  G.  Evans,  Priest  River;  Delegate,  Fred  E. 
Marienau,  Sandpoint;  Alternate  Delegate,  Frederick 
W.  Durose,  Bonners  Ferry. 

South  Central  Idaho  District  Medical  Society: 
President,  Arthur  F.  Dailey,  Rupert;  President-Elect. 
James  E.  Sloat,  Jerome;  Secretary-Treasurer,  Thur- 
man A.  Hunt,  Rupert;  Delegates,  Royal  G.  Neher, 
Shoshone;  Maurice  E.  Seheel,  Wendell;  William  H. 
Woodson,  Twin  Falls;  Vern  H.  Anderson,  Buhl; 
Arthur  F.  Dailey,  Rupert;  V.  Ellis  Knight,  Kimberly; 
Elmer  M.  Wright,  Twin  Falls;  Eugene  H.  Holsinger, 
Burley;  and  Thurman  A.  Hunt,  Rupert.  Alternate 
Delegates,  Harold  F.  Holsinger,  Wendell;  Marion  V. 
Klingler,  Gooding;  F.  Wayne  Schow,  Twin  Falls; 
Harry  F.  Brumbach,  Twin  F* alls;  Otto  A.  Moellmer, 
Rupert;  Morton  Cutler,  Twin  Falls;  Ben  K.  Hum- 
phrey, Rupert;  Charles  H.  Ellingham,  Burley;  and 
Roy  O.  Shaub.  Twin  Falls. 

Idaho  Falls  Medical  Society:  President,  Wendell 
Petty,  Shelley;  President-Elect,  R.  Reed  Fife,  Idaho 


IDAHO 


Falls;  Secretary-Treasurer,  Byron  T.  M eeks,  Idaho 
Falls;  Delegates,  Thomas  W.  Higgs,  George  L.  Voelz, 
Byron  T.  Weeks,  John  H.  Spickard,  G.  Curtis  Waid, 
Dauchy  Migel,  and  Robert  F.  Hahn,  all  of  Idaho 
Falls.  Alternate  Delegates,  Charles  R.  Boge,  Wen- 
dell L.  Nielsen,  Hal  W.  Davis,  Glenn  W.  Corbett, 
Maurice  K.  Henninger,  Lyman  B.  Knutson  and 
Hazel  L.  McGaffey,  all  of  Idaho  Falls. 

Upper  Snake  River  Medical  Society:  President, 
A.  Lloyd  Barrott,  St.  Anthony;  Vice-President, 
Kitchener  Head,  Driggs;  Secretary,  E.  L.  Soule,  St. 
Anthony;  Treasurer,  Robert  R.  Klamt,  St.  Anthony; 
Delegates,  Lester  J.  Peterson  and  Rex  G.  Mabey, 
both  of  Rexburg.  Alternate  Delegates,  Kitchener 
Head.  Driggs,  and  Blaine  H.  Passey,  Rexburg. 

State  Board  of  Medicine  Section 

The  regular  meeting  of  the  Idaho  State  Board  of 
Medicine  was  held  in  Boise,  January  11-13.  Mem- 
bers who  attended  the  session  included:  S.  M.  Poin- 
dexter, Boise,  Chairman;  W.  Wray  Wilson,  Coeur 
d’Alene,  Vice  Chairman;  John  E.  Comstock,  Poca- 
tello; Charles  E.  Kerrick,  Caldwell;  and  Charles  A. 
Terhune,  Burley.  James  S.  Newton,  Lewiston,  was 
unable  to  attend  the  meeting.  He  had  surgery'  in 
Portland,  and  is  now  on  the  mend. 

Two  physicians  passed  the  written  examination 
for  licensure  in  Idaho.  They  were: 

Amado  J.  Cruz,  Orofino  (State  Hospital  North). 
Graduate  University'  of  Santo  Tomas  Faculty  of 
Medicine  and  Surgery,  Manila,  Philippines,  May 
22,  1954.  Internship:  Sacred  Heart  Hospital,  Spo- 
kane, Washington,  1955-56;  Bird  S.  Coler  Memor- 
ial Hospital,  New  York  City,  1956-57;  St.  Joseph's 
Hospital,  Alton,  111.,  1957-58.  Licenses  in  the 
Philippine  Island  and  California.  Certified  by  the 
Educational  Council  for  Foreign  Medical  Graduates. 
Psychiatry. 
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Wolfgang  Paul  Gneuchtel,  Saskatoon,  Saskatche- 
wan, Canada.  Graduate  Ruperto  Caroa  University 
Faculty  of  Medicine,  Heidelberg,  W.  Germany,  July, 
1952.  Internships  and  Residencies  in  Orthopedic 
Surgery  at  University  Hospital,  Heidelberg,  1952-56; 
1956-58  Assistant  in  surgery  University  of  Heidel- 
berg; 1958-62  Resident  training  in  orthopedics  at 
University  Hospital,  Saskatoon;  1963  to  present, 
orthopedic  practice  in  Saskatoon.  Licentiate  of  the 
Medical  Council  of  Canada,  June,  1961.  Certified 
by  the  Educational  Council  for  Foreign  Medical 
Graduates.  Orthopedic  Surgery. 

A temporary  license  was  issued  on  January  28  to: 
Mary  Louise  Smith,  Blackfoot.  Graduate  of  Univer- 
sity of  Texas  Medical  Branch,  Galveston,  March  2, 

1946.  Internship  Cleveland  Metropolitan  Hospital, 

1947.  Residency  in  Psychiatry',  Butterworth  Hospital, 
Grand  Rapids,  Michigan,  1949.  Psychiatry. 

Seven  physicians  who  had  been  granted  tem- 
porary licenses  since  the  July,  1964  meeting  of  the 
Board  of  Medicine,  received  permanent  licenses. 
They  were: 

Arthur  M.  Pahang,  Caldwell;  Janice  L.  Willms, 
Gooding;  Delbert  E.  Scott,  Portland;  Avery  D. 
Pratt,  Jr.,  Mountain  Home  Air  Force  Base;  John  C. 
Day,  Twin  Falls;  Allen  M.  Cochrane,  Moscow,  and 
Walter  W.  Hair,  Boise. 

Five  physicians  were  granted  licenses  without 
written  examination  on  the  basis  of  endorsement  by 
states  maintaining  standards  comparable  to  Idaho. 
Included  were: 

Daniel  Thomas  Berney,  Capistrano  Beach,  Cali- 
fornia. Graduate  of  Jefferson  Medical  College, 
Philadelphia,  June  1951.  Internship  Scranton  State 
General  Hospital,  Scranton,  Pennsylvania,  1952. 
Residency  in  anesthesiology,  University  of  Califor- 
nia at  Los  Angeles  Medical  Center,  1957-59.  Anes- 
thesiology. 

Donald  Ralph  Bjornson,  Idaho  Falls.  Graduate 
University  of  California  School  of  Medicine,  San 
Francisco,  June,  1957.  Internship  San  Francisco  Gen- 
eral Hospital,  1958.  Military  Service,  1958-61.  Resi- 
dency in  orthopedic  surgery.  University  of  California 
Hospitals,  San  Francisco,  1961-present.  Orthopedic 
Surgery. 

William  B.  Carpenter,  Spokane,  Graduate  Uni- 
versity of  Alberta  Faculty  of  Medicine,  Edmonton, 
1956;  Internship,  University  of  Alberta  Hospital, 
1957.  Assistant  in  Pathology,  Queens  Hospital,  Hono- 
lulu, 1958;  Resident  in  Medicine,  Mayo  Founda- 
tion, Rochester,  Minnesota,  1959;  Residency  in  Path- 
ology, Mayo  Foundation,  Rochester,  1960-63.  Path- 
ology. 

Carl  F.  Chapman,  Caldwell.  Graduate  St.  Louis 


University  School  of  Medicine,  St.  Louis,  Missouri, 
1962.  Internship  Emanual  Hospital,  Portland,  Ore- 
gon, 1963.  Residency  in  Anesthesiology,  University 
of  Oregon  Medical  School  Hospitals  and  Clinics, 
Portland,  1963-65.  Anesthesiology. 

Alfred  E.  Voigt,  Anaconda,  Montana.  Graduate 
Stritch  School  of  Medicpie  of  Loyola  University, 
Chicago,  1952.  Internship  William  Beaumont  Gen- 
eral Hospital,  El  Paso,  Texas,  1953.  General  Practice. 

In  addition  to  the  licensure  of  physicians,  the 
Board  met  with  the  Physical  Therapy  Advisory  Com- 
mittee to  consider  applicants  for  registration. 

Members  of  the  Committee  are  Mr.  Perry  Silver, 
Boise,  Chairman,  Mr.  Douglas  S.  Raymond,  Idaho 
Falls,  and  Mrs.  Mary  Yost,  Twin  Falls. 

Five  physical  therapists  were  granted  registra- 
tion without  examination  on  the  basis  of  endorsement 
by  states  maintaining  standards  comparable  to  Ida- 
ho. They  were:  Miss  Carmen  Alvarado,  Boise;  Mrs. 
Corrine  Ellingham,  Burley;  Mr.  Roger  Larsen,  Pull- 
man, Washington;  Mrs.  Arlee  Pasley,  Boise;  and 
Miss  Marilyn  Gerhard,  Boise. 

Writing  the  Professional  Examination  Service  test 
for  registration  as  a physical  therapist  was  Miss 
Maria  M.  Bonin,  Boise,  a foreign  graduate.  The  test 
is  being  processed. 


60  YEARS 

SERVING  THE  MEDICAL  PROFESSION 
IN  THE  NORTHWEST 


Office  Supplies,  Printing,  Lithographing 
Statement  and  Remittance  Envelopes 
Office  and  Reception  Room  Planning 
Steel  and  Wood  Furniture,  Shelf  Filing 


TRICK  & MURRAY 

300  Westlake  No.  at  Thomas  Street 
MA  2-1440  Seattle,  Wash.  98109 

Off-Street  Parking 
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THE  POWER 
OF  NEGATIVE 
THINKING 


No  doubt  you  have  attached  diagnostic  importance  to  negative  findings  for 
years.  When  you  apply  your  stethoscope,  all  is  usually  normal.  When  you  test 
for  reflexes  you  generally  find  them  normal,  too.  In  your  routine  urine  checks 
with  dip-and-read  HEMA-COMBISTIX  " Reagent  Strips,  you  generally  discover 
that  urinary  blood,  protein,  and  glucose  are  absent,  and  pH  normal. 

But  when  you  discover  an  abnormal  finding  you  may,  within  60  sec- 
onds, have  detected  pathology  well  in  advance  of  the  appearance  of 
related  symptoms.  □ Ames  Company,  Inc.,  Elkhart,  Indiana.  68964  ames 
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Relief  of  pain  is  prompt  in  non-traumatic  neuritis,  including 
herpes  zoster,  when  Protamide  is  administered  early  in  the 
course  of  the  disease.1-4  Equally  important,  complete 
recovery  usually  follows  in  three  to  five  days— even  in 
ophthalmic  herpes  zoster.5-6 


Responds  Promptly  to 

PROTAMIDE 

—colloidal  solution  of  denatured 
proteolytic  enzyme— 


Dosage:  1 ampul  I.  M.  daily  for  2 to  5 days; 
longer  if  pain  persists. 

Caution:  Avoid  I.  V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each, 
for  intramuscular  injection. 


DETROIT  11,  MICHIGAN 


References:  1.  Baker,  A.  G.:  Penn.  Med.  J.  63: 697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med.  (Aug.  20)  1952,  pp.  16-19. 

3.  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw. 
Med.  (Nov.)  1955.  5.  Sforzolini,  G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959.  6.  Gile,  J.  H.:  W.  Virginia  Med.  J. 
59:120-122  (May)  1963. 
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When  things  are  really  not  as  bad  as  they  seem 


give  Adipex. 


Each  Adipex  Ty-Med  ‘tablet  or  capsule  contains: 

Methamphetamine  hydrochloride  1 0 mg. 

Amobarbital  (Warning,  may  be  habit  forming)  50  mg. 
Homatropine  methylbromide  7.5  mg. 

* Lemmon  brand  of  timed-release  medication. 

The  stress  that  gives  rise  to  nervous  depression  is 
frequently  situational  in  origin  and  self-limiting  in  nature. 
Often  this  mild  tension-depressive  state  is  accompanied 
by  some  degree  of  Gl  hyperactivity. 

Adipex  is  ideal  for  short  term  therapy  in  mildly 
depressed  patients.  The  combination  of  mood-elevating 
and  antispasmodic  ingredients  helps  to  control  the 
symptoms  of  nervous  depression  and  tension-induced  Gl 
distress.  With  your  professional  counselling  and  short 


term  supportive  therapy  with  Adipex,  these  patients  will 
soon  learn  to  cope  with  or  overcome  the  depression 
caused  by  temporary  stress. 

Dosage:  The  usual  dose  of  Adipex  Ty-Med  is  one  table 
or  capsule  daily,  taken  on  arising. 

Side  Effects:  Insomnia,  excitability,  central  excitatory 
symptoms  or  cardiovascular  reactions. 

Precautions:  Discontinue  use  if  rapid  pulse,  dizziness 
or  blurring  of  vision  occurs. 

Contraindications:  Coronary  or  cardiovascular 
disease,  hypertension,  hyperthyroidism,  hyperexcitable  c 
psychotic  states,  glaucoma,  or  idiosyncrasy  or 
habituation  to  any  of  the  components. 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 

Supplied:  Bottles  of  100  and  1 000  tablets  or  capsules. 


HAACK  LABORATORIES,  INC.,  DIVISION  OF  LEMMON  PHARMACAL  COMPANY,  PORTLAND,  OREGON  972i| 


Bacterial  susceptibility  is  similar  ail  over  the  world. 
So  is  the  effectiveness  of  m A 

TAO 

(triacetyloleandomycin) 


New  international  data  on 
antibiotic  effectiveness  in  vitro 


The  1964  international  study'  of  antibiotics  is  the  most  comprehensive  analysis 
of  microbial  data  ever  undertaken.  It  compares  the  microbial  susceptibility  to  5 
leading  antibiotics  by  in  vitro  testing.  The  following  statistics  give  an  indication 
of  the  scope  of  this  survey:  the  tests  were  performed  in  88  laboratories,  distributed 
throughout  13  countries  and  4 continents.  In  all,  the  results  of  86,125  suscepti- 
bility determinations,  made  on  17,225  cultures,  were  tabulated  and  analyzed. 
Electronic  data  processing  equipment  was  employed  for  the  computations. 

Some  of  the  determinations  made  possible  by  the  study  include  results  of  in  vitro 
susceptibility  tests  by  country,  comparison  of  antibiotics  according  to  anatomical 
source  of  the  clinical  isolate,  and  susceptibility  of  staphylococcus  aureus  accord- 
ing to  bacteriophage  type.  Perhaps  the  most  important  comparison  is  that  of  over- 
all, worldwide  effectiveness  of  the  5 leading  antibiotics.  Results  of  this  determina- 
tion are  shown  in  the  chart  below. 


Over-all  results  of  the  international  study: 


Penicillin 

Tetracycline 

Erythromycin 

Chloramphenicol 


TAO 
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Based  on  the  following  number  of  cultures:  staphylococcus  aureus,  10,384:  diplo- 
coccus  pneumoniae,  1,322;  /3  hemolytic  streptococci,  2,492;  enterococci,  3,027. 


Comparative  in  vitro  effectiveness  of 

tetracycline  and  TAO 

against  £ hemolytic  streptococci 


Breese  recently  showed  that  . . in  vitro  resistance  to  tetracycline  was  observed  in  about 
25%  of  the  /3  hemolytic  streptococci  tested.  This  resistance  or  lack  of  resistance  seemed  to 
be  correlated  with  the  clinical  results  obtained  by  treatment.”8  This  report  of  shifts  in  anti- 
biotic effectiveness  is  borne  out  by  the  nationwide  study  of  19633  and  the  international 
study  of  1964.' 


U.S.  Study,  1963 
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International  Study,  1964 
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results  based  on  2,492  cultures 


In  vitro  data  confirms  the  7-year 
clinical  record 

In  a study3  involving  95  patients  there  was  “an  encouragingly  accurate  (90-95%)  degree  of 
correlation  between  in  vitro  and  in  vivo  results  with  TAO.” 


Breese4:  . . triacetyloleandomycin  was  at  least  as  effective  as  penicillin  and  more  effective 

than  erythromycin  propionate  in  the  treatment  of  streptococcal  infections  in  children.” 


McClellan *:  In  the  treatment  of  124  pediatric  patients  with  a wide  variety  of  infections, 
“triacetyloleandomycin  was  effective  in  92%.” 


Shubin6:  129  patients  with  upper  or  lower  respiratory  infections  were  treated  with  TAO.  Of 
these,  120  had  a good  response,  which  generally  showed  “reduction  in  temperature  and 
toxicity  within  48  hours  after  initiation  of  therapy,  with  subsequent  clinical  and  bacterio- 
logical cure  of  infection.” 


Wennersten7:  . . clinical  results  obtained  in  135  cases  of  a wide  variety  of  infections  were 

dramatically  good  . . 


TAO® 

(triacetyloleandomycin) 


Available  as:  Capsules  (250  mg.;  125  mg.)  Ready-Mixed  Oral  Suspen- 
sion (raspberry  flavored,  125  mg./5cc.)  Pediatric  Drops  (100  mg./cc.) 


see  back  cover  for  TAO  indications,  contraindications,  and  precautions-> 


N EW  intramuscular 
companion  to  TAO 

OLEANDOMYCIN 

INTRAMUSCULAR® 


.1  Oleandomycin  !: 

;;  Intramuscular  11 

a 


Four  reasons  to  consider  this  convenient  new  dosage  form  for  your  bag,  emergencies  or  hospital  use: 


the  bacterial  spectrum  includes:  streptococci,  pneumococci,  gonococci  and  staph- 
ylococci: particularly  effective  against  some  strains  of  staphylococci  resistant  to 
other  antibacterial  agents. 


2 

3 

4 


most  strains  of  staphylococci  do  not  demonstrate  cross-resistance  between  olean- 
domycin and  erythromycin. 

allergic  reactions  or  other  systemic  side  effects  have  been  encountered  only  rarely 
with  parenteral  use  of  oleandomycin. 

easily  reconstituted— freely  water  soluble. 


TAO  Rx  Information 

Indications:  The  bacterial  spectrum  includes:  streptococci,  staphylococci,  pneumococci  and  gono- 
cocci. Recommended  for  acute,  severe  infections  where  adequate  sensitivity  testing  has  demon- 
strated susceptibility  to  this  antibiotic  and  resistance  to  less  toxic  agents.  Not  recommended  for 
prophylaxis  or  in  the  treatment  of  infectious  processes  which  may  require  more  than  ten  days  con- 
tinuous therapy.  In  view  of  the  possible  hepatotoxicity  of  this  drug  when  therapy  beyond  ten  days 
proves  necessary,  other  less  toxic  agents,  of  course,  should  be  used.  If  clinical  judgment  dictates 
continuation  of  therapy  for  longer  periods,  serial  monitoring  of  liver  profile  is  recommended,  and  the 
drug  should  be  discontinued  at  the  first  evidence  of  any  form  of  liver  abnormality. 

Contraindications  and  Precautions:*TAO  (triacetyloleandomycin)  is  contraindicated  in  pre-existing 
liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hypersensitivity  to  the  drug.  Although 
reactions  of  an  allergic  nature  are  infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type 
have  occurred  on  rare  occasions. 


OLEANDOMYCIN  INTRAMUSCULAR  Rx  Information 

Indications:  The  bacterial  spectrum  includes:  streptococci,  staphylococci,  pneumococci  and  gonococci. 

Precautions:  Significant  adverse  reactions  or  idiosyncrasy  require  discontinuation  of  medication. 
Aside  from  occasional  instances  of  mild  pain  at  the  site  of  injection,  adverse  reaction  to  an  intra- 
muscular injection  has  been  rare.  Allergic  reactions  to  oleandomycin  rarely  have  been  observed  but 
constant  observation  for  such  effects  should  be  maintained.  When  used  for  local  infiltration,  allergic 
manifestations  and  sensitizing  reaction  to  Xylocaine  (lidocaine  hydrochloride)  have  not  been 
reported.  *Xylocaine  is  the  Registered  Trademark  of  Astra-Pharmaceutical  Products,  Inc.  for  its 
brand  of  lidocaine. 

References:  1.  Isenberg,  Henry  D.r  Ph.D.:  Scientific  exhibit  presented  at  the  92nd  Annual  Meeting  of  The  Ameri- 
can Public  Health  Association,  New  York  City,  N.Y.  Oct.  5-8,  1964.  2.  Isenberg,  Henry  D.:  Health  Laboratory  Sci- 
ence 1:185-256.  (Jul.-Aug.)  1964.  3.  Werthamer,  S.  et  al:  Antibiotic  Med.  and  Clin.  Ther.:  7:560  (Sept.)  1960. 
4.  Breese,  B.  B.  et  al:  Am.  J.  Dis.  Children  101:423  (Apr.)  1961.  5.  McClellan,  M.:  Antibiotic  Med.  and  Clin.  Ther. 
7:221  (Apr.)  1960.  6.  Shubin,  H.  et  al:  Antibiotic  Med.  and  Clin.  Ther.  6:156  (Mar.)  1959.  7.  Wennersten,  J.  R.: 
Antibiotic  Med.  and  Clin.  Ther.  5:527  (Aug.)  1958.  8.  Breese,  B.  B.  et  al:  Am.  J.  Dis.  Children  107:232  (Mar.)  1964. 


J.  B Roerig  and  Company 
New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 

(triacetyloleandomycin) 


Rx  New,  improved 

VITERRA-  THERAPEUTIC 

Tablets  for 

high-potency  nutritional 
build-up  following  infection. 


Product  of  dmt  icean  fJo^iejeo-Gr7yi<zn^ 


The  word  is  light* 
The  cigarette  is 
Carlton 


A milder  cigarette  than 
you’d  ever  imagine. 

Higher  in  smoking  pleasure 
than  you’d  ever  expect. 

On  the  pack,  in  the  smoke— 
Carlton  says  it  all. 
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Component  Society  Monthly  Meetings 


OREGON 


Baker 

Pres.,  Dee  L.  Fuller,  Baker 
Sec.,  Charles  A.  Grant,  Baker 
First  Monday — 7 p.m. — St.  Elizabeth 
Hospital  Staff  Room,  Baker 
Benton 

Pres.,  D.  D.  Kliewer,  Corvallis 
First  Monday— 6:30  p.m.— Country 
Kitchen,  Corvallis 
Central  Oregon 

Pres.,  Elon  Wood,  Prineville 
Sec.,  Samuel  Orr,  Prineville 
First  Monday — 7:30  p.m. — Pine  Tavern, 
Bend 

Clackamas 

Pres.,  Allison  B.  Willeford,  Mollala 
Sec.,  Richard  J.  O'Shea,  Lake  Oswego 
Second  Tuesday — 6:30  p.m.— Seid's 

Restaurant,  Oregon  City 

Clatsop 

Pres.,  Charles  K.  Linehan,  Astoria 
Sec.,  R.  D.  Neikes,  Astoria 
No  regular  schedule 

Columbia 

Pres.,  George  E.  Muehleck,  Jr.,  St. 
Helens 

Sec.,  O.  L.  Zeschin,  St.  Helens 
First  Tuesday — 8 a.m. — Columbia  Dis- 
trict Hospital,  St.  Helens 
Douglas 

Pres.,  Harry  L.  VanDermark,  Winston 
Sec.,  T.  R.  Mafit,  Roseburg 
Second  Tuesday— 6:30  p.m.— Roseburg 
Country  Club 
Jackson 

Pres.,  Martin  L.  Vorheis,  Medford 
Sec.,  Richard  H.  Saul,  Medford 
Second  Wednesday — 7:30  p.m. — Rogue 
Valley  Country  Club 

WASHINGTON 

Benton-Franklin 

Pres.,  Ray  DeMeritt,  Richland 
Sec.,  Mark  Campbell,  Pasco 
Third  Tuesday — 6:30  p.m. — Black  Angus 
Hotel,  Kennewick 

Chelan 

Pres.,  Grant  W.  Miller,  Wenatchee 
Sec.,  Raymond  Bunker,  Wenatchee 
First  Monday — 6:30  p.m. — Wenatchee 
Golf  and  Country  Club 

Clallam 

Pres.,  R.  M.  Allman,  Jr.,  Pt.  Angeles 
Sec.,  J.  F.  Standard,  Sequim 
Third  Monday— 8 p.m.— Clallam  Coun- 
ty Physicians  Service,  Pt.  Angeles 

Clark 

Pres.,  Edward  J.  LaLonde,  Vancouver 
Sec.,  Karl  Stefan,  Washougal 
First  Tuesday— 6:30  p.m. — Royal  Oaks 
Country  Club,  Vancouver 

Cowlitz 

Pres.,  T.  A.  Manning,  Cathlamet 
Sec.,  L.  D.  McRae,  Longview 
Third  Tuesday — 6:30  p.m.— Bart's  Char- 
coal Broiler,  Longview 


Josephine 

Pres.,  D.  E.  Bradshaw,  Grants  Pass 
Sec.,  D.  G.  Mackie,  Grants  Pass 
Time  and  location  by  announcement 

Klamath 

Pres.,  M.  E.  Robinson,  Klamath  Falls 
Sec.,  William  Bartlett,  Klamath  Falls 
Second  Tuesday — 7:00  p.m. — Winema 
Hotel,  Klamath  Falls 

Lake 

Pres.,  Joycelin  H.  Robertson,  Merrill 

Sec.,  W.  J.  Strieby,  Lakeview 

First  Tuesday — 6:30  p.m. — Eugene  Hotel 

Lane 

Pres.,  George  C.  McCallum,  Eugene 
Sec.,  William  H.  Gaughan,  Eugene 
First  Tuesday — 6:30  p.m  — Eugene  Hotel 

Lincoln 

Pres.,  Donald  A.  Forinash,  Newport 
Sec.,  Robert  Hayter,  Waldport 
No  regular  dates 

Linn 

Pres.,  H.  B.  Dowling,  Sweet  Home 
Sec.,  K.  B.  Haevernick,  Lebanon 
Second  Monday — 6:30  p.m. — location 
announced 

Malheur 

Pres.,  Augustus  M.  Tanaka,  Ontario 
Sec.,  J.  D.  Sigurdson,  Ontario 
No  regular  schedule 

Marion-Polk 

Pres.,  Robert  T.  Boats,  Salem 
Sec.,  Marsh  O.  Perkins,  Salem 
Third  Tuesday  — 6:30  p.m.  — lllahee 
Country  -Club,  Salem 


Grant 

Pres.,  John  Trantow,  Quincy 
Second  Monday — 7:30  p.m.— Moses 

Lake  or  Ephrata 
Grays  Harbor 

Pres.,  R.  E.  Fredericksen,  Aberdeen 
Sec.,  R.  D.  Fulton,  Aberdeen 
Third  Wednesday — 6:30  p.m. — Grays 
Harbor  Country  Club 
Jefferson 

Pres.,  Harry  G.  Plut,  Pt.  Townsend 
Sec.,  William  J.  Scheyer,  Pt.  Townsend 
Second  week — Rotate  between  mem- 
bers' homes 

King 

Pres.,  Gayton  S.  Bailey,  Seattle 

Sec.,  Carl  E.  Chism,  Seattle 

First  Monday  (Feb.,  May,  Oct.,  Dec.) 

Kitsap 

Pres.,  C.  W.  Biedel,  Bremerton 
Sec.,  Robert  Foley,  Bremerton 
Second  Monday — 6:30  p.m.— Hearth- 

stone, Bremerton 

Kittitas 

Pres.,  Virgil  Brown,  Ellensburg 
Sec.,  James  Cobb,  Ellensburg 
Feb.,  May,  Aug.,  Dec., — 7:30  p.m.— 
Elks  Club,  Ellensburg 


Mid-Columbia 

Pres.,  T.  H.  Hendricks,  The  Dalles 
Sec.,  James  B.  Wade,  Hood  River 
Second  Tuesday— 6:30  p.m. — Alternate 
between  Hood  River  and  The  Dalles 
Multnomah 

Pres.,  Verner  V.  Lindgren,  Portland 
Sec.,  Louis  O.  Machlan,  Jr.,  Portland 
Feb.,  May,  Nov.,  Dec., — Time  and  loca- 
tion announced 
Southwestern  Oregon 

Pres.,  P.  T.  Wolfe,  Coquille 
Sec.,  R.  C.  Beckman,  Coos  Bay 
First  Wednesday,  monthly — 12:00  noon 
— Courtel,  Coos  Bay 
Tillamook 

Pres.,  H.  G.  Beckwith,  Jr.,  Wheeler 
Sec.,  I.  J.  Schneider,  Wheeler 
Second  Thursday  — 7 p.m.  — Victory 
House,  Tillamook 

Umatilla 

Pres.,  John  De  Romanett,  Pendleton 
Sec.,  Paul  Knowles,  Pendleton 
Third  Tuesday — 7:30  p.m. — Pendleton 
Country  Club 

Union-Wallowa 

Pres.,  Richard  E.  Hall,  LaGrande 
Sec.,  John  Vanderbilt,  LaGrande 
On  call  of  president 
Washington 

Pres.,  William  Harrison,  Beaverton 
Sec.,  William  Ferguson,  Hillsboro 
First  Monday— 8 p.m. — Forest  Hill  Golf 
Course 

Yamhill 

Pres.,  L.  H.  Peek,  Newberg 
Sec.,  Stanley  D.  Kern,  Newberg 
First  Tuesday — 7 p.m.— Oriental  Gar- 
den, McMinnville 


Klickitat-Skamania 

Pres.  Roland  D.  Ostlund,  White  Sal- 
mon 

Sec.,  Wayne  M.  Henkle,  White  Salmon 
No  regular  meetings— annually — alter- 
nating between  Goldendale,  White 
Salmon,  and  Stevenson 

Lewis 

Pres.,  W.  Paul  Mouchon,  Chehalis 
Sec.,  W.  J.  Dugaw,  Toledo 
Second  Monday — 8 p.m. — Local  hos- 
pital in  Chehalis  or  Centralia,  alter- 
nately 

Lincoln 

Pres.,  James  L.  Anderson,  Odessa 
Sec.,  Kenneth  Gudgel,  Odessa 
Three  times  annually 

Okanogan 

Pres.,  Everett  B.  Myer,  Omak 
Sec.,  David  J.  Bone,  Omak 
On  call  at  Okanogan 

Pacific 

Pres.,  D.  C.  MacDonald,  Raymond 
Sec.,  J.  C.  Proffitt,  South  Bend 
Second  Wednesday  — 6:30  a.  m.  — 
Bridges  Inn,  Raymond 
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Pierce 

Pres.,  F.  J.  Schwind,  Tacoma 
Sec.,  A.  J.  Herrmann,  Tacoma 
Second  Tuesday— 8:15  p.m. — Medical 
Arts  Building  Auditorium,  Tacoma 

Skagit-lsland 

Pres.,  Thomas  P.  Brooks,  Anacortes 
Sec.,  Harry  K.  Bailey,  Oak  Harbor 
Fourth  Monday — 7 p.m.— Dale's  Res- 
taurant, Mt.  Vernon 
Snohomish 

Pres.,  Harold  Waltz,  Everett 
Sec.,  R.  G.  Wyrens,  Everett 
First  Tuesday — 7:30  p.m.— Everett  Golf 
and  Country  Club 

Spokane 

Pres.,  Robert  P.  Parker,  Spokane 
Sec.,  Charles  Gates,  Spokane 
Fourth  Tuesday — time  and  place  an- 
nounced, Spokane 

IDAHO 

Ada 

Pres.,  Max  D.  Gudmundsen,  Boise 
Sec.,  R.  J.  Ellsworth,  Boise 
Third  Tuesday  each  month 

Bear  River  Valley 

Pres.,  Paul  Daines,  Montpelier 
Sec.,  Leo  Hawkes,  Preston 
First  Friday — 7:30  p.m.— alternating  be- 
tween Preston,  Soda  Springs  and 
Montpelier 

Bonner- Boundary 

Pres.,  Helen  E.  Peterson,  Sandpoint 
Sec.,  Arthur  G.  Evans,  Priest  River 
Irregular 


Stevens 

Pres.,  Roy  S.  Lowell,  Colville 
Sec.,  Merle  B.  Snyder,  Chewelah 
First  Tuesday— 8 p.m.— Chewelah  and 
Colville  hospitals  alternately 

Thurston-Mason 

Pres.,  Kenneth  L.  Partlow,  Olympia 
Sec.,  Richard  E.  Grant,  Olympia 
Fourth  Tuesday,  Tyee  Motor  Inn, 
Olympia 

Walla  Walla  Valley 

Pres.,  Robert  C.  Beck,  Walla  Walla 
Sec.,  James  E.  McClellan,  Walla  Walla 
Second  Thursday — 6:30  p.m. — Walla 
Walla  Country  Club 


Idaho  Falls 

Pres.,  Wendell  Petty,  Shelley 
Sec.,  Byron  T.  Weeks,  Idaho  Falls 
Every  other  month.  Stardust  Motel 
Restaurant,  Idaho  Falls 
Kootenai-Benewah 

Pres.,  Duane  Daugharty,  Coeur  d'Alene 
Sec.,  Wilbur  Lyon,  Coeur  d'Alene 
First  Tuesday — 7 p.m. 

North  Idaho 

Pres.,  J.  S.  Newton,  Lewiston 
Sec.,  R.  F.  Stack,  Lewiston 
Third  Wednesday— each  month 
Shoshone 

Pres.,  R.  E.  Staley,  Kellogg 
Sec.,  G.  M.  Whitesel,  Kellogg 
Monthly  meetings.  Doctor's  Clinic, 
Kellogg 


Whatcom 

Pres.,  J.  C.  Mason,  Bellingham 
Sec.,  C.  R.  Veirs,  Ferndale 
First  Monday  (except  June,  July,  Aug.) 
— 6:30  p.m.— Leopold  Hotel,  Belling- 
ham 
Whitman 

Pres.,  J.  Canute  Barnes,  Pullman 
Sec.,  K.  K.  Sato,  Pullman 
Third  Tuesday  each  month 
Yakima 

Pres.,  Walter  J.  Kennedy,  Jr.,  Yakima 
Sec.,  David  W.  Williams,  Yakima 
Second  Tuesday— 6:30  p.m.— Yakima 

Country  Club 

27th 

Pres.,  R.  C.  J.  Pearson,  Seattle 
Sec.,  Hylan  C.  Moore,  Seattle 
First  Thursday  (exc.  June,  July,  Aug.) 
—8  p.m.— Swept  Wing  Inn,  Seattle 


South  Central 

Pres.,  A.  F.  Dailey,  Rupert 
Sec.,  T.  A.  Hunt,  Rupert 
Second  Tuesday — (Feb.,  May,  Sept., 
Nov.)  7:30  p.m. — place  varies 
Southeastern  Idaho  District 
Pres.,  Arch  T.  Wigle,  Pocatello 
Sec.,  Richard  K.  Gorton,  Pocatello 
First  Thursday— 7:30  p.m. 
Southwestern  Idaho  District 

Pres.,  Charles  E.  Krause,  Caldwell 
Sec.,  James  R.  Mann,  Parma 
Monthly  on  call 
Upper  Snake  River 

Pres.,  A.  Lloyd  Barrott,  St.  Anthony 
Sec.,  Emory  Soule,  St.  Anthony 
First  Monday— Dinner  meeting — Ro- 

tated between  towns  in  Upper  Val- 
ley 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292-2641  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of  your 
problems  relating  to  Alco- 
holism as  a courtesy  to  the 
profession.  Telephone  at 
any  hour.  Illustrated  litera- 
ture on  request. 

MEDICAL  STAFF 
John  R.  Montague,  M.D. 
Merle  M.  Kurtz,  M.D. 

Marvin  J.  Weinstein,  M.D. 
Norris  H.  Perkins,  M.D. 

John  W.  Evans,  M.D.,  Consult- 
ing Psychiatrist 

Physicians 
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Vertigo  couldn't  keep  Napoleon  behind  the  lines. 


Then  the  army  doctor  gaye  him  ANTIVERT 


...which  promptly  stopped  the  vertigo. 


Antivert© 

(meclizine  HCI,  nicotinic  acid) 

Tablets:  (meclizine  HCI  12.5  mg.  and 
nicotinic  acid  50  mg.) 

Syrup:  (each  5 cc.  teaspoonful  contains 
meclizine  HCI  6.25  mg.  and  nicotinic 
acid  25  mg.) 

stops  vertigo 

Complete  to  moderate  relief 
in  9 out  of  1 0 patients1 

Antivert,  the  leading  anti-vertigo  prod- 
uct,2 combines  meclizine  HCI,  an  out- 
standing drug  for  treatment  of  vestibular 
dysfunction,  with  nicotinic  acid,  a drug 
of  choice  for  prompt  vasodilation.  Out  of 
50  patients  with  Meniere’s  syndrome,  re- 
mission of  symptoms  followed  Antivert 
therapy  in  41  (82%);  another  10%  (5 
patients)  experienced  moderate  relief.' 
Prescribe  Antivert  for  your  patients  with 
vertigo,  Meniere’s  syndrome  and  allied 
disorders. 

Precautions  and  side  reactions:  Fre- 
quent, short-lived  reactions  include:  cu- 
taneous flushing,  sensations  of  warmth, 
tingling  and  itching,  burning  of  skin,  in- 
creased gastrointestinal  motility,  and 
sebaceous  gland  activity.  In  explaining 
these  reactions  to  the  patient,  it  is  sug- 
gested that  they  be  regarded  as  a desir- 
able physiological  sign  that  the  nicotinic 
acid  is  carrying  out  its  intended  function 
of  vasodilation.  Because  of  this  vasodila- 
tion, severe  hypotension  and  hemorrhage 
are  obvious  contraindications  to  Antivert 
therapy. 

References:  1.  Seal,  J.  C.:  Eye  Ear  Nose  & 
Throat  Month.  38:738  (Sept.)  1959.  2.  Based 
on  1964  data  from  independent  physicians' 
market  survey  organization. 

Antivert  Z? 

(meclizine  HCI,  nicotinic  acid) 

Most  widely  prescribed 
anti-vertigo  agent2 

Dosage:  One  tablet  or  one  to  two  tea- 
spoonfuls (5-10  cc.)  t.i.d.  just  before 
meals.  Specific  requirements  for  individ- 
ual patients  should  be  determined  by 
the  physician. 

Supplied:  Tablets  in  bottles  of  100  and 
500.  Syrup  in  pint  bottles.  Rx  only. 

J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being® 

New  York,  N.Y.  10017 
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...and  when  yourAntiverf 
patients  are  near  or  past 
retirement  age 


Neobon® 

geriatric  supplement 

helps  keep  them 


on 


he  go 


Neobon  combines  hormones,  essential  hematopoietic  factors,  a diges- 
tive enzyme,  and  vitamins  and  minerals  with  the  important  amino 
acids  L-lysine  and  glutamic  acid.  When  used  as  adjunctive  therapy, 
such  medication  has  been  shown  to  be  of  value  in  treating  patients 
with  the  geriatric  syndrome.1’2  You  too  can  help  your  geriatric  pa- 
tients—with  or  without  vertigo  — lead  a more  active  life  by  prescrib- 
ing Neobon. 


Each  capsule  contains: 

(1)  Vitamins  and  Minerals 

Vitamin  A 

(acetate) 2000  U.S.P.  units 

Vitamin  D (irradiated 

ergosterol)  . . . 200  U.S.P.  units 


Vitamin  Bi  (thiamine 

mononitrate,  U.S.P.)  . . 0.5  mg. 

Vitamin  Bs 

(riboflavin,  U.S.P.)  ...  0.5  mg. 

Vitamin  B* 

(pyridoxine  HCI,  U.S.P.)  0.5  mg. 

Niacinamide,  U.S.P 50  mg. 

Calcium  pantothenate, 

U.S.P 5 mg. 

Vitamin  E (from  alpha 

tocopherol  acetate)  . . 5 I.U. 

Rutin,  N.  F 5 mg. 

Cobalt  (from  cobalt 

sulfate)  0.033  mg. 

Molybdenum  (from 
sodium  molybdate)  . . .0.066  mg. 
Copper  (from  copper 

sulfate)  0.33  mg. 

Manganese  (from 

manganese  sulfate)  . . 0.33  mg. 


Magnesium  (magnesium 


sulfate) 2 mg. 

Iodine  (from  potassium 

iodide)  0.05  mg. 

Potassium  (from 

potassium  sulfate)  . . . 1.66  mg. 
Zinc  (from  zinc 

sulfate)  0.4  mg. 

(2)  Hematopoietic  Factors 

Iron  (from  ferrous 

sulfate)  3.40  mg. 

Vitamin  B12  (cobalamin 
concentrate,  N.F.  as 

Stablets®)  1 meg. 

Vitamin  C (ascorbic 
acid,  U.S.P.) 50  mg. 

(3)  Digestive  Enzyme 

Pancreatic  substance*  . . 50  mg. 

(4)  Gonadal  Hormones 

Methyltestosterone  ....  1.0  mg. 

Ethinyl  estradiol  0.006  mg. 

(5)  Amino  Acids 

L-Lysine  50  mg. 

Glutamic  acid 30  mg. 


Enzymatically  active  defatted  material  obtained  from  250  mg.  of  whole  fresh 
pancreas. 


Precaution:  Contraindicated  in  patients  wherein  estrogen  or  androgen 
therapy  should  not  be  used,  as  in  carcinoma  of  the  breast  or  prostate. 
Dosage:  One  capsule,  t.i.d.  with  meals,  or  as  directed  by  physician. 
Supplied:  Bottles  of  60  capsules.  Rx  only. 

References:  1.  Dufficy,  R.  G.,  Jr.:  J.  Am.  Geriatrics  Soc.  5:936  (Nov.)  1957. 
2.  Ende,  M.:  Southwestern  Med.  38:625  (Oct.)  1957. 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
New  York,  N.Y.  10017 
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PROFESSIONAL  classified 


Practice  Opportunities 

GENERAL  PRACTITIONER-WANTED 

Two-man  partnership  needs  associate  for  very  busy 
office.  Excellent  opportunity  for  one  with  residency 
in  surgery.  Greater  Seattle  area  with  choice  of  hos- 
pital facilities.  Write  Box  41-A,  Northwest  Medicine, 
500  Wall  St.,  Seattle,  Wash. 

ALLIED  PERSONNEL  OFFICES,  INC. 

Our  recruiting,  screening  and  referral  services  can  be 
of  valuable  assistance  to  you  in  securing  the  med- 
ically trained  person  or  situation  you  desire.  Seattle 
offices  247  Logan  Bldg.,  MA.  4-4793,  Everett  office, 
703  Medical  Dental  Bldg.,  AL.  2-3157. 

EXCELLENT  OPPORTUNITY  FOR  GP-PALOUSE,  WASH. 

Physician  needed  immediately  for  town  of  1100 
population.  Productive  farming  region,  two  state 
universities  only  15  miles  away.  Space  available  and 
ready  for  occupancy.  Write  Chamber  of  Commerce, 
Palouse,  Wash. 

GP  OPPORTUNITY— RAINIER  VALLEY,  SEATTLE 

Established  20-years.  Attractive  suite  completely 
equipped  and  ready  for  occupancy.  Present  physician 
ill.  Call  Seattle  LA  3-0431,  evenings. 

GP  WANTED-NORTH  BEND,  WASH. 

Opening  available  in  well-established  partnership 
practice.  Outdoorman's  paradise,  yet  only  30  minutes 
from  Seattle.  Call  TU  8-1771,  or  write  North  Bend 
Clinic,  Box  CC,  North  Bend,  Wash.  98045. 

GENERAL  PRACTITIONER  DESIRES  ASSOCIATE 

Share  modern,  new  medical  building  in  fast-growing 
residential  Eugene,  Oregon.  Lab,  x-ray  and  minor 
surgery  facilities  available.  Ample  parking.  Five 
minutes  to  hospital.  John  W.  Petty,  M.D.,  3467 
Hilyard  St.,  Eugene,  Oregon  97405. 


GP  WANTED  TO  TAKE  OVER  PRACTICE 

Established  in  growing  suburbs  of  university  town 
in  Oregon.  Practice  grossing  $40,000,  good  medical 
community.  Hunting,  fishing,  skiing,  lakes  and  ocean. 
Associate  with  two  other  GP’s.  Only  cost,  investment 
in  equipment.  Hospital  privileges  dependent  on  ex- 
perience and  training.  Leaving  in  July.  Write  Box 
14-B,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash.  98121. 


Locations  Desired 

PHYSICIAN  WANTS  SEDENTARY  WORK 

Walking  impaired.  Services  include  examination, 
diagnosis,  minor  surgery.  L.  J.  Bland,  M.D.,  5602 
So.  Mullen  St.,  Tacoma,  Wash.,  GR  4-1247. 


Office  Space 

MEDICAL  SUITE— OLYMPIA 

Prefer  neurologist  or  psychiatrist  for  suite  available 
in  Medical-Dental  Building,  Olympia.  Contact  Mr. 
Ray  Moen,  FL  7-7779,  519  Washington  St.,  Olym- 
pia, Wash. 

SPACIOUS  PHYSICIAN'S  OFFICE  FOR  RENT 

In  attractive  concrete  building  with  two  other  GPs. 
Rapidly  growing  area  with  excellent  schools  and 
accredited  hospital  available.  Contact  R.  S.  Waltz, 
M.D.,  1818  Pacific  Ave.,  Forest  Grove,  Oregon, 
phone  EL  7-3106. 

EXCELLENT  GP  OPPORTUNITY  S.  W.  IDAHO 

Nicely  furnished  office  and  waiting  room,  plus  com- 
plete x-ray  and  dark  room,  diathermy  machine,  B.- 
M.R.  machine,  ultrasonic  generator  and  cabinet, 
ultra  violet  generator,  microscope  with  lamp,  also 
other  kinds  of  surgical  tables  and  etc.  Contact  Mr. 
Peter  J.  Burns,  Nampa  “D”  Building,  Nampa,  Idaho 
83651,  phone  area  code  208  466-0761  or  466-4295. 
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GENERAL  PRACTITIONER  WANTED-LACEY,  WASH. 

Space  available  and  ready  for  occupancy  in  new  air- 
conditioned  building.  Private  reception  room,  3 
exam,  rooms,  lab,  and  private  lavatory,  office  and 
business  office.  Ample  parking.  Two  dentists  occupy 
rest  of  building.  Area  one  of  the  fastest  growing  in 
Northwest.  Write  R.  C.  Sauls,  D.D.S.,  4445  Lacey 
Blvd.,  Olympia,  Wash. 

FIRST  HILL  MEDICAL  SUITE— SEATTLE 

Physician  suite  of  800  sq.  ft.  Adequate  facilities  and 
plumbing.  If  desired  will  remodel  to  needs.  Ample 
parking.  Rent  to  be  negotiated.  Contact  Wm.  Tara- 
day,  D.D.S.,  EA  5-4343. 

WANTED-LOCUM  TENENS-OREGON 

Board  qualified,  general  surgeon  available  July  19. 
Would  consider  GP.  G.  W.  Thompson,  M.D.,  Tampa 
Gen.  Hosp.,  Tampa,  Fla. 

PRACTICE  OPPORTUNITY— LEWISTON,  IDAHO 

Established  practice  in  town  of  30,000-35,000 
people.  Equipment  and  modern  rental  space  $200 
monthly.  Ideal  climate.  Lewiston,  Idaho  phone  SH 
3-8421  or  nights  SH  3-5083. 

NEW  GROUP  PRACTICE  CLINIC-EDMONDS,  WN. 

Pediatrician  wishes  to  share  space  with  GP  or  ob-gvn 
man.  New  medical  clinic  in  fast  growing  South 
Snohomish  County.  PR  8-0191  or  PR  8-4333. 

BEACH  HOUSE-SUMMER  RENTAL 

One  block  from  the  beach,  3 small  bedrooms,  fur- 
nished except  linens.  June  1 to  Sept.  1.  $100  per 
week,  minimal  rental  2 weeks,  $25  deposit  with 
reservation.  Write  to  Mr.  George  Faris,  66-6th,  Sea- 
side, Oregon. 

MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA 

Fully  serviced  professional  offices,  from  $2.00  to 
$3.50  per  sq.  ft.  annually.  Mr.  Jack  Hayes,  Henry 
Broderick,  Inc.,  MA  2-4350,  Seattle. 

SPACIOUS  PHYSICIAN'S  OFFICE  FOR  RENT 

In  building  with  2 dentists,  near  Northgate.  Reason- 
able rent.  Call  EM  3-0363,  Seattle. 

MEDICAL  OFFICE  FIRST  HILL— SEATTLE 

For  rent  a fully-equipped  office  with  an  adjoining 
examining  room  available.  This  includes  a recep- 
tionist-typist and  a convenient  near-by  parking  area 
for  patients.  Call  EA  2-5966. 


MEDICAL  SPACE-TACOMA,  WASH. 

Pacific  Professional  Center,  8645  Pacific  Ave.,  Ta- 
coma. New  building,  finish  offices  to  specifications. 
Favorable  rent  and  lease  terms.  Mr.  Lawrence 
Bayer,  12229  West  Pipeline  Road,  Tacoma,  Wash. 
98445,  LE  7-5435. 

FURNISHED  & EQUIPPED  OFFICE-GRANDVIEW,  WN. 

Attractive  10  room  suite  completely  equipped  and 
ready  for  immediate  occupancy.  Present  physician 
has  moved  for  personal  reasons.  Contact  James  P. 
Salvanni,  Attny,  Sunnyside,  Wash.  Phone  837-3692. 

WELL-EQUIPPED  GP  OFFICE 

Busy  location  near  excellent  hospital.  Very  reasonable 
rent.  Asking  only  a fair  price  for  equipment.  Richard 
Lucke,  M.D.,  2208  Market  St.  N.W.,  Seattle,  Wash. 


Equipment 

ALOE  STEELINE  IRRIGATOR  TABLE  WANTED 

Must  be  in  good  condition.  Please  call  WE  7-9228 
or  WE  7-9242  Seattle. 

I960  200  MA.  G.  E.  X-RAY 

With  spot  film  device.  Also  Ritter  electric  office 
exam  and  treatment  table,  Hamilton  treatment  table, 

Ci 

and  ultrasound  device.  All  are  in  excellent  condition 
and  priced  reasonably.  Write  Box  12-B,  Northwest 
Medicine,  500  Wall  St.,  Seattle,  Wash.  98121. 

PICKER  X-RAY  FOR  SALE 

KV  100,  developing  tank  and  accessories.  New  1959. 
Very  little  use.  W.  V.  Long,  M.D.,  2601  M Avenue, 
Anacortes,  Wash.  98221. 

GENERAL  ELECTRIC  X-RAY  FOR  SALE 

500  ma,  KV  8,  with  tilt  table  and  spot  film.  Retiring. 
Write  F.  Granat,  M.D.,  653  W.  Nickerson  St.,  Se- 
attle, for  inspection  and  tests. 

MEDICAL  EQUIPMENT  FOR  SALE 

Good  100  ma  x-ray,  exam  tables,  Medco-sonalator, 
ultra  violet  light.  Reasonable.  SU  4-2444,  Seattle. 


Services 

PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring 
St.,  Seattle,  Wash.  Call  MA  3-2971. 
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Sec.,  P.  E.  Schaff,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland 
Pres.,  Gerald  Whitlock,  Portland. 
Sec.,  Emerson  J.  Collier,  Portland. 

Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept. -May)  Congress  Hotel 
Pres.,  Irl  Clary,  Portland. 

Sec.,  David  Sellers,  Portland 

Portland  Academy  of  -Pediatrics — 1st 
Monday 
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PERCODAN 


in  moderate  to 
moderately  severe  pain. . . 


Each  scored  yellow  PERCODAN*  Tablet  contains  4.50  mg. 
oxycodone  hydrochloride  (Warning:  May  be  habit-form- 
ing), 0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit-forming),  0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

Throughout  the  wide  middle  range  of  pain  PERCODAN 
assures  speed,  duration,  and  depth  of  analgesia  by  the 
oral  route  plus  the  reliability  that  counts  so  much. 
PERCODAN  acts  within  5 to  15  minutes. ..usually  provides 
uninterrupted  relief  for  6 hours  or  longer  with  just  ]_ 
tablet. ..rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours.  Precautions, 
Side  Effects  and  Contraindications— The  habit-forming 
potentialities  of  PERCODAN  are  somewhat  less  than  those 


of  morphine  and  somewhat  greater  than  those  of  codeine. 
The  usual  precautions  should  be  observed  as  with  other 
opiate  analgesics.  Although  generally  well  tolerated, 
PERCODAN  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  PERCODAN  should  be  used  with  caution 
in  patients  with  known  idiosyncrasies  to  aspirin  or 
phenacetin,  and  in  those  with  blood  dyscrasias.  Also 
Available:  PERCODAN®-DEMI,  each  scored  pink  tablet 
containing  2.25  mg.  oxycodone  hydrochloride  (Warning: 
May  be  habit-forming),  0.1 9 mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.19  mg.  homatropine 
terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  *U.  S.  Pats.  2,628, 185  and  2,907,768  I 
Literature  on  request. 

ENDO  LABORATORIES  INC., Garden  City,  New  York  I 
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Human 
tetanus 
antitoxin 
that  provides 
protection 
with  far 
greater 
safety 
and  far 
fewer  units 


Hyper-Tet  is  a gamma  globulin  fraction  of  venous 
blood  from  hyperimmunized  humans  and  contains  no 
heterologous  protein.  Far  fewer  units  of  Hyper-Tet 
are  required  for  prophylaxis  than  with  equine 
or  bovine  antitoxin.  Recent  studies1"3  show  these  lower 
dosages  of  tetanus  immune  globulin  (human) 
established  protective  levels  well  above  the 
recommended  immunity  level4  for  up  to  5 weeks. 

Hyper-Tet  can  cause  none  of  the  reactions  usually 
connected  with  heterologous  antitoxins.  It  can  be 
injected  immediately.  Skin  or  conjunctival  sensitivity 
tests  should  NOT  be  given. 


The  tetanus  antitoxin 
without  horse  serum 
and  its  reactions 

Hyper-TetT“[TETANus  immune  globulin— human] 

Hyper-Tet  is  available  in  250  and  500  unit  vials.  A 250  unit 
dose  is  now  regularly  used  in  rpOtine  prophylactic  cases.  In 
cases  where  the  injury  is  severe  and  where  the  risk  of  potential 
tetanus  infection  is  higher,  a dose  in  excess  of  250  units  may 
be  indicated  and  antibiotic  prophylaxis  may  also  be  advisable.5 

Side  Effects  and  Precautions:  The  likelihood  of  anaphylactoid  or 
serum  reactions  due  to  intramuscular  injection  of  gamma 
globulin  is  remote.  Very  rare  serious  reactions  have  been 
reported,  however,  and  their  extreme  rarity  makes  it 
impossible  to  predict  their  occurrence.  Slight  soreness  at  and 
over  the  injection  site  may  be  noted.  Do  not  give 
intravenously.  There  are  no  known  contraindications. 

References : 1 . Rubbo,  S.  D.,  and  Suri,  J.  C. : Brit.  M.J.  2 :79  (July  1 4)  1 963. 

2.  Rubinstein,  H.  M.:  Am.  J.  Hyg.  76: 276,  1962.  3.  McComb,  J.  A.:  New  England 
J.  Med.  270 :1 75  (Jan.  23)  1 964.  4.  Effective  tetanus  protective  level  established 
by  Sir  David  Bruce.  5.  Editorial : Tetanus  Immunization,  JAMA  16 1 .883,  1 956. 
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PARKE-DAVIS 


PARKS  DAVIS  i COUP  AN  * D*!'C  r V<  - f *■>  *!:  *; 


Complete  information  for  usage  available  to  physicians  upon  request. 


\ 


low-dosage  Prolixin 
— once-a-day 


Prolixin  is  a dependable  tranquilizer  that  provides  your  pa- 


SIDE  EFFECTS,  PRECAUTIONS,  CONTRAINDICATIONS:  As  used  for 
anxiety  and  tension,  side  effects  are  unlikely.  Reversible  extrapyra- 
midal  reactions  may  develop  occasionally.  In  higher  doses  for  psy- 
chotic disorders,  patients  may  experience  excessive  drowsiness, 
visual  blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions, 
nausea,  anorexia,  salivation,  edema,  perspiration,  dry  mouth,  polyuria, 
hypotension.  Jaundice  has  been  exceedingly  rare.  Photo-sensitivity 
has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines; 
routine  blood  counts  are  recommended.  If  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  the  drug  and  institute  appro- 
priate treatment.  Do  not  use  epinephrine  for  hypotension  which  may 
appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atro- 
pine may  be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or 
in  patients  with  subcortical  brain  damage.  Use  cautiously  in  convul- 
sive disorders. 

AVAILABLE:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  information,  see  your  Squibb  Product  Reference  or  Product 
Brief. 


Squibb 
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In  anxiety 
states: 

B and  C 
vitamins 
are  therapy 


Stress  formula  vitamins  are  an  important  supportive  measure  in  main- 
taining the  nutritional  status  of  the  emotionally  disturbed  patient.  With 
STRESSCAPS,  B and  C vitamins  are  present  in  therapeutic  amounts  to  meet 
increased  metabolic  demands.  Patients  with  anxiety,  and  many  others  under- 
going physiologic  stress,  may  benefit  from  vitamin  therapy  with  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B , (asThiamine  Mononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  (Pyridoxine  HOI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin  defi- 

ciencies.  Supplied  in  decorat 

ve  ‘‘re- 

minder”  jars  of  30  and  100;  bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


when  impending  surgery 
overwhelms  her  with  anxiety 


"...the  anxious  hour  before  surgery  was  accepted  by 
the  patient  with  unconcern  and  tranquility."'  This  is  only 
one  of  the  benefits  observed  in  a recent  study  of  3,495 
patients  who  received  Atarax  (hydroxyzine  HCI)  pre- 
operatively.  Premedication  with  Atarax  also  facilitated 
induction  of  anesthesia,  permitted  substantial  reduction 
in  narcotics,  "noticeably"  lessened  nausea  and  vomiting 
in  the  recovery  room,  and  ". . .contributed  to  the  patient's 
well-being  prior  to,  during,  and  after  surgery."  No  side 
effects  attributable  to  Atarax  were  noted.  Thus,  Atarax 
"...appeared  fully  to  merit  its  increasing  advocacy 
among  anesthesiologists."1 

Even  when  anxiety  reaches  severe  proportions,  you 
can  counteract  it  promptly  with  the  potent  tranquilizer 
— Atarax 

Because  of  its  outstanding  systemic  safety  record, 
Atarax  dosage  can  be  adjusted  to  meet  individual 
patient  requirements.  Throughout  a wide  age  range, 
unfavorable  effects  on  vital  functions  (respiration,  circu- 


lation) have  been  notably  absent  or  clinically  insignifi- 
cant.15 The  variety  of  dosage  forms  allows  flexibility  of  i 
administration  from  many  standpoints  — convenience, I 
patient  preference,  or  emergency  requirements. 

Surgery,  of  course,  is  only  one  of  the  circumstances  that 
can  unleash  anxiety.  Keep  Atarax  in  mind  for  all  your 
emotionally  distressed  patients— from  under  6 to  over  60.1 


for  any  age— for  any  stage  of  anxiety 


(hydroxyzine  HCI)  2- 


. . . In  any  condition  where  tissue  depletion  of  the  water- 
soluble  vitamins  is  found,  Rx  RoeriBeC®  therapeutic  B 
complex  with  500  mg.  of  vitamin  C. 

J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being® 

New  York,  New  York  10017 


Side  effects  and  precautions:  The  transitory  drowsiness  which 
may  occur  with  hydroxyzine  HCI  usually  disappears  spontane- 
ously in  a few  days  with  continued  therapy,  or  is  correctable 
by  dosage  reduction.  Dryness  of  the  mouth  may  be  seen  with 
higher  doses.  Involuntary  motor  activity  has  been  reported  in 
some  hospitalized  patients  on  higher  than  recommended  dosage. 
Hydroxyzine  HCI  may  potentiate  CNS  depressants,  narcotics  such 
as  meperidine,  barbiturates,  and  anticoagulants.  In  conjunctive 
use,  dosage  for  these  drugs  should  be  decreased.  Because 
drowsiness  may  occur,  patients  should  be  cautioned  against 
driving  a car  or  operating  dangerous  machinery.  Parenteral 
Solution  Precautions  and  contraindications:  This  dosage  form  is 
intended  only  for  I.M.  or  I.V.  administration  and  should  not, 
under  any  circumstances,  be  injected  subcutaneously  or  intra- 
arterially. When  the  usual  precautions  for  I.M.  injection  have 
been  followed,  reports  of  soft  tissue  reactions  have  been  rare. 
I.V.  administration  should  be  slow,  no  faster  than  25  mg.  per 
minute,  and  should  not  exceed  100  mg.  in  any  single  dose.  Par- 
ticular care  should  be  used  to  insure  injection  only  into  intact 
veins;  a few  instances  of  digital  gangrene  occurring  distal  to 
the  injection  site  have  been  attributed  to  inadvertent  intra- 
arterial injection  or  periarterial  extravasation,  both  of  which 
should  be  avoided.  More  detailed  professional  information  avail- 
able on  request. 

References:  1)  Hayward-Butt,  J.  T.:  Rocky  Mountain  M.  J.  61:39  (Dec.) 
1964.  2)  Grady,  R.  W„  and  Rich,  A.  L.:  South.  M.  J.  54:766  (July)  1961. 
3)  Steinberg,  M.,  and  Holz,  W.  G.:  New  York  J.  Med.  60:691  (March) 
1960.  4)  Jouan,  F.:  Sante  publique  13:161  (July  5)  1958.  5)  Bizzari,  D., 
eta/.:  New  York  J.  Med.  63:529  (Feb.  15)  1963. 


CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  td  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


Cigarette  Advertising 

EDITOR,  NORTHWEST  MEDICINE: 

northwest  medicine  of  March,  1965,  carries  on 
page  221  a full  page  advertisement  for,  of  all  things, 
Carlton  Cigarettes. 

In  my  opinion,  this  is  extremely  bad  taste 
(idiocy?)  for  a medical  journal  to  carry  advertising 
of  this  sort.  The  cause-effect  relationship  between 
smoking  and  various  medical  ills  is  clear-cut.  Why 
then  should  one  of  our  medical  journals  advertise 
tobacco,  particularly  cigarettes,  and  no  matter  how 
mild  the  advertisement  says  they  are? 

If  northwest  medicine  needs  money  so  badly 
that  carrying  cigarette  advertising  is  necessary,  then 
I think  northwest  medicine  should  go  out  of  busi- 
ness. 

The  time  has  come  for  American  Medicine  and 
particularly  individual  physicians  to  assume  a strong- 
er stand  with  regard  to  smoking.  A “wishy-washy” 
approach  does  more  harm  than  good.  After  all, 
physicians  are  in  the  “health”  business  and  should 
be  dedicated  to  the  good  health  of  our  citizens.  The 
tremendous  death  toll  and  morbidity  directly  caused 
by  cigarettes  is  given  much  less  consideration  than 
many  medical  problems  that  cause  much  less  trouble. 

I would  appreciate  a brief  reply  as  to  the  think- 
ing of  the  Editor  of  northwest  medicine  for  allow- 
ing such  an  occurrence. 

Sincerely, 

VERNON  O.  LARSON,  M.D. 

522  Medical  Arts  Bldg. 

Tacoma,  Washington 

We  will  not  switch  hut  will  fight  for  the  readers’ 
right  to  disagree.  Ed. 

Drug  Trials  and  Publicity 

EDITOR,  NORTHWEST  MEDICINE: 

During  past  months  there  have  appeared,  pri- 
marily in  lay  journals,  but  to  some  degree  in 
medical  literature  including  northwest  medicine, 
a number  of  articles  on  dimethyl  sulfoxide  (DMSO). 
The  claims  for  this  substance  have  been  enthusi- 

continued  on  page  240 
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Here  is  why  Unipen  is  your 
in  Staph  infections  of  skin, 


Total  patients:  81. 
Side  effects:  irrita- 
tion at  injection  site, 
7;  diarrhea  on  oral 
administration,  2; 
but  therapy  contin- 
ued. Warner,  R.S.: 
Current  Therap. 
Res.  6:589  (Sept.) 
1964. 


Total  patients:  30. 
Side  effects:  none 
reported.  Smith, 
L.G.:  Scientific  Ex- 
hibit, Clinical  Meet- 
ing, Am.  Med. 
Assoc., Miami,  Nov. 
29-Dec.  2, 1964. 


Total  patients:  53. 
Side  effects:  diar- 
rhea, 1 ; but  therapy 
continued.  Olansky, 
S . : Arch . Dermatol ., 
in  press. 


Total  patients:  27. 
Side  effects:  nausea 
and  vomiting,  1; 
therapy  discontin- 
ued. Beatty,  A.,  et 
at.:  Current  Therap. 
Res.  6:324  (April) 
1964. 


Total  patients:  40. 
Side  effects:  diar- 
rhea, 1;  therapy 
discontinued.  San- 
ner,R.,andLeVeen, 
H.:  Paper  read  by 
Title  at  the  Fourth 
Interscience  Con- 
ference on  Antimi- 
crobial Agents  and 
Chemotherapy,  Oct. 
26-28,  1964,  New 
York,  N.Y. 


Results  of  therapy  with  Unipen  in  231  patients  predominantly 
suffering  from  Staphylococcus  aureus  of  the  skin,  soft 
tissues,  and  bone. 


* 


agent  of  choice 
soft  tissue,  bone 


New,  highly  effective  antistaphylococcal  penicillin  . . . 

. . . with  the  additional  advantage  of  serving  as  an  antibiotic  of 
choice  for  initial  therapy  in  severe  infections  before  bacterial 
etiology  is  established  and  in  which  staphylococci  may  be 
implicated. 

• recommended  primarily  for  therapy  in  severe 
infections  caused  by  penicillin  G-resistant 
staphylococci 

• clinically  effective  in  infections  caused  by  pneu- 
mococci, streptococci  and  penicillin  G-suscep- 
tible  staphylococci* 

*Physicians  are  advised  to  use  penicillin  G or  V in  proved  peni- 
cillin G-  or  V-susceptible  infections. 


INJECTION  CAPSULES 

UNI  PTC N 

sodium  nafcillin 

Wyeth  Laboratories  Philadelphia,  Pa. 


precis.  Precautions:  Unipen  (Sodium  Nafcillin,  Wyeth) 
is  not  indicated  in  the  treatment  of  minor  or  trivial  in- 
fections. Although  proven  to  be  effective,  sodium  naf- 
cillin should  be  withheld  and  other  agents  (if  any)  used 
in  the  treatment  of  minor  infections.  Reactions  to  sodi- 
um nafcillin  have  been  infrequent  and  mild  in  nature. 
As  with  other  penicillins,  the  possibility  of  an  anaphy- 
lactic reaction  should  be  considered.  A careful  history 
should  be  taken.  Patients  with  histories  of  hay  fever, 
asthma,  urticaria,  or  previous  sensitivity  to  penicillin 
are  more  likely  to  react  adversely.  If  an  allergic  reac- 
tion should  occur,  the  drug  should  be  discontinued, 
and  the  usual  agents  (antihistamines,  pressor  amines, 
corticosteroids)  should  be  available  for  emergency 
treatment.  Penicillinase  would  probably  be  ineffective 
for  the  treatment  of  allergic  reactions. 

The  same  precautions  against  the  occurrence  of  gastro- 
intestinal superinfection  with  fungi  or  other  enteric 


pathogens  should  be  observed  when  using  sodium 
nafcillin  as  with  other  antibiotics  that  alter  the  intes- 
tinal flora. 

Safety  for  use  in  pregnancy  has  not  been  established. 

The  few  reactions  associated  with  the  intramuscular 
use  of  sodium  nafcillin  have  been  skin  rash,  pruritus, 
and  possible  drug  fever.  As  with  other  penicillins,  reac- 
tions from  oral  use  of  the  drug  have  included  nausea, 
vomiting,  diarrhea,  urticaria,  pruritus.  Particular  care 
should  be  taken  with  intravenous  administration  since 
thrombophlebitis  has  been  observed. 

Contraindicated  in  individuals  with  known  sensitivity  to 
penicillins. 

Supplied:  Injection  Unipen  (sodium  nafcillin)  0.5  Gm. 
(500  mg.)  per  vial.  Capsules  Unipen  (sodium  nafcillin) 
250  mg.,  vials  of  24. 
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astic  and  elaborate  but  have  not  been  accompanied 
by  evidence  of  even  superficially  satisfying  studies 
of  toxicity  or  of  scientific  investigative  approach. 

At  first,  I believed  that  the  lay  literature  was 
reflecting  the  promotion  efforts  of  the  company 
responsible  for  production  of  this  material  and, 
though  regrettable,  was  understandable. 

There  has  developed  progressively,  however,  the 
picture  of  a group  of  physicians,  connected  with 
the  University  of  Oregon  Medical  School,  who  have 
been  evangelizing  the  worth  of  DMSO  in  lay  groups 
comprised  of  persons  unable  to  judge  the  caution 
which  should  apply  to  such  a new  medicine  and 
see  it  offered  as  a panacea  for  their  various  ills; 
these  same  persons  have  distributed  DMSO  among 
other  physicians,  some  of  whom  are  not  in  a position 
to  evaluate  soundly  such  a product. 

This  has  been  reflected  in  patients  appearing  who 
have  had  DMSO  applied  by  other  patients,  by  the 
treatment  with  DMSO  by  physicians  who  have 
failed  to  indicate  the  investigative  nature  of  the 
medicine  or  the  possibility  of  toxicity,  and  in  an 
instance  today  in  which  a patient  of  mine  with 
obstructive  emphysema  and  ulcerative  colitis,  direct- 
ly approached  one  of  the  principal  sponsors  of 
DMSO  and  had  been  accepted  for  treatment  of 
these  disorders  until  I intervened. 

DMSO  may  be  a discovery  as  important  as  peni- 
cillin. However,  its  possible  importance  in  no  way 
justifies  the  unforgivably  unscientific  manner  in 
which  the  investigation  has  been  carried  out  or  the 
publicity  offered. 

At  first  this  seemed  like  a harmless  medical  omd 
scientific  joke  being  carried  on  by  persons  exhibit- 
ing an  inordinate  amount  of  juvenile  enthusiasm. 
It  now  has  reached  such  alarming  magnitude  and 
the  infractions  of  scientific  approach  so  gross  that  I 
have  become  deeply  concerned  and  am  writing 
this  letter  in  protest. 

This  is  not  a Krebiazon  being  urged  by  a small 
group  of  persons  in  medical  limbo,  it  is  arising 
from  within  the  staff  of  a respected  school  of  medi- 
cine and  apparently  with  its  endorsement. 

The  inherent  dangers  in  this  situation,  both  legal 
and  in  the  potential  harm  to  medicine’s  position  of 
leadership  in  health  matters  in  this  country,  should 
our  position  be  challenged,  is  uncalculable. 

To  my  mind  this  represents  the  most  serious 
abuse  of  the  public’s  gullibility  that  has  come  to  my 
attention,  and  I cannot  indicate  too  strongly  my 
concern. 

I urge  all  persons  in  a position  to  influence  this 
situation,  and  particularly  the  University  of  Oregon 


School  of  Medicine,  to  review  this  entire  matter 
and  to  attempt  as  rapidly  as  possible  to  bring  it  into 
proper  perspective. 

Sincerely  yours, 

H.  P.  DYGERT,  M.D. 

2102  E.  McLoughlin  Blvd. 
Vancouver,  Washington 


See  editorial  on  the  same  subject,  in  this  issue. 
Further  reports  on  DMSO  are  to  appear  shortly  in 
The  Journal  of  the  American  Medical  Association, 
Surgery,  and  The  Journal  of  the  American  Veterinary 
Medical  Association.  A manuscript  to  be  submitted 
to  this  journal  is  in  course  of  preparation.  These  pap- 
ers will  report  a portion  of  the  extensive  series  of 
investigations  undertaken  to  determine  efficacy  of 
DMSO  and  its  toxicity,  if  any.  Six  ethical  pharma- 
ceutical manufacturers  have  been  licensed  to  market 
the  product  and  each  has  conducted  its  own  investi- 
gation as  required  by  the  Food  and  Drug  Administra- 
tion. Those  wishing  to  study  the  product  may  consult 
the  following  pailial  list  of  publications: 
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Dates  for  the  Idaho  Annual  Meeting  to  be  held  in  Sun  Valley  have 
changed  from  June  23-26,  1965  to  June  27-30,  1965. 
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Fred  Wise,  M.D.,  1881  - 1950  — Dr.  Fred  Wise  was  a great  teacher, 
an  outstanding  clinician,  a major  contributor  to  the  progress  of  the 
specialty  of  dermatology.  Among  Dr.  Wise’  outstanding  accomplish- 
ments are  included : contribution  of  over  100  articles  to  dermatologic 
literature;  Presidency  of  the  American  Dermatologic  Association; 


Senior  Editorship  of  the  Year  Book  of  Dermatology  and  Syphilology; 
and  Clinical  Professorship  of  Dermatology  and  Syphilology  at  Colum- 
bia University.  During  his  career.  Dr.  Wise  amassed  a collection  of 
over  2,000  lantern  slides,  making  full  use  of  these  in  his  teaching  ac- 
tivities. The  slide  reproduced  on  this  page  is  from  the  Wise  Collection. 


. . today 


when  the  misery  of 
inflammatory  dermatoses  brings 
the  patient  to  you  for  help 


syn 


[FLUOCINOLONE  ACETONIDE] 


One  of  the  most  significant  developments  in  today’s  treat- 
ment of  inflammatory  dermatoses  is  the  synthesis  of  the 
unique  topical  corticosteroid,  fluocinolone  acetonide.  World- 
wide medical  literature  documents  the  superiority  of  this 
anti-inflammatory,  antipruritic  agent  above  all  other  topical 
corticosteroids.  It  acts  rapidly  and  consistently,  providing 
maximum  benefit  for  your  patient. 


results  in  inflammatory  dermatoses: 


Synalar  (fluocinolone  acetonide)  provides  rapid  anti-inflam- 
matory, antipruritic  effects1-5;  highest  topical  activity1’6-7;  re- 
sults comparable  to  those  of  systemic  and  intralesional  corti- 
costeroids, with  fewer  hazards.2’3’8 

Available  in  selective  dosage  forms  and  concentrations 
adapted  to  individual  needs,  Synalar  (fluocinolone  acetonide) 
is  effective  in  a wide  range  of  inflammatory  dermatoses — 
severe  or  mild,  chronic  or  acute,  widespread  or  localized. 

Successfully  control  the  misery  of  inflammatory  dermatoses 
— support  your  therapeutic  regimen  with  Synalar  (fluocino- 
lone acetonide). 

1.  Cahn,  M.  M.  and  Levy,  E.  J.:  J New  Drugs  1: 262  (Nov-Dec)  1961.  2.  Feld- 
man. I.:  J Amer  Osteopath  Assn  63: 257  (Nov)  196.1.  3.  Kanee,  B.:  Canad  Med 
Assn  J 88: 999  (May  18)  1963.  4.  Meenan,  F.  O.:  J Irish  Med  Assn  52: 75  (Mar) 
1963.  5.  Samitz,  M.  H.:  Curr  Ther  Res  4:589  (Dec)  1962.  6.  McKenzie,  A.  W.: 
Arch  Derm  86:611  (Nov)  1962.  7.  Scholtz,  J.  R.,  et  al:  Scientific  Exhibit,  12th 
Int’l  Congress  of  Derm  (Sept)  1962.  8.  Scholtz,  J.  R.:  Calif  Med  95: 224  (Oc?t) 
1961. 

Available:  For  initiation  of  therapy — Cream  0.025%,  5 and  15  gm.  tubes.  For  main- 
tenance therapy — Cream  0.01%,  45  gm.  tubes.  For  emollient  effect— Ointment  0.025%. 
15  gm.  tubes.  For  infected  dermatoses — Neo-Synalar*  (0.025%  fluocinolone  acetonide. 
0.5%  neomycin  sulfate)  Cream,  5 and  15  gm.  tubes.  Also  available  in  new  Synalar 
(fluocinolone  acetonide)  Solution  -0.01%,  20  cc.  and  60  cc.  controlled-drop  dispensers. 
Precautions:  Synalar  (fluocinolone  acetonide)  preparations  are  virtually  nonsensi- 
tizing and  nonirritating.  Neomycin  rarely  produces  allergic  reactions.  As  with  all  anti- 
biotics, prolonged  use  may  result  in  overgrowth- of  nonsusceptible  organisms:  if  this 
occurs,  appropriate  therapy  should  be  instituted.  Although  side  effects  are  not  ordinarily 
encountered  with  topically  applied  corticosteroids,  as  with  a drug,  a few  patients  may 
react  unfavorably.  Where  there  is  systemic  infection  or  severe  local  infection,  systemic 
antibiotics  should  be  considered,  based  on  susceptibility  testing. 

Contraindications:  Tuberculous,  fungal,  and  most  viral  lesions  of  the  skin  (including 
herpes  simplex,  vaccinia,  and  varicella ) . Not  for  ophthalmic  use. 


10.025% 


when  complicated  by  infection 


JL 

rln 


FLUOCINOLONE  ACETONIDE,  0.5%  NEOMYCIN  SULFATE] 


an  original  steroid  from 


SYNTEXE3 

LABORATORIES  INC..  PALO  ALTO.  CALIF. 


Robinson,  H.  M..  Jr.:  Fluocinolone  Acetonide,  Arch  Derm  S3: 
Scholtz,  J.  R. : A new  corticoid  for  topical  therapy,  Presented  at 
Session  of  Calif  Med  Assn  (Apr  30-May  3)  1961.  Scholtz 
corticoid  for  topical  therapy:  fluocinolone  acetonide,  Calif  m\ 
1961.  Seller,  R.  K.:  Treatment  of  refractory  dermatoses  vu 
acetonide,  Curr  Ther  Res  5:461  (Nov)  1961.  Sternberg.  T.  H 
E.  R.:  New  treatments  in  dermatology.  Presented  to  AssociaJ 
Occidente,  Guadalajara.  Mexico  (Nov  i 1961.  Cahn,  M.  M.,  & 
Fluocinolone  acetonide,  a new  topical  corticosteroid:  clinical  an 
evaluation,  / New  Drugs  l: 262  (Nov-Dec)  1961.  Scholtz,] 
therapy  of  psoriasis  with  fluocinolone  acetonide,  Arch  Derm 
1961.  Goldman,  L.,  et  al:  A round  table  discussion:  The  manal 
asis  and  current  concepts  regarding  occlusive  methods  of  treatrj 
in  Mexico  City  at  the  invitation  of  Syntex  Laboratories,  li 
Scher,  R.  K. : Successful  treatment  of  Leiner’s  disease  with  fli 
nide  (Letter  to  the  Editor) . Arch  Derm  55:284  (Feb)  1962.1 
Use  of  fluocinolone  acetonide  in  chronic  allergic  dermatoses:  pij 
/ Amer  Osteopath  Assn  61 :527  (Mar)  1962.  Samman,  P.  D„  J 
Fluocinolone  acetonide,  a new  steroid  preparation  for  topical  u 
74: 96  (Mar)  1962.  Robinson,  H.  M.,  Jr.;  Raskin,  J.;  and  Dun 
Topical  therapy  with  fluocinolone  acetonide,  Bull  Sch  Med  Cm  I 
21  (Apr)  1962.  Scherr,  M. : Management  and  rehabilitation  cl 
loses,  Presented  at  the  National  Med  Congress,  Mexico  Cil 
Grant  Peterkin.  G.  A.;  Morley,  W.  N.;  and  Chalmers,  D. : Trl 
fluocinolone  acetonide  ointments  in  atopic  eczema,  Brit  Med  I 
19)  1962.  Sawyer,  W.  C. : Treatment  of  resistant  eczematous  I 
a new  compound,  fluocinolone  acetonide,  Ann.  Allerg  20: 330  (ivi 
M.  J.,  and  Schiff,  B.  L. : Treatment  of  psoriatic  lesions  with  to! 
acetonide  and  moist  dressings,  / Invest  Derm  58:321  (June)  I 
P.  D.,  and  Beer,  W.  E. : The  treatment  of  psoriasis  with  fluocl 
(Letter  to  Editor)  Brit  J Derm  74:281  (July)  1962.  Mitel 
Mitchell,  D.  M.:  Fluocinolone  acetonide  in  the  treatment,  ofl 
lupus  erythematosus,  Lancet  5:359  (Aug  18)  1962.  Scholtz,  I 

L. ;  and  Robinson,  H.  M.,  Jr.:  Recent  advances  in  corticosteroidl 
two  year  study  of  1600  patients.  Scientific  exhibit  at  the  12tt| 
gress  of  Dermatology,  Washington,  D.C.  (Sept)  1962.  Williarrl 
tive  treatment,  for  knuckle  pads.  The  Schoch  Letter  (Oct)  19621 
Progress  report  on  corticosteroid  topical  therapy  by  the  surfaJ 
The  Schoch  Letter  (Nov)  1962.  Robinson.  II.  M. : Evaluation 
inflammatory  and  antipruritic  agents.  The  Schoch  Letter  (Decl 

M.  H. : Clinical  evaluation  of  topical  fluocinolone  acetonide  cl 
Res  4: 589  (Dec)  1962.  Bjornberg.  A.,  and  Hellgren.  L. : 11 
with  fluocinolone  acetonide.  Acta  Dermalovener  42  : 426  1962.  II 
Jr.;  Raskin  J.;  and  Dunseath.  W.  J.  R.:  Surface  depot  steroiJ 
tific  Exhibit,  57th  Congress  Southern  Med  Association,  19621 
II.,  and  Bierman.  S.  M. : Newer  treatment  for  psoriasis,  Carl 
(Jan)  1963.  Tye,  M.  J.;  Schiff.  B.  L.;  and  Ansell.  H.  B.:  ResJ 
lesions  to  topical  fluocinolone  acetonide,  Arch  Derm  87:21  (■ 
K.  A.,  Jr.,  and  Baxter,  D.  L.:  Alopecia  totalis:  treatment  \| 
acetonide,  Arch  Derm  87: 384  (Mar)  1963.  Meenan,  F.  O. 
of  infantile  eczema  with  fluocinolone  acetonide  cream,  J Irish 
(Mar)  1963.  Samitz,  M.  H..  and  Weinberg,  R.  A.:  Benign 
pemphigus  —treatment  with  topical  fluocinolone  acetonide  ci 
(Apr)  1963.  Kanee,  B.:  Clinical  studies  wijh  topical  fluoci 
in  the  treatment  of  various  dermatoses,  Canad  Med  Assn  J 8> 
1963.  Buck,  H.  W.,  and  Mitchell,  J.  C:  Eccrine  function  d 
psoriasis,  Arch  Derm  87: 696  (June)  1963.  Freedman.  R.; 
Becker,  S.  W .:  Treatment  of  two  cases  of  itching  purpura,  At 
(June)  1963.  Freedman,  R ; Reed,  W.;  and  Becker,  S.  W. 
corticosteroids  on  psoriasis,  Arch  Derm  87:101  (June)  19631 
M.,  and  Witt'ingham,  G.  E.:  Psoriasis  treated  with  topical  flil 
nide  and  occlusive  dressing,  Bril  Med  J 5343: 1450  (June  ll 
J.  B.:  Pruritus  ani : etiology,  diagnosis  and  therapy  with  a n 
costeroid,  fluocinolone  acetonide,  Clin  Med  70:1291  (July)  1 
A.,  and  Hellgren,  L.:  Fluocinolone  acetonide  in  local  therapy 
asis  and  discoid  lupus  erythematosus,  Svensk  Lakartidn  60:13 
I.  C.;  Wapner,  P.  M.;  and  Brownstein,  I.  E. : The  topical  usl 
acetonide  cream  for  relief  of  vulvar  and  perineal  pruritus,  Albi 
/ 7 7:224  (July)  1963.  Bjornberg,  A.,  and  Hellgren,  L. : Fluocl 

-a  new  steroid  with  an  antipsoriatic  effect,  Acta  DermaloveM 
Bjornberg,  A.,  and  Hellgren,  L. : Treatment  of  chronic  discoidl 
tosus  with  fluocinolone  acetonide,  Brit  J Derm  75:156  1963.  I 
years’  experience  with  propylene  glycol  as  a vehicle  for  loci 


The  physical  characteristics  of  intertriginous  and  hairy  areas 
often  present  special  problems  which  make  therapy  of 
inflammatory  dermatoses  at  these  sites  difficult,  complicated, 
or  cosmetically  unacceptable  to  the  patient.  These  problems 
create  the  need  for  a selective  form  of  therapy,  one  in  which 
the  vehicle  assumes  critical  importance.  New  Synalar  Solution 
(an  exclusive  combination  of  fluocinolone  acetonide  and  pro- 
pylene glycol ) has  been  developed  to  meet  these  needs. 

benefits  of  the  vehicle : propylene  glycol 

Hygroscopic  qualities  provide  a drying  effect  in  moist  sites. 

Antimicrobial  activity  provides  additional  protection  where 
secondary  infection  is  prone  to  develop. 

Low  surface  tension  permits  ease  of  application  and  pene- 
tration into  hairy  areas  or  body  folds. 

Nontoxic,  nonsensitizing,  nongreasy,  and  does  not  cake. 

benefits  of  the  therapeutic  agent : 

Synalar  (fluocinolone  acetonide) 

Synalar  (fluocinolone  acetonide)  has  unsurpassed  anti-inflam- 
matory, antipruritic  activity.  Documented  results  show  that 
this  successful  topical  corticosteroid : 

• is  consistently  effective  both  initially  and  if  retreatment 
is  required. 

• rapidly  relieves  pruritus. 

• controls  both  chronic  and  acute  conditions. 

• is  economical  because  less  medication  is  required  to  rapidly 
achieve  optimum  results. 

Prescribe  Synalar  (fluocinolone  acetonide)  Solution  -ideally 
suited  for  selective  therapy  of  inflammatory  dermatoses  in 
intertriginous  or  hairy  areas. 

availability:  Synalar  (fiuocinolone  acetonide)  Solution  0.01%.  20  cc.  and 
60  cc.  controlleddrop  dispensers. 

side  effects:  In  some  patients  with  dry  lesions,  solution  may  increase  dry- 
ness, scaling  or  itching.  Application  to  denuded  or  fissured  areas  may 
produce  burning  or  stinging. 

precautions:  Although  propylene  glycol  has  antimicrobial  activity,  infect- 
ed lesions  require  appropriate  evaluation  and  therapy. 

contraindications : Tuberculous,  fungal  and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  varicella).  Not  for  ophthalmic  use. 
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INITIAL  LOMOTIL  LIQUID  DOSAGE- 

Age 

3-6  mo y2  tsp.  t.i.d.  (3  mg.)  IU  i . 

6-12  mo y2  tsp.  Q.i.d.  (4  mg.)  . . • • . . . , 

!_2yr tsp.  5 times  daily  (5  mg.)  ..... 

2-5 1 tsp.  Ud.  (6  mg.)  , 

5-8 1 tsp.  q.i.d.  (8  mg.)  . . * . 

i ten  B times  daily  (10  mg.)  • • • • • ' 

Id '.r.  ’.  2 tsp.  5 times  daily  (20  rng-J^  \\  ..  \l  U 

U (or  2 tablets  q.i.d.)  es  es  ee  ee 

*Based  on  4 cc.  per  average^teas|poonful._n^^|  can  usually  be  reduced  to  meet  the 

^equiVements  ^Individual  pat.ent.^^ 

LOMOTIL  TABLETS/LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  cont  2.5  mg. 

diphenoxylate  hydrochloride  ..... 

(Warning:  May  be  habit  forming  0.025  mg. 

atropine  sulfate 

Precautions  . . ery  |0W  addictive  potential.  Recommended 

Lomotil  is  an  exempt  narcotic  preparation  d I V ^ ^ ^ caution  in  pat,ents  with 

dosages  should  not  be  «ceecte*  L°™aki  addicting  drugs  or  barbiturates, 
impaired  liver  function  and  m patients  taKing 

I Cautions  and  Side  Effects  among  those  reported  are  gastrointestinal  irrita 
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EDITORIAL 


Drug  Trials  and  Publicity 


Letters  published  in  the  correspondence  section  are 
never  more  valuable  than  when  the  writer  expresses 
himself  vigorously  on  a subject  of  importance  to 
all.  The  letter  on  drug  trials,  published  in  this  issue 
meets  this  criterion.  It  is,  therefore,  an  unusually 
valuable  expression  of  individual  opinion.  It  opens 
discussion  that  should  be  followed  by  other  let- 
ters addressed  to  the  same  issues. 

The  letter  raises  the  twin,  fundamental  issues  of 
publication  and  quality  of  investigation.  The  sec- 
ondary issue  of  handling  of  DMSO  is  less  important 
than  the  others  but  offers  illustration  of  principles 
involved  in  the  basic  issues  raised. 

First  rate,  general  medical  journals  carry  reports 
of  drug  trials  for  one  purpose  and  one  only— to  pro- 
vide essential  information  to  physicians  who  prac- 
tice medicine.  In  this,  their  purpose  differs  ma- 
terially from  that  of  the  publications  owned  and 
controlled  by  pharmaceutical  manufacturers  or  by 
advertising  agencies  existing  for  promotion  of  drug 
sales. 

Such  publications,  usually  categorized  as  thro w- 
aways,  no  matter  how  attractively  printed  or  how 
well  written  their  articles  may  be,  are  primarily 
promotional  and  can  hardly  be  expected  to  restrain 
their  enthusiasm  for  certain  pharmaceuticals  or  cer- 
tain pharmaceutical  manufacturers. 

Papers  on  drug  trials  have  been  discussed  by 
Huth,  an  associate  editor  of  The  Annals  of  Internal 
Medicine,  who  says,  “ . . . the  appearance  of  a paper 
describing  a new  drug  in  a respected  medical  journal 
puts  on  that  drug  or  product  a kind  of  seal  of  ap- 
proval or  an  imprimatur  which  gives  the  drug  a 
legitimacy  it  might  not  get  through  detailing  and 
advertising  alone.  The  mere  appearance  of  the  paper 
implies  that  use  of  the  drug  has  been  studied  by  rea- 
sonably objective  observers  and  that  their  account  of 
findings  has  passed  the  scrutiny  of  presumably  criti- 
cal editors  or  editorial  reviewers  . . . Certainly,  most 
journals  are  not  publishing  papers  on  drugs  at  the 
request  of  and  for  the  benefit  of  the  manfacturer.”1 

Determination  of  a drug’s  effectiveness  presents 
an  interesting  paradox.  Because  they  have  difficulty 
in  controlling  tendency  to  communicate  positive 
suggestion,  few  practicing  physicians  are  good  in- 
vestigators. Yet  after  a drug  has  been  released  and 
used  widely,  the  practicing  physicians  turn  in  the 
final  judgment  on  its  usefulness. 

It  is  most  unfortunate  that  practicing  physicians 
begin  the  use  of  a newly  introduced  product  as  a 
result  of  advertising,  presentation  by  the  detail  man, 


or  articles  in  a publication  controlled  by  the  manu- 
facturer or  his  agent.  While  such  sources  may  have 
their  usefulness,  they  should  never  be  ranked  with 
the  medical  journals  owned,  controlled  and  directed 
by  the  medical  profession.  Physicians  should  be  able 
to  find  the  information  they  need  in  their  own 
journals. 

The  great  difficulty  confronting  those  responsible 
for  selecting  articles  to  be  published  is  that  of  ob- 
taining material  worthy  of  being  published.  Too 
few  physicians  are  willing  to  exercise  the  self  dis- 
cipline necessary  to  the  conduct  of  objective  apprai- 
sal and  even  fewer  are  willing  to  undertake  the 
hard  labor  of  writing  a useful  report.  Far  too  many, 
unfortunately,  have  accepted  supplies  from  a drug 
manufacturer,  given  the  drug  to  a poorly  selected 
group  of  patients,  and  turned  notes  over  to  the  edi- 
torial department  of  a manufacturer  from  which 
emanates  a slick  manuscript  of  the  type  we  have 
categorized  as  “cast  iron.”2 

In  defense  of  those  who  have  worked  tyith  DMSO 
it  must  be  said  that  the  first  medical  reports  of  its 
clinical  usefulness  were  published  in  this  journal.0 
Unique  character  of  the  product  intrigued  reporters 
and  editors  who  were  acutely  aware  of  public  in- 
terest in  medicine  and  particularly  in  anything  pro- 
mising to  control  man’s  age  old  enemy,  pain.  Nation- 
wide interest,  therefore,  followed  presentation  to  the 
profession  in  a professional  manner.  The  articles 
appearing  have,  therefore,  not  been  primary  in  the 
public  press  but  have  been  secondary  to  professional 
publication  and  have  only  reflected  modern  interest 
of  the  public  in  medical  progress.  In  spite  of  num- 
erous disagreements  about  value  of  the  discovery,  we 
do  not  believe  that  ethical  or  scientific  standards 
have  been  violated. 

The  correspondence  columns  are  open  for  further 
discussion  of  this  interesting  subject.  ■ 

H.L.H. 

* A newspaper  story  was  actually  the  first  publication 
but  it  merely  summarized  a medical  report  given  to  the 
Oregon  State  Board  of  Higher  Education  during  contract 
negotiations  with  the  Crown  Zellerbach  Corporation,  De- 
cember, 1963.  The  meeting  was  open  to  the  public.  Wide- 
spread interest  in  the  lay  press  did  not  follow  this  story 
but  developed  only  after  publication  of  the  first  medical 
report  in  this  journal.  Ed. 
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Test-tube  activity  of  a drug  is  only  one  indication  of  its  effectiveness.  More  im- 
portant is  the  amount  of  antibacterial  activity  at  the  site  of  infection. 

Ilosone®  produces  peak  levels  of  antibacterial  activity  two  to  four  times  those  of 
other  erythromycin  preparations.  Furthermore,  it  attains  them  earlier  and  main- 
tains them  longer. 


Contraindications:  Ilosone  is  contraindicated 
in  patients  with  a known  history  of  sensitivity 
to  this  drug  and  in  those  with  preexisting  liver 
disease  or  dysfunction. 

Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence 
of  side-effects  is  low.  Infrequent  cases  of  drug 
idiosyncrasy,  manifested  by  a form  of  intrahe- 
patic  cholestatic  jaundice,  have  been  reported. 
There  have  been  no  known  fatal  or  definite  re- 
sidual effects.  Gastro-intestinal  disturbances  not 
associated  with  hepatic  effects  are  observed  in  a 
small  proportion  of  patients  as  a result  of  a local 
stimulating  action  of  Ilosone  on  the  alimentary 
tract.  Although  allergic  manifestations  are  un- 
common with  the  use  of  erythromycin,  there 
have  been  occasional  reports  of  urticaria,  skin 
eruptions,  and,  on  rare  occasions,  anaphylaxis. 


Dosage:  Children  under  25  pounds — 5 mg.  per 
pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds — 125  mg.  every  six  hours.  Adults 
and  children  over  50  pounds — 250  mg.  every  six 
hours.  For  severe  infections,  these  dosages  may 
be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and 
chewable  tablets.  Ilosone  Chewable  tablets  should 
be  chewed  or  crushed  and  swallowed  with  water. 


Ilosone 

Erythromycin  Estolate 


Additional  information  available 
to  physicians  upon  request. 

Eli  Lilly  and  Company , Indiariapolis  6,  Indiana. 

500295 
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Staphylococcal  Resistance  to  Antibiotics 

Observations  at  Two  Hospitals  and  an  Independent  Clinic 

ALFRED  W.  BAUER,  M.D.  Seattle,  Washington 

After  20  years  of  the  antibiotic  era,  many  strains  of  staphylococci  remain 
sensitive  to  frequently  used  antibiotics.  Studies  in  two  hospitals  and  a group- 
practice  clinic,  Seattle,  reveal  differences  in  resistance  patterns  encountered, 
but  in  one  public  hospital  there  has  been  no  increase  in  percentage  of  resistant 
strains  since  1955.  Resistance  to  kanamycin  has  been  found  and  a few  strains 
have  developed  resistance  to  the  new  semisynthetic  penicillins.  These  findings 
constitute  a warning  against  indiscriminate  use  of  the  new  penicillins  in  all 
staphylococcal  infections. 


Incidence  and  severity  of  hospital  acquired 
staphylococcal  infections  reached  a peak  during 
the  years  1955  to  1957.  Since  then  there  has  been 
a gradual  decline,  probably  due  to  improvement 
of  hospital  housekeeping  procedures,  work  of 
hospital  infection  committees  in  the  epidemio- 
logic field,  more  cautious  use  of  the  older  anti- 
biotics in  the  hands  of  many  practitioners,  and 
the  development  of  additional,  powerful,  bacteri- 
cidal antimicrobials  by  the  pharmaceutical  in- 
dustry. 

In  spite  of  this  brighter  outlook,  knowledge 
of  the  prevalence  of  staphylococcal  resistance 
to  antibacterials  is  necessary.  The  purpose  of 
this  communication  is  to  present  the  incidence 
of  antibiotic  resistance  in  staphylococci  cultured 
at  the  King  County  Hospital  (KCH),  the  Uni- 
versity Hospital  (UH)  and  Group  Health  Clinic, 
Northgate  (GHC),  in  Seattle.  Data  from  the 
latter  source  appear  particularly  interesting,  be- 
cause they  provide  a valid  comparison  of  the 
situation  inside  and  outside  the  hospital  in  the 
same  community.  Technique  of  testing  antibiotic 
resistance  is  identical  at  all  three  institutions. 

methods 

Method  used  in  all  three  laboratories  is  the 
single  disc  technique  as  developed  by  Kirby  and 
associates.1-3  In  brief,  determination  of  suscepti- 
bility depends  on  measurement  of  inhibition 
zone  diameters  around  discs  of  high  antibiotic 
content.  Interpretation  of  zone  diameters  is  based 
on  standards  obtained  with  comparative  tube  or 
plate  dilution  tests  and  with  distribution  curves.2  4 

The  test  results  presented  here  were  obtained 
with  consecutive  isolates  cultured  in  routine 


Table  1 


Percentage  of  Resistant 

Strains 

at 

King 

County 

Hos 

pital 

Year  1955 

1956 

1957 

1958 

1959 

1961 

1963 

1964 

No.  of  Strains  250 

250 

250 

250 

250 

250 

250 

350 

Penicillin  81 

84 

80 

78 

78 

81 

74 

72.5 

Tetracycline  67 

67 

42 

53 

44 

49 

46 

29.5 

Erythromycin  14 
Chlor- 

24 

31 

33 

31 

43 

35 

25 

amphenicol  14 

33 

23 

22 

21 

17 

27 

16 

Kanamycin  NT 

NT 

NT 

0 

0 

0 * 

16 

11 

Vancomycin  NT 

NT 

NT 

0 

0 

0 

0 

0 

NT — Not  tested 


Table  2 

Percentage  of  Antibiotic  Resistance 
Hospital  versus  Outside  Practice 

P S T E C K 


KingCounty Hospital  72.5 

29.5 

25 

1964 

University  Hospital  74 

22  26 

16 

1964 

Group  Health  Clinic  48.5 

8.5  7 

4 

Northgate 

1963-1964 

P — penicillin-G.  S — streptomycin,  T — tetracycline,  E — ery- 
thromycin, C — chloramphenicol.  K — kanamycin. 

work.  Only  coagulase  positive  strains  were  re- 
corded. More  than  90  per  cent  of  the  strains  were 
cultured  from  infections,  the  others  from  car- 
riers, such  as  nasal  carriers  and  newborn  infants. 

results 

Table  1 illustrates  the  precentage  of  staphylo- 
cocci resistant  to  various  antibiotics  at  KCH 
between  1955  and  1964.  Table  2 compares  the 
present  status  of  resistance  at  KCH,  UH  and 
GHC.  Antibiotic  resistance  is  highest  at  KCH, 
somewhat  lower  at  UH  and  much  lower  in  out- 
side practice  at  GHC.  The  differences  are  small 
with  penicillin-G,  greater  with  tetracycline  and 
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Table  3 

Incidence  of  Various  Antibiotic  Resistance  Patterns 


Hospital 

versus 

Outside 

Practice 

Antibiogram  University  Hospital  Group  Health  Clinic 

(resistant  to) 

(350  strains) 

Northgate 

(350  strains) 

No. 

% 

No. 

% 

none 

84 

24 

180 

51 

p 

165 

47 

128 

37 

PS 

3 

.9 

10 

3 

PST 

19 

5 

10 

3 

PSTE 

13 

4 

6 

2 

PSTEC 

21 

6 

PSTECK 

8 

2 

T 

3 

".9 

E 

1 

.3 

1 

.3 

PT 

16 

5 

9 

3 

PE 

2 

.6 

1 

.3 

ST 

1 

.3 

TE 

3 

.9 

PSE 

2 

.6 

4 

1 

PSC 

1 

.3 

PTE 

1 

.3 

PTC 

1 

.3 

PSTC 

1 

.3 

PSTEK 

5 

1 

PTECK 

1 

.3 

P — penicillin-G,  S — streptomycin,  T — tetracycline,  E — ery- 
thromycin, C — chloramphenicol,  K — kanamycin. 


erythromycin  and  most  pronounced  with  chloram- 
phenicol and  kanamycin. 

The  antibiograms  of  hospital  cultured  staphylo- 
cocci ( UH ) are  compared  with  those  from  the 
outside  (GHC)  in  table  3.  Because  strepto- 
mycin is  not  routinely  tested  at  KCH,  only  UH 
and  GHC  data  could  be  used. 


mm  inhibition  zone  diameter 


Fig.  1.  Distribution  curves  of  Staphylococcus  aureus  strains,  tested 
at  King  County  Hospital  with  30  meg  vancomycin  discs. 

Figure  1 is  a graphic  illustration  of  the  status 
of  staphylococcal  susceptibility  to  vancomycin 


in  1961,  1963  and  1964  at  KCH.  The  three  super- 
imposed distribution  curves  are  monophasic  and 
demonstrate  no  resistance  among  these  750 
strains.  The  mean  zone  diameter  was  17  mm  in 
all  three  years,  and  camparative  tube  dilution 
tests  done  earlier  yielded  minimum  inhibitory 
concentrations  (MIC)  between  1 and  5 mcg/ml. 
These  curves  not  only  show  at  a glance  universal 
vancomycin  susceptibility,  but  in  addition  docu- 
ment convincingly  the  stability  of  the  disc  test- 
ing technique  through  the  years. 

Figure  2 represents  the  inhibitory  zones  ob- 
tained when  the  1964  staphylococcal  isolates  from 
the  three  laboratories  were  tested  against  30 
meg  chloramphenicol  discs.  The  KCH  and  UH 
curves  are  biphasic,  because  there  are  two  dif- 
ferent populations  present,  the  susceptible  strains 
and  the  resistant.  The  GHC  curve  is  monophasic 
because  of  lack  of  such  mutants  outside  the  hos- 
pital (compare  Table  2). 


mm  Inhibition  zone  diameter 

Fig.  2.  Distribution  curves  of  Staphylococcus  aureus  tested  with  30 
meg  chloramphenicol  discs. 


Figure  3 represents  the  kanamycin  suscepti- 
bility7 distribution  curves,  again  of  the  1964  iso- 
lates. There  are  two  populations  at  KCH  and 
UH,  one  susceptible  and  one  resistant,  and  only 
a susceptible  population  at  GHC.  Kanamycin 
resistant  staphylococci  are  highly  resistant  ( MIC 
500-1000  mcg/ml)  and  yield  no  inhibition  zone 
at  all  around  high  potency  discs  (diameter  of 
disc  is  6 mm).  In  contrast,  chloramphenicol  re- 
sistant staphylococci  have  MIC  of  only  50-100 
mcg/ml  and  in  general  have  small  inhibition 
zones  around  the  30  meg  discs  (Figure  2).  The 
significance  of  these  small  inhibition  zones  of 
resistant  strains  lias  been  discussed  in  detail  in 
earlier  publications.2 1 
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Fig.  3.  Distribution  curves  of  Staphylococcus  aureus  tested  with  30 
meg  kanamycin  discs. 

discussion 

Penicillin-G  resistance  in  the  hospital  appears 
to  have  remained  steady  for  the  past  nine  years 
or  has  shown  a slight  decline  (Table  1),  and  the 
fear  that  some  day  only  penicillinase  producers 
will  be  left,  will  probably  not  materialize.  Equi- 
librium seems  established  between  the  factors 
favoring  penicillin-G  resistant  strains  and  the  in- 
flux of  susceptible  bacteria  from  the  outside. 

The  high  incidence  of  penicillin-G  resistance  in 
outside  practice  (Table  2)  is  not  commonly 
appreciated.  Most  of  these  strains  are  resistant 
to  penicillin-G  only  (P-strains  in  Table  3).  To- 
gether with  those  which  are  susceptible  to  all 
agents  (“sensitive”  in  Table  3)  these  P-strains 
comprise  the  bulk  of  the  outside  strains.  The 
practical  implication  of  this  is  an  expected 
failure  rate  of  about  50  per  cent  with  penicillin-G 
in  office  therapy  of  staphylococcal  infections 
without  the  benefit  of  sensitivity  studies. 

Streptomycin  sensitivity  testing  has  been  dis- 
continued for  a number  of  years  at  KCH,  because 
this  antibacterial  has  lost  importance  in  a gen- 
eral hospital.  The  total  percentage  of  resistance 
is  similar  to  tetracycline,  approximately  30  per 
cent.  The  great  majority  of  hospital  acquired 
infections,  however,  are  refractory.  Prophylaxis 
against  staphylococcal  infection  in  presurgical 
patients  with  fixed  combinations  of  penicillin- 
G and  streptomycin  is  unreasonable,  because  nei- 
ther is  effective  against  the  hospital  staphylo- 
coccus. 

Tetacycline  resistance  at  KCH  has  not  risen 
during  the  past  years  and  in  1964  there  was  a 
drop,  which  may  be  significant.  Tetracycline 
consumption  at  KCH  was  very  similar  in  1963 
and  1964  and  could  not  have  been  the  cause  of 


the  decline.  In  hospitalized  patients  tetracycline 
is  rarely  the  first  choice  agent  for  staphylococcal 
infections  because  either  the  causative  strain  is 
tetracycline  resistant  or  the  patient  is  ill  enough 
to  need  a more  effective,  bactericidal  antibiotic. 
For  mild  infections  in  patients  with  penicillin 
allergy  or  with  P-strains,  tetracycline  may  still 
be  useful  occasionally  in  office  practice. 

Erythromycin  resistance  also  changed  little 
during  the  past  years,  after  having  risen  to 
about  30  per  cent  in  the  hospital.  Outside  the 
hospital  erythromycin  resistance  is  rare  and  this 
agent  is  one  of  the  good  choices  for  moderately 
severe  penicillin-G  resistant  staphylococcal  in- 
fections. 

Cliloramphenicol  resistance  in  the  hospital  has 
also  shown  no  further  increase  in  the  past  few 
years.  This  again  may  be  related  to  the  fact  that 
chloramphenicol  consumption  at  KCH  remained 
steady:  18  kg  in  1961,  20  kg  in  1963,  and  18  kg 
( projected ) in  1964.  The  complete  lack  of  chlor- 
amphenicol resistance  in  the  outside  series  is  im- 
pressive. In  addition  to  the  350  strains  recorded 
in  table  2,  90  strains  have  since  been  isolated 
and  tested,  and  all  of  them  were  chloramphenicol 
susceptible. 

This  observation  correlates  well  with  the  re- 
port of  Goslings  and  Buechli,  who  found  that 
chloramphenicol  resistant  strains  could  be  cul- 
tured no  longer  than  six  weeks  once  a carrier 
had  left  the  hospital  environment  and  returned 
home.5  In  their  study  these  isolates  were  either 
replaced  by  other  strains  with  different  phage 
types,  or  the  original  hospital  acquired  strains 
reverted  to  chloramphenicol  susceptibility.  Chlor- 
amphenicol resistance  appears  to  be  a labile  trait 
and  to  make  these  strains  inferior  in  competition 
with  others.  Hospital  staphylococci  with  anti- 
biograms such  as  PST  and  PSTE,  are  usually  of 
phage  type  80,81  and  do  not  share  this  biological 
disadvantage.  They  accordingly  may  persist  for 
years  in  families  without  changing  their  anti- 
biogram. 

Kanamycin  was  in  use  approximately  three 
years  before  the  first  resistant  mutant  was  seen 
in  the  Seattle  area.  The  first  strain  of  this  kind 
encountered  at  the  three  laboratories  was  carried 
by  a patient  from  a private  hospital  to  the  UH 
and  isolated  there  as  part  of  the  admission  studies 
in  January  1961.  Since  that  time  a small  per- 
centage of  resistant  strains  has  been  seen,  most 
of  them  having  multiple  resistance  patterns  (Ta- 
ble 3).  About  six  months  later  they  appeared 
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at  KCII  as  well.  Almost  all  of  these  strains  show 
cross  resistance  within  the  neomycin  group,  i.e., 
resistance  to  streptomycin,  neomycin  and  paro- 
momycin. The  usefulness  of  kanamvcin  today  is 
limited  to  a few  patients  with  severe  infections 
and  penicillin  allergy.  The  choice  here  is  be- 
tween intramuscular  kanamvcin  and  intravenous 
vancomycin,  the  latter  being  probably  somewhat 
less  toxic  and  more  effective.  The  newly  intro- 
duced broad  spectrum  antibacterial  cephalothin 
may  be  another  choice,  but  more  experience  is 
needed. 

Vancomycin  resistant  staphylococci  do  not 
seem  to  exist,  although  this  agent  has  been  in  use 
for  six  years.  One  may  assume  that  such  mutants 
will  never  emerge. 

Penicillins.  Among  the  semisynthetic  penicil- 
lins only  methicillin  has  been  routinely  tested  at 
the  UH.  Testing  of  the  350  strains  of  1964  showed 
only  two  with  resistance  of  a moderate  degree. 
These  organisms  vield  tube  dilution  MIC  of 
25-50  mcg/ml,  and  patients  infected  by  them 
should  not  respond  to  standard  dosages.  Among 
128  strains  tested  so  far  ( 1964  and  1965)  at  GHC 
with  oxacillin,  two  were  highly  resistant.  Both 
were  resistant  to  oxacillin  and  penicillin-G  only 
and  sensitive  to  all  the  other  routinely  used  anti- 
biotics and  to  sulfonamides.  The  first  patient  was 
a girl  with  an  axillary  abscess,  who  was  initially 
placed  on  these  two  agents  simultaneously.  The 
culture  was  taken  at  the  beginning  of  therapy. 
A change  of  medication  was  then  necessary,  lead- 
ing to  rapid  recovery.  The  other  patient  v’as  a 
girl  with  vaginitis  caused  by  beta  hemolytic 
streptococci  and  a staphylococcus  resistant  to 
penicillin-G  and  oxacillin.  She  was  successfully 
treated  with  sulfisoxazole.  As  far  as  could  be 
determined  neither  of  the  two  patients  had  re- 
ceived oxacillin  before.  Wherever  these  oxa- 
cillin resistant  staphylococci  derived  from,  their 
presence  underscores  the  need  for  discriminate 
use  of  the  new  semisynthetic  penicillins  in  office 
practice.  If  they  are  prescribed  for  all  staphylo- 
coccal disease  as  recommended  by  some  of  the 
manufactureres,  their  usefulness  in  serious  illness 
may  be  lost  rapidly. 

strain  tracing 

Resistance  patterns  as  well  as  phage  types 
have  proven  useful  tools  in  studying  the  epi- 
demiology of  hospital  strains  and  their  spread 
into  the  community.  Considering  the  20  years 


of  the  antibiotic  era,  the  ability  of  the  staphy- 
lococcus to  mutate  and  to  maintain  antibiotic- 
resistance,  the  indiscriminate  usage  of  broad 
spectrum  antibiotics  in  office  practice  for  upper 
respiratory  and  other  virus  infections,  and  the 
continuous  outpour  of  resistant  strains  from 
hospitals  into  the  community,  it  is  indeed  sur- 
prising to  find  51  per  cent  of  outside  strains 
still  susceptible  to  all  antibiotics  and  another 
37  per  cent  resistant  to  penicillin-G  only.  The 
remaining  12  per  cent  presented,  in  this  series, 
a variety  of  antibiograms  (Table  3).  Only  16 
strains  among  these  showed  the  classical  pat- 
terns of  hospital  staphylococci,  PST,  PSTE, 
PSTEC  and  PSTECK. 

The  history  of  the  16  patients  with  these  strains 
was  investigated.  In  7 no  hospital  contact  could 
be  traced.  The  other  9 patients  had  various 
relationships  to  a probable  source  of  infection: 
There  was  a nursing  home  aid  with  pyoderma, 
a physician’s  son  with  boils,  an  infant  with  con- 
junctivitis and  a boy  with  impetigo  the  mothers 
of  whom  work  in  hospitals,  two  members  of  a 
family  with  years  of  skin  infections  after  one  of 
them  carried  the  strain  home  from  the  hospital, 
a 73-year-old  diabetic  with  chronic  furunculosis 
and  multiple  admissions,  and  a boy  with  impe- 
tigo who’s  father  is  a medical  school  employee. 

Table  3 shows  that  P-strains  are  the  largest 
group  in  the  hospital.  Only  61  of  the  350  UH 
strains  had  the  classical  antibiogram  of  the  so- 
called  hospital  staphylococcus  (PST  through 
PSTECK).  The  remaining  40  of  those  other  than 
P-strains  and  sensitive  strains  were  distributed 
among  13  of  the  less  common  resistance  pat- 
terns. The  fact  is  remarkable,  and  remains  unex- 
plained, that  of  the  60  possible  resistance  pat- 
terns, with  testing  of  six  agents,  only  the  rela- 
tively small  number  of  20  actually  occurred. 

There  seem  to  be  preferred  antibiograms  and 
others  remain  rarities.  Despite  the  common  use 
of  penicillin-G  and  chloramphenicol  in  the  hos- 
pital, for  instance,  there  was  not  a single  strain 
among  the  700  in  table  3 with  the  antibiogram 
PC  or  C,  whereas  there  were  293  P strains  and 
25  PT  strains.  There  is  no  explanation  as  yet 
why  penicillinase  producers  appear  to  mutate 
much  more  readily  to  additional  antibiotic  resis- 
tance than  penicillin  susceptible  strains.  There 
were  only  nine  strains  in  table  3,  which  were 
susceptible  to  penicillin-G  but  resistant  to  any 
of  the  other  antibacterials.  This  interesting  bio- 
logical phenomenon  deserves  experimental  study. 
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summary 


abstract  o 


The  incidence  of  staphyoeoccal  resistance  to 
antibiotics  at  the  King  County  Hospital,  the 
University  Hospital  and  Group  Health  Clinic, 
Northgate,  in  Seattle,  was  recorded  and  com- 
pared. Since  1955  there  has  been  no  further  rise 
in  resistance  to  the  older  antibiotics  at  KCfl. 
Kanamycin  resistance  has  first  been  noted  in 
1961.  Resistance  at  UH  was  slightly  less  frequent 
than  at  KCH.  Resistance  in  office  practice 
(GHC)  was  generally  much  lower  than  in  the 
hospital.  Chloramphenicol  and  kanamycin  resis- 
tant mutants  were  not  encountered  outside  the 
hospitals,  but  two  oxacillin  resistant  strains  were 
found.  Some  of  the  implications  of  these  findings 
for  therapy  of  staphylococcal  disease  were  dis- 
cussed. ■ 

13302  28th  Ave.  N.E.  (98155) 

The  author  is  indebted  to  John  C.  Sherris,  University 
Hospital  and  Irving  I.  Schuldberg,  King  County  Hospital, 
for  permission  to  use  their  laboratory  records. 


chemical  nomenclature 


generic 

cephalothin 

chloramphenicol 

erythromycin 

kanamycin 

methicillin 

neomycin 

oxacillin 

paromomycin 

sulfisoxazole 

tetracycline 

vancomycin 


trade 

Keflin 

Chloromycetin 
Ilotycin,  Erythrocin 
Kantrex 

Dimocillin,  Staphcillin 
Mycifradin,  Neomycin 
Sulfate 

Prostaphlin,  Resistopen 

Humatin 

Gantrisin 

Achromycin.  Panmycin, 
Polycycline,  Tetracyn 
Vancocin 


Despues  de  20  ahos  de  una  era  de  antibioticos, 
muchas  sepas  de  estafilococo  permanecen  sen- 
sibles  al  los  mas  frecuentamente  usados  antibio- 
ticos. Estudios  hechos  en  dos  hospitales  y una 
clinica  en  Seattle,  demuestran  diferencias  en  la 
resistencia,  pero  en  uno  de  los  hospitales  publicos 
no  ha  habido  aumento  en  el  porcentaje  de  sepas 
resistentes  desde  1955.  Resistencia  a la  kanami- 
cina  se  ha  encontrado  asi  como  alguna  sepas  han 
creado  ya  resistencia  a las  nuevas  semi-sinteticas 
penicillinas.  Estos  hechos  constituyen  un  aviso 
sobre  el  abuso  y uso  indiscriminado  de  los  nueves 
derivades  de  la  penicillina  en  las  infecciones 
estafilicoccias. 
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THE  HOSPITAL 

It  was  developed  to  achieve  the  impossibly  difficult  task  of  combining  a soft 
heart  with  a tough  head.  If  it  achieves  its  best  purpose  it  will  be  neither  the  one  nor 
the  other.  It  will  be  something  between  the  two.  It  will  be  a compromised  institution 
that  is  neither  fully  efficient  nor  fully  altruistic  in  its  actions.  As  such,  it  will  always 
leave  itself  exposed  for  attack  and  criticism  by  those  who  would  choose  to  judge  it 
by  a single  standard.  In  the  second  place,  if  it  acts  for  the  public  good  it  will  often 
have  to  ignore  its  own  coiporate  good. 

Ray  Brown,  Duke  University,  before  Washington  State  Hospital  Association, 

32nd  Meeting,  October  1,  1964. 
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Serum  Transaminase  Activity  in  Chronically 
III  Children  on  Erythromycin  Prophylaxis 

ROBERT  A.  TIDWELL,  M.D./S  TANLEY  J.  STAMM,  M.D.,  Seattle,  Washington 

Twenty-one  chronically  ill  (cystic  fibrosis)  children , all  of  whom  had  abnormal 
electrophoretic  patterns,  were  challenged  with  erythromycin.  All  were  given  a 
therapeutic  dose  of  the  drug  for  ten  days,  then  placed  on  daily  maintenance  for 
an  average  of  10.8  months.  The  SCOT  levels  were  determined  at  the  beginning 
and  at  intervals  during  the  study.  In  no  instance  was  there  any  evidence  of 
liver  damage  as  evidenced  by  rise  in  the  SCOT.  One  child  developed  infectious 
hepatitis  with  elevated  SCOT.  Her  medication  teas  stopped  but  was  resumed 
after  recovery  from  the  hepatitis.  There  was  no  subsequent  change  in  SCOT  level. 


The  efficacy  of  erythromycin  as  a prophylactic 
agent  in  control  of  Group  A beta  hemolytic  strep- 
tococcus has  been  more  than  adequately  docu- 
mented.1-4 Numerous  investigators  have  demon- 
strated that  chronically  ill  children  on  erythromy- 
cin prophylaxis  lead  healthier  lives,  have  fewer 
days  of  illness,  and  enjoy  better  health  than  their 
counterparts  who  are  not  on  prophylaxis.1 5 6 In 
the  process  of  these  various  investigations  the 
question  of  staphylococcal  resistance  has  arisen 
but  has  not  been  of  great  clinical  significance.7-12 

This  present  study,  although  dealing  with  the 
afore  mentioned  subjects,  was  primarily  inter- 
ested in  determining  the  relationship  of  ery- 
thromycin prophylaxis  to  the  serum  glutamic 
oxaloacetic  transaminase  ( SCOT ) level  in  chron- 
ically ill  children.  A review  of  the  literature  on 
SGOT  levels  is  intriguing,  in  that  we  find  that 
a great  number  of  disease  entities,  as  well  as 
nonspecific  factors,  may  contribute  to  elevation 
of  the  SGOT.  These  include  fever,  tissue  inflam- 
mation or  destruction,  administration  of  aspirin 
and  certain  other  drugs,  as  well  as  the  known 
occurrence  of  elevation  with  liver  disease  or  myo- 
cardial infarction.13 14  In  a recent  report  it  was 
stated  that  there  are  great  variations  of  the 
SGOT  activity  in  recruits  in  the  Armed  Services 
during  periods  of  intensive  physical  training. 
The  inherent  physical  activity  of  children,  could 
perhaps  be  considered  as  a possible  source  of 
insignificant  elevation. 

Significance  of  the  test  was  summarized  hv 
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Colleta  and  Siegel,  who  said,  “The  transaminases 
are  elevated  in  several  conditions,  usually  involv- 
ing damage  to  heart  muscle,  striated  muscle,  or 
the  liver,  with  an  inconstant  elevation  in  brain 
damage,  pancreatitis  and  several  other  condi- 
tions. However,  serial  determination  of  these  en- 
zymes can  be  of  valuable  aid  in  the  differential 
diagnosis  of  jaundice,  the  estimation  of  severity 
of  heart  or  liver  damage,  and  the  diagnosis  of 
myocardial  damage  in  the  presence  of  a confus- 
ing electrocardiagraphic  picture.  Because  of  its 
extreme  sensitivity,  the  SGOT  has  been  used 
recently  in  drug  trials  as  the  earliest  indicator 
of  a possible  hepatotoxic  effect”.15 

This  present  report  is  on  21  patients  with  cystic 
fibrosis  who  were  on  erythromycin  prophylaxis 
for  a period  of  5 to  13  months  with  an  average 
of  10.8  months.  These  patients  varied  in  age  from 
7 months  to  14  years,  and  their  weight  varied 
from  5.2  kg  to  34.6  kg. 

All  patients  were  given  a priming  dose  of  ery- 
thromycin® of  30  mg/kg  per  day,  divided  into 
four  doses,  for  a 10  day  period.  Following  this 
priming  dose,  they  were  placed  on  a daily  main- 
tenance dose  which  varied  from  7.5  mg/kg  to  20 
mg/kg.  It  usually  amounted  to  15  mg/kg,  divided 
into  four  doses.  (This  great  variance  was  the  re- 
sult of  some  children’s  preference  for  tablet  form 
medication  rather  than  liquid. ) 

As  nearly  as  possible,  nose  and  throat  cultures, 
antistreptolysin  0 (ASO)  titers,  SGOT  levels, 
erythrocyte  sedimentation  rate,  white  blood  cell 
count  and  urinary  albumin  were  run  prior  to  the 
inauguration  of  prophylaxis  and  at  frequent  in- 
tervals during  the  time  that  patients  were  con- 
tinued on  the  program.  A total  of  75  throat  cul- 

*In  the  form  of  Erythrocin  Stearate  Film  tabs  or  Erythrocin 
Ethyl  Succinate  suspension. 
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tures  were  taken  in  which  we  found  that  28  pa- 
tients had  a coagulase  positive  staphylococcus. 
Seventy-three  nose  cultures  were  taken.  Twenty- 
one  patients  had  a coagulase  positive  staphylo- 
coccus. Of  the  cultures  growing  staphylococci, 
there  were  only  14  in  which  the  organism  was 
present  from  both  the  nose  and  throat  smears 
and  these  pathogens  were  not  the  predominating 
organism.  In  only  two  instances  was  the  nose 
culture  practically  a pure  culture  of  coagulase 
positive  staphylococcus,  and  this  was  not  the 
predominating  organism  on  follow-up  cultures. 
The  particular  patients  exhibiting  these  organ- 
isms were  kept  under  close  clinical  supervision. 
At  no  time  during  the  course  of  this  prophylactic 
therapy  was  there  any  thought  entertained  of  dis- 
continuing the  program  because  of  the  presence 
of  the  staphylococcus.  Out  of  all  the  nose  and 
throat  cultures  that  were  run,  there  were  only 
three  positive  cultures  for  Group  A beta  hemo- 
lytic streptococcus,  none  were  associated  with  a 
rise  in  the  ASO  titer  and  the  three  occurred  in 
separate  patients.  In  no  instance  was  the  strep- 
tococcus predominating  and  overwhelming  as 
one  finds  it  in  acute  streptococcal  disease. 

A total  of  70  ASO  titers  were  run,  (Figure  1). 
Sixty-one  of  these  were  read  at  less  than  100 
units.  Six  of  the  remaining  nine  titers  ranged 
from  125  to  333  units.  The  additional  three  of 
this  group  of  elevated  titers  can  be  accounted 
for  in  one  particular  patient  whose  initial  ASO, 
obtained  at  the  time  of  his  admittance  to  the 
program,  was  1250  units.  This  elevated  titer 
was  associated  with  a slight  elevation  in  the 
sedimentation  rate,  elevated  white  count  and 
normal  SGOT  level.  Two  months  later,  this  1250 
ASO  titer  had  fallen  to  833  units  with  normal 
sedimentation  rate,  a white  count  which  remain- 
ed elevated,  and  again,  a normal  SGOT.  In  an- 
other two  months  the  titer  on  this  same  patient 
had  fallen  to  333  units,  with  normal  sedimenta- 
tion rate  and  slight  elevation  of  the  white  count. 
Three  months  later  the  ASO  had  risen  to  625 
units,  and  the  SGOT  was  still  within  normal 
limits.  Unfortunately,  neither  white  count  nor 
sedimentation  rate  were  obtained  at  this  time. 
During  this  period  when  the  patient  sustained 
an  elevated  ASO  titer,  no  streptococci  were 
recovered  from  the  nose  or  throat  cultures.  Cul- 
tures were  taken  each  time  a specimen  was 
drawn  for  ASO  titer,  with  the  exception  of  the 
last  specimen  obtained.  According  to  a study 
done  by  Potter  and  Lorber,  the  ASO  titer  is 


Level 

Fig.  1. 

considered  to  be  of  limited  value  in  children 
under  five  years  of  age.111  To  evaluate  correctly 
the  significance  of  the  61  sera  with  ASO  titers 
of  100  units  or  less,  the  age  group  should  be 
considered  with  respect  to  normal  levels  estab- 
lished in  a corresponding  age  group  and  not 
against  those  normals  established  in  older  pa- 
tients. Another  factor  to  be  considered  is  the 
individual  patient’s  response  to  infection.  It  has 
been  demonstrated  that  with  a previously  proven 
infection,  the  patients’  response  is  apt  to  be  more 
remarkable.1718 

It  is  of  interest  to  note  that  during  this  en- 
tire program,  a total  of  60  sedimentation  rates 
were  run  and  only  4 out  of  the  21  patients  in  the 
study  had  consistently  normal  sedimentation 
rates.  These  rates  varied  from  20  to  49  mm 
per  hour.  Anything  below  20  is  considered  to 
be  within  normal  limits  (Wintrobe). 

A total  of  81  urines  were  run  during  the 
course  of  this  study;  only  one  patient  showed  a 
trace  of  albumin.  This  phenomenon  occurred 
only  once  in  six  urines  on  this  particular  patient. 

Of  primary  interest  in  this  study  was  the  hep- 
atotoxic  effect  of  large  doses  of  erythromycin 
stearate  or  erythromycin  ethyl  succinate,  given 
over  an  extended  period  of  time,  on  the  SGOT 
level.  The  upper  limit  of  normal  SGOT  is  con- 
sidered to  be  in  the  vicinity  of  40  Sigma-Frankel 
units.00  There  are  those  who  indicate  that  the 
upper  limit  of  normal  can  range  from  45  to  55  in 
the  adult  and  in  children  under  one  year  of  age, 
the  upper  limit  has  been  reported  at  125  units.1" 
During  the  course  of  our  study  a total  of  81 
SGOT’s  were  obtained,  (Figure  2).  Seventy- 
one  of  these  were  40  units  or  less.  Of  the  ele- 
vated SGOT’s,  eight  were  55  units  or  less  and 
only  two  were  above  55  units.  The  breakdown 

**SGOT:  Normal  Values — 8-40;  Borderline — 40-50;  Post- 
Infarction — 4-200;  and  Liver  Necrosis — To  2000. 


253 

Northwest  Medicine,  April  1965 


Fig.  2. 


of  the  elevated  SGOT’s  based  on  age  levels  is 
shown  in  Table  1. 

The  43  unit  and  76  unit  results  were  obtained 


on  the  same  patient  (No.  7)  at  7 months  and 
8 months  of  age.  Therefore,  these  can  be  con- 


sidered  normal 

if  we  accept 

the  upper  limits 

of  125  as  being 

the  range  of  normal 

in  the  pa- 

tient  under  one 

year  of  age. 

The  levels  of  47, 

Table  1 

Patient  Age 

Treatment 

Normal 

No.  Yrs.  Mos.  Period 

SGOT 

for  Age 

Group 

1 8 3 

Initial  Test 

44 

8-40 

4 weeks 

32 

25  weeks 

26 

34  weeks 

25 

5 3 10 

Initial  Test 

60 

8-40 

15  weeks 

40 

7 5 

Initial  Test 

32 

up  to  125 

6 weeks 

43 

11  weeks 

76 

17  weeks 

40 

25  weeks 

38 

33  weeks 

31 

10  1 7 

Initial  Test 

35 

8-40 

3 weeks 

28 

34  weeks 

42 

48  weeks 

30 

12  4 5 

Initial  Test 

55 

8-40 

6 weeks 

47 

32  weeks 

55 

43  weeks 

54 

21  1 7 

Initial  Test 

42 

8-40 

4 weeks 

28 

6 weeks 

28 

13  weeks 

28 

24  weeks 

31 

43  weeks 

28 

54  and  55  units  were  on  the  same  patient  (No. 
12)  and  I believe  we  would  have  to  consider 
these  normal  for  this  patient  since  this  level  was 
elevated  before  any  medication  was  started. 
It  is  interesting  to  note  that  all  patients  had  a 
subsequent  return  to  normal  even  though  the 
medication  was  continued  except  for  the  one 
patient  (No.  12)  with  the  four  elevations  be- 
tween 47  and  55.  They  remained  elevated  over 
the  12-month  study  period,  with  the  initial  test 
being  55  units  and  the  last  test  54  units. 

During  the  process  of  our  investigation  into 
the  SGOT  levels  of  children  on  erythromycin 


prophylaxis,  we  decided  to  enlarge  our  investi- 
gative program  to  include  additional  proced- 
ures, namely,  electrophoresis  with  cellulose 
acetate  strips,  C-reactive  protein  (CRP),  muco- 
protein  tyrosine  (MPT),  and  total  protein.  A 
summary  of  the  findings  on  the  21  specimens 
submitted  for  electrophoresis  and  acute  phase 
reactants  (CRP,  mucoprotein  tyrosine,  ASO 
titer)  revealed  the  following  interesting  data. 

One  of  these  sera  (patient  15)  demonstrated 
elevated  ASO  titer,  normal  sedimentation  rate, 
negative  CRP,  and  elevated  mucoprotein  tyro- 
sine. The  electrophoresis  disclosed  decreased 
albumin,  elevated  alpha2,  and  elevated  gamma 
globulin.  (See  Table  2). 


Table  2 


Normal 

Patient 

Patient 

Patient 

a 

b 

c 

ASO 

333 

<100 

<100 

Sedimentation 

Rate 

13 

C-reactive 

protein 

neg 

neg 

neg 

2 mm 

Mucoprotein 

tyrosine 

8.3 

3.5 

9 

Albumin 

55-65 

47 

48.8 

35.3 

Globulins 

Alpl^ 

3-  5 

Alpha2 

8-12 

14.9 

14.8 

12.0 

Beta 

9-12 

Gamma 

10-16 

26.8 

22 

32.5 

Seventeen  SGOT  determinations  were  run  in 
this  group,  one  of  which  was  elevated  ( 54  units ) . 
This  patient  ( 12 ) had  an  ASO  titer  of  less  than 
100  units,  negative  CRP,  mucoprotein  tyrosine, 
decreased  albumin,  elevated  alpha2  and  an  ele- 
vated gamma. 

Of  the  CRP,  there  was  a single  elevation.  This 
patient  (4)  also  had  elevated  mucoprotein 
tyrosine,  decreased  albumin,  and  elevated  gam- 
ma. 

Twelve  of  the  21  sera  submitted  had  elevated 
mucoprotein  tyrosine.  Electrophoretically,  11  of 
these  12  sera  had  decreased  albumin,  9 had  ele- 
vated alpha2,  and  9 had  elevated  gamma.  Within 
this  especial  group,  six  patients  had  both  an 
elevated  alpha2  and  elevated  gamma. 

Although  no  direct  correlation  could  be  estab- 
lished with  respect  to  the  sedimentation  rates 
and  electrophoretic  patterns  seen  on  sera  ob- 
tained from  these  children  during  the  course  of 
this  investigation,  it  is  of  interest  to  note  that 
the  electrophoretic  patterns  were  consistently 
abnormal. 

A resume  of  the  electrophoretic  findings  of  the 
21  patients  disclosed  that  of  the  total  number,  17 
had  decreased  albumin,  17  had  elevated  alpha2 
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Erythromycin 
Prophylaxis 
1-23-63  3-7-63 

Bilrubin 

Direct 

Total 

SGPT 

SGOT  55  47 

ASO  100  100 

Heterophile 
Agglutination 
Prothrombin  Time 
Patient  (sec.) 

Control  (sec.) 

% 


Table  3 
Infectious 
Hepatitis 
Erythromycin 
Discontinued 
6-6-63  6-12-63 


Erythromycin 

Prophylaxis 

Restarted 

9-17-63 

9-5-63  11-21-63 


Normals 


5.2  2.0 

7.2  3.4 
160 

160  55 

100 


0.  0-0.  2 
0.25-0.75 
8-40 

54  8-40 

100 


1-14  Neg 

17.1 

12.0 

32  Up  to  70 


and  15  had  elevated  gamma.  In  addition,  11  of 
those  with  decreased  albumin  had  both  elevated 
alpha2  and  gamma.  Twelve  patients  had  elevated 
alpha?  and  elevated  gamma,  the  albumin  being 
within  normal  limits.  No  patient  had  a totally 
normal  electrophoretic  pattern. 

One  patient  on  the  program  developed  acute 
infectious  hepatitis  during  the  time  she  was  on 
prophylaxis.  Table  3 shows  her  hospital  record. 
Following  her  discharge  from  the  hospital  she 
was  again  challenged  on  erythromycin  prophy- 
laxis without  recurrence  of  her  jaundice. 

conclusions 

1. — There  is  no  demonstrable  effect  of  ery- 
thromycin stearate  or  erythromycin  ethyl  succin- 
ate upon  the  SGOT  level  when  administered  as 
a prophylactic  agent  to  children  who  are  chro- 
nically ill  with  cystic  fibrosis. 

2. — Children  with  cystic  fibrosis  consistently 
demonstrated  abnormal  electrophoretic  patterns 
associated  with  an  inconsistent  rise  in  the  acute 
phase  reactants.  ■ 

4800  Sand  Point  Way  N.E.  (98105) 

abstracto 

Viente  y un  tiihos  cronicamente  enfermos  (fi- 
brosis cistica)  tod  os  los  cuales  tavieron  pat  rones 
electraforeticos  anormales  fueron  someticlos  a la 
eritromicina.  A todos  se  les  did  ana  dosis  tera- 
peutica  por  diez  dias  y continuaron  con  una  dosis 
de  manutencion  diaria  por  un  promedio  de  10.8 
meses.  Niveles  de  (SGOT)  transaminisa  fueron 
tornados  al  principio  y a intervalos  durante  el 
estudio.  En  ningun  instante  hubo  evidencia  de 
lesion  hepatica  indicada  por  elevacion  de  la 
(SGOT)  transaminasa.  Un  niho  tuvo  hepatitis  in- 
fecciosa  con  elevacion  de  SGOT.  La  medicacion 
se  detuvo  pero  se  continuo  cuando  se  recupero 
de  la  hepatitis.  No  habiendo  cambios  subsecu- 
entes  en  el  nivel  de  la  SGOT. 
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Pain  and  a mass  in  the  thenar  area  < 

Dr.  Akeson: 

Present  illness.  This  46-year-old  white  male  first 
noted  a mass  in  the  thenar  eminence  of  the  right 
palm  in  May  of  1963.  This  was  accompanied  by 
mild  pain  in  the  area  which  gradually  increased 
over  a year’s  time  until  this  hospitalization.  The 
pain  was  of  a type  that  remitted  and  exacerbated. 
There  were  no  systemic  symptoms  or  fever  asso- 
ciated. The  right  radial  pulse  had  been  absent  for 
approximately  ten  years,  and  the  absence  was  not 
associated  in  the  patient’s  mind  with  the  present 
symptoms  in  any  way.  Injection  of  hydrocortisone 
and  attempted  aspiration  just  prior  to  admission  to 
the  hospital  led  to  no  relief  of  pain.  No  material 
was  obtained  on  attempts  at  aspiration  of  the  mass. 

Past  history.  There  was  a long  history  of  arterio- 
sclerotic cardiovascular  disease.  Right  lumbar  sym- 
pathectomy was  done,  for  intermittent  claudication, 
in  1953.  There  was  no  improvement  after  thi^-  pro- 
cedure. In  November,  1953,  right  below-knee  am- 
putation was  done.  Continued  difficulty  with  the 
left  lower  extremity  eventually  led  to  a left  sym- 
pathectomy in  November,  1953,  with  considerable 
relief  of  intermittent  claudication. 

The  patient  had  smoked  one  package  of  cigarettes 
a day  for  approximately  thirty  years.  He  drank 
socially  only,  and  his  only  medication  was  a hypo- 
glycemic agent  taken  intermittently  for  diabetes 
mellitus.  The  patient  was  uncertain  as  to  the  exact 
nature  of  this  agent,  as  he  was  a subject  in  a blind 
study.  Laparotomy  was  performed  for  acute  bowel 
obstruction  in  1959  with  no  further  symptoms.  No 
specific  diagnosis  was  made  at  the  time  of  laparo- 
tomy. The  patient  had  had  light  perception  only  in 
the  left  eye  as  result  of  a bomb  explosion  in  1945. 
He  was  unable  to  read  newsprint  with  his  right  eye 
except  with  glasses.  He  had  suffered  myocardial 

From  taped  proceedings  of  resident  staff  CPC  held  at 
8 a.m.  on  the  third  Saturday  of  each  month  in  room  NN  203 
of  the  University  Hospital.  Copies  of  the  protocol  are  dis- 
tributed to  the  residents  prior  to  the  conference  but  the 
differential  diagnosis  is  given  by  a discussant  designated 
only  after  the  conference  is  convened.  Although  an  integral 
part  of  the  resident  training  program,  any  interested  physi- 
cian may  attend  and  all  are  welcome. 
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the  right  hand,  of  one  year  duration. 

infarctions  in  1955  and  1956.  He  had  been  under 
psychiatric  care  intermittently  at  Seattle  Veterans 
Administration  Hospital  with  symptoms  of  passive 
aggressive  personality  and  anxiety  reaction. 

Physical  examination.  He  was  a tall,  well  devel- 
oped, well  nourished  white  male,  complaining 
bitterly  of  severe  right  hand  pain.  Vital  signs:  pulse 
84;  blood  pressure  140/82;  temperature  98.4  F 
orally.  There  was  bilateral  xanthelasma.  The  pupils 
were  equal,  round,  regular  and  reacted  to  light  and 
accommodation.  The  left  fundus  was  poorly  visual- 
ized; the  right  showed  decreased  AV  ratio  of  1:4 
or  1:5.  No  nicking,  however,  was  apparent.  Heart 
sounds  were  without  murmurs.  Pulse  in  arteries  of 
the  upper  extremities  were  2+  except  in  the  right 
radial,  which  was  absent.  Pulse  in  the  lower  ex- 
tremities: femoral,  right  2+,  left  2+;  popliteal, 
right  1+,  left  2 + ; posterior  tibial,  left  absent;  dor- 
salis pedis,  left  absent.  The  abdomen  was  slightly 
obese  and  showed  multiple,  well  healed  scars  of 
gastrostomy,  laparotomy,  right  and  left  sympathec- 
tomies and  appendectomy.  There  was  slight  tender- 
ness in  the  left  lower  quadrant.  Examination  of 
the  genitalia  revealed  a 2 x 1 x 1/2  cm  hydrocele 
on  the  left. 

The  right  thenar  eminence  exhibited  a mild  ec- 
ehvmosis  on  the  palm  at  the  site  of  previous  nee- 
dling. Pain  was  elicited  on  flexion  or  extension  of 
the  thumb  or  fingers,  particularly  the  thumb  and 
index  finger.  He  lacked  full  range  of  motion  because 
of  the  pain,  both  actively  and  passively.  There  was 
no  sensory  loss  or  hyperesthesia  in  the  hand.  There 
was  a barely  discernible  mass  approximately  2 cm 
distal  to  the  transverse  crease  and  just  radial  to  the 
thenar  base  crease.  It  was  less  than  3 mm  in  its 
greatest  diameter. 

Laboratory  and  x-ray  findings.  X-rays  of  the  right 
hand  revealed  no  skeletal  abnormalities.  X-rays 
of  the  chest  revealed  fibrotic  strands  in  the  bases 
which  have  been  present  on  previous  films.  KUB 
films  were  negative,  (Figure  1).  Arteriograms  of 
the  left  leg  showed  that  small  arteries  were  patent 
but  reduced  in  size  at  the  ankle,  (Figure  2).  Hema- 
trocrit  was  42,  white  count  was  8,100  with  normal 
differential.  Sedimentation  rate  was  24  mm  in  one 
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Fig.  1.  Upright  KUB,  November,  1963. 

hour.  Fasting  blood  sugar  was  82  mg  per  100  ml, 
blood  urea  nitrogen  18  mg  per  100  ml.  Urinalysis: 
2 to  4 white  cells  per  high  power  field;  0 to  1 
red  cells  per  high  power  field  and  no  gross  abnor- 
malities. 

Course  in  hospital.  After  admission,  attempted 
aspiration  was  again  unsuccessful  and  a tentative 
diagnosis  of  tenosynovitis  or  carpal  tunnel  syn- 
drome, or  both,  was  made.  The  patient  was  placed 
on  phenylbutazone  and  a short  cast  was  applied 
to  the  forearm  and  hand.  These  measures  provided 
no  relief.  The  case  was  removed  after  three  days. 
On  June  5,  1964,  the  thenar  eminence  was  ex- 
plored and  the  carpal  tunnel  released. 

Dr.  Birkeland: 

I will  assume  that  the  absence  of  the  radial 
pulse  would  go  along  with  the  arteriosclerotic  disease. 
I am  unable  to  connect  any  drug  that  he  might 
have  been  receiving  in  his  research  study  with  his 
present  problem.  The  significance  of  the  elevated 
sedimentation  rate  is  not  apparent  to  me  at  present. 
From  the  roentgenograms,  one  visualizes  the  metal- 
lic clips  inserted  at  the  time  of  sympathectomy. 
The  arteriogram  of  the  left  leg  appears  normal  as 
far  distal  as  the  ankle.  The  films  of  the  hand  show 
some  osteoporosis  which  I would  assume  is  second- 
ary to  immobilization.  The  hand  x-rays  are  other- 
wise normal. 

Dr.  Akeson: 

Dr.  Gerdes,  would  you  say  there  is  evidence  of 
arteriosclerotic  cardiovascular  disease  on  the  basis 
of  these  x-rays? 


Fig.  2.  Arteriogram,  left  leg. 


Dr.  Gerdes: 

I think  the  small  vessels  in  the  lower  left  extrem- 
ity, at  the  level  of  the  ankle,  are  smaller  than  they 
should  normally  be. 

Dr.  Akeson: 

Is  there  any  evidence,  in  the  films  of  the  chest 
or  abdomen,  of  calcification  of  the  major  vessels  or 
of  cardiomegaly? 

Dr.  Gerdes: 

No. 

Dr.  Birkeland: 

Did  the  patient  have  any  skin  changes  on  the 
hand? 

Dr.  Clifford: 

None  were  noted. 

Dr.  Birkeland: 

From  the  history,  I believe  this  patient  has  peri- 
pheral arteriosclerotic  changes  but  am  not  sure  of 
their  relationship  to  the  mass  in  the  hand.  I would 
believe  the  primary  diagnosis  is  probably  an  arterial 
thrombosis  in  the  hand  with  reaction  around  the 
vessel,  thus  producing  his  pain.  In  addition,  he 
probably  has  a carpal  tunnel  syndrome.  I believe 
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the  differential  diagnosis  is  between  arterial  throm- 
bosis and  tumors  of  the  hand. 

The  commonest  tumors  in  the  hand  are  ganglia, 
which  arise  in  the  connective  tissue  of  the  joint  or 
occasionally  from  tendon  sheaths.  Xanthoma  (giant 
cell  tumor  of  tendon  sheaths)  is  the  second  most 
common  hand  tumor.  These  tumors  are  actually 
found  more  distallv,  in  the  fingers,  and  are  usually 
painless  but  they  frequently  interfere  with  motion. 
One  frequently  thinks  of  xanthomatous  tumors  in  a 
patient  such  as  this  with  long-standing  diabetes. 
Epidermoid  tumors  or  inclusion  cysts  are  usually 
associated  with  trauma  and  are  most  common  in 
the  palms  of  the  hands  and  fingers.  They  are  slow 
growing  and  seldom  cause  pain.  Sebaceous  cysts  are 
seen  within  the  palmar  skin.  The  typical  mucous 
cysts,  or  degenerative  cysts,  are  chiefly  found  about 
the  nails  in  females. 

For  completeness,  one  would  have  to  include  the 
vascular  tumors.  If  this  were  a large  aneurysm,  I 
would  have  expected  blood  to  have  been  withdrawn 
during  one  of  the  aspirations.  Benign  and  malignant 
vascular  tumors  can  occur  in  the  hands  and  involve 
the  thenar  and  hypothenar  areas  of  the  palm.  These 
lesions  are  seldom  painful  unless  they  produce  pres- 
sure on  an  adjacent  nerve.  Fibromas  are  slow  grow- 
ing, benign,  and  can  occur  anywhere  but  are 
infrequent  in  the  hand.  When  they  are  seen  over 
the  middle  joint  of  the  fingers,  they  are  some- 
times called  Gerhardt’s  pads,  in  which  there  is  ap- 
parently a hereditary  predisposition.  Neurofibroma 
might  be  considered  but  there  are  no  other  stig- 
mata of  this  syndrome.  Neuromas  are  secondary  to 
trauma  and  this  patient  gives  no  satisfactory  history. 
Neurilemmomas  usually  involve  peripheral  nerves 
rather  than  the  digital  branches.  Lipomata  are 
likewise  infrequent  in  the  hand  but  when  they  occur, 
they  are  usually  in  the  palm.  They  are  soft  to  pal- 
pation and  appear  radiolucent  on  x-ray.  Tumors  of 
muscle  are  extremely  uncommon  in  the  hand,  as  is 
synovioma. 

My  diagnosis  is: 

Arterial  thrombosis  with  an  associated  carpal 
tunnel  syndrome. 

Dr.  Akeson: 

Before  we  proceed  with  the  surgery  and  pathology 
findings,  are  there  any  comments? 

Dr.  Thieme: 

I had  a chance  to  review  this  case  in  the  hos- 
pital and  believe  the  arteriographic  findings  were 
passed  over.  I am  not  sure  what  was  meant  by 
arteriosclerosis.  The  proximal  femoral  tree  shows  no 
evidence  of  artherosclerosis  at  all.  The  anterior  and 
posterior  tibial  arteries  do  not  fill  normally.  This 
is  not  the  pattern  of  artherosclerosis. 

Dr.  Birkeland: 

Would  this  be  compatible  with  Buerger’s  disease? 
Dr.  Thieme: 

This  is  typical  of  Buerger’s  disease. 

Dr.  Birkeland: 

Perhaps  this  represents  localized  Buerger’s  disease 
in  his  hand. 

Dr.  Convery: 

I think  there  are  three  points  that  may  be  perti- 


Fig.  3.  Oblique  section  through  artery:  intact  media  with 
adventitial  fibrosis,  thrombosis  of  lumen  with  giant  cell 
reaction  and  organization.  X 80. 


nent  in  this  case:  1.— the  pain  was  quite  intense; 
2.— the  lesion  was  very  small;  and  3.— it  did  not  im- 
prove when  the  hand  was  placed  in  a cast.  Despite 
the  fact  that  most  glomus  tumors  are  subungual, 
they  are  occasionally  seen  in  the  palm.  I would  think 
these  findings  would  be  classical  for  a glomus  tumor. 

Dr.  Staheli: 

I would  like  to  agree  with  Dr.  Convery  that 
this  fits  well  with  glomus  tumor.  These  tumors  are 
more  common  in  patients  with  vasomotor  instability. 

Dr.  Reilly: 

Without  calcification  of  the  major  vessels,  I do 
not  think  his  vascular  changes  were  associated  with 
his  diabetes.  He  had  two  myocardial  infarctions  and 
small  bowel  obstruction  and  I think  these  could  be 
manifestations  of  diffuse  arteritis.  Periarteritis  nod- 
osa has  too  long  a course  to  be  consistent  with 
this  case.  Lupus  erythematosis  occurs  mainly  in 
women.  Scleroderma  might  also  be  considered  but 
does  not  fit  well  with  the  physical  findings.  I believe 
that  this  case  fits  most  closely  with  Buerger’s  disease 
although  I recognize  there  is  some  question  as  to 
whether  this  disease  exists  as  an  entity. 

Dr.  Akeson: 

Did  the  patient  have  migrating  phlebitis  or  symp- 
toms of  small  vessel  obstruction  before  intermittent 
claudication  occurred,  that  is,  did  he  have  pain  in 
his  toes  or  changes  in  skin  temperature? 

Dr.  Clifford: 

No.  The  surgical  findings  were  interesting  in  this 
regard.  There  was  thrombosis  in  the  superficial 
palmar  artery.  This  lesion  was  at  the  site  of  the 
patient’s  pain.  There  was  considerable  scarring 
around  the  vessel  and  when  the  tourniquet  was  re- 
leased, there  was  no  visible  pulsation. 
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Dr.  Akeson: 

Dr.  Vracko,  would  you  discuss  the  pathology. 
Dr.  Vracko: 

We  attempted  to  review  the  pathology  of  the 
above  knee  amputation  that  had  been  performed 
elsewhere.  Unfortunately,  the  material  was  described 
only  grossly  and  no  tissue  sections  were  made.  Ma- 
terial received  at  the  time  of  the  present  operation 
was  a 4.0  cm  segment  of  what  appeared  to  be  an 
artery  with  several  small  branches  attached.  The 
lumen  was  occluded  by  a yellow  core.  Microscopic 
changes  consisted  of  fibrous  thickening  of  the  ad- 
ventitia encompassing  adjacent  vein  (Figure  3). 
The  fibrosis  extended  also  into  adjacent  skeletal 
muscle.  The  media  and  internal  elastic  lamina  were 
well  preserved.  This  was  confirmed  with  special 


Fig.  4.  Artery  wall  and  lumen:  fibrosis  of  adventitia, 
proliferation  of  intima,  recent  blood  clot  with  cellular 
debris  and  multinucleated  giant  cells.  X 100. 

stains.  The  lumen  of  the  vessel  showed  acute  and 
chronic  changes.  The  former  consisted  of  a recent 
thrombus  containing  a few  fibroblasts,  lymphocytes, 
polymorphonuclear  leukocytes  and  multinucleated 
giant  cells,  (Figure  4).  The  older  changes  were 
those  of  intimal  thickening  and  obliteration  of  the 
lumen  by  loose  connective  tissue  containing  pig- 
ment laden  macrophages  and  new  capillaries.  A 
number  of  small  arteries  and  veins  in  the  surround- 
ing connective  tissue  were  infiltrated  by  lympho- 
cytes. 

These  are  the  findings  of  active  and  chronic 
thromboangiitis  obliterans  as  described  by  Buerger.1 
It  occurs  predominantly  in  young  men,  involves  the 
smaller  arteries  of  extremities  and  various  viscera 
and  the  process  seems  to  be  aggravated  by  smok- 


ing. Tuberculosis  or  necrotizing  angiitides  can  be 
ruled  out  in  view  of  preservation  of  media  and 
elastic  lamina. 

The  existence  of  this  entity  was  challenged  by 
Wessler.-  More  recent  literature*  and  our  experience 
in  the  VA  Hospital  indicate  that  there  is  a distinct 
clinical  and  pathological  entity  as  it  was  described 
by  Buerger.31 

Finally,  I should  like  to' mention  that  all  the  symp- 
toms this  patient  demonstrated  over  the  past  ten 
years  are  very  likely  due  to  this  same  process  in- 
volving the  arteries  of  various  viscera. 

Dr.  Thieme: 

The  local  tenderness  is  unusual  for  Buerger’s  di- 
sease. I wonder  if  we  could  explain  this  on  the 
basis  of  multiple  small  peripheral  emboli?  He  had 
two  myocardial  infarctions.  I bring  this  up  because 
Wessler  emphasized  the  fact  that  he  thinks  a large 
number  of  these  cases  are  in  fact  peripheral  emboli. 
Dr.  Vracko: 

In  the  last  five  cases  of  Buerger’s  disease  in  which 
an  extremity  was  removed,  we  took  sections  at 
centimeter  intervals  all  along  the  course  of  the  ves- 
sels to  see  if  we  could  demonstrate  embolization. 
We  could  not.  The  disease  process  seems  to  occur 
segmentally  in  the  smaller  arteries.  It  has  been 
described  also  to  involve  the  coronary,  pulmonary 
and  mesenteric  arteries. 

Dr.  Blue: 

Since  the  patient  has  not  had  a radial  artery  for 
a number  of  years,  it  would  be  hard  to  see  how 
recent  embolization  could  be  the  cause  of  his  acute 
problem. 

Dr.  Vracko: 

Yes,  and  this  process  is  different  from  organiza- 
tion of  an  embolus.  An  organizing  embolus  shows 
granulation  tissue  glowing  in  from  the  media.  In 
this  case,  the  media  and  the  internal  elastica  were 
intact  and  the  process  occurred  in  the  lumen  and 
the  adventitia. 

Dr.  Akeson: 

Do  we  have  a follow-up  on  this  patient? 

Dr.  Taylor: 

The  patient  was  seen  six  weeks  after  operation. 
The  exquisite  tenderness  over  thenar  area  was  no 
longer  present  but  he  was  complaining  rather  bitterly 
of  continuing  hand  pain  and  by  this  time,  it  was 
associated  with  very  definite  decreased  sensation  in 
the  median  nerve  distribution.  There  was  definite 
evidence  of  denervation  of  the  thenar  muscles.  There 
was  also  delayed  nerve  conduction  time  across  the 
wrist.  Our  experience  had  shown  that  the  distal 
fibers  of  the  transverse  carpal  ligament  are  fre- 
quently not  adequately  divided  to  decompress  the 
median  nerve.  At  re-exploration,  this  was  indeed 
found  to  be  the  case.  Complete  decompression  of  the 
median  nerve  brought  relief  of  his  major  symptoms. 
The  patient  had  double  disease. 

Dr.  Clawson: 

I believe  it  is  worth  emphasizing  that  whenever 
one  is  dealing  with  a degenerative  or  inflammatory 

*See  article  by  Thieme  in  this  issue. 
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process  about  the  wrist,  the  carpal  tunnel  syndrome 
should  be  considered.  Whenever  the  patient  has 
bizarre  hand  findings  such  as  stiffness,  a dull  ache, 
especially  coming  on  after  he  first  retires  in  the 
evening,  median  nerve  compression  should  be  ruled 
out.  The  best  clinical  test  that  I am  aware  of  is 
holding  the  wrist  in  forced  flexion  for  two  to  three 
minutes,  which  will  aggravate  the  symptoms  in  the 
case  of  carpal  tunnel  compression.  Delayed  nerve 
conduction  time  will  clinch  the  diagnosis.  Occasion- 
ally, immobilization  of  the  wrist  or  injection  of  the 
carpal  tunnel  with  hydrocortisone  may  improve 
the  symptoms;  however,  all  too  often  the  process 
will  continue  insidiously  until  it  reaches  an  advanced 
stage,  unless  surgically  decompressed.  One  point  of 


anatomy  should  be  stressed.  Few  realize  that  the 
transverse  carpal  ligament  extends  into  the  palm 
as  far  distally  as  a line  drawn  across  the  palm  from 
the  thumb  web,  (Figure  5). 

Dr.  Akeson: 

In  summary,  we  could  reconstruct  the  events  that 
happened  in  this  patient  as  follows:  He  apparently 
had  thromboangiitis  obliterans  of  the  superficial 
palmar  artery  which  lies  superficial  to  the  carpal 
tunnel.  He  developed  inflammatory  changes  which 
contributed  to  his  carpal  tunnel  syndrome.  At  opera- 
tion, the  mass  was  removed  but  the  surgeon  did  not 
completely  divide  the  flexor  retinaculum.  Although 
the  precipitating  cause  of  the  syndrome  was  re- 
moved, the  compression  continued  and  the  pain 
was  not  relieved  until  the  carpal  tunnel  was  com- 
letely  roofed. 

Diagnosis: 

Radial  artery  occlusion,  due  to  Buerger’s  disease, 
associated  with  carpal  tunnel  syndrome. 
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SHIMMERING  TAPESTRY  OF  LANGUAGE 

The  English  language,  tempered  and  honed  over  the  centuries,  is  our  most  precious 
cultural  inheritance.  All  of  Chaucer’s  plenty,  all  of  Shakespeare’s  fancy,  all  of  Churchill’s 
thunder  are  woven  into  the  shimmering  tapestry  which  has  been  proudly  passed 
from  one  generation  to  the  next.  It  hangs  upon  the  walls  of  the  English-speaking 
world  like  a great  web  of  dazzling  light,  coruscating  with  a million  radiant  hues, 
shedding  its  rays  of  wit  and  wisdom  and  warmth  and  wonder  over  the  greatest  and 
the  least  of  us  who  share  this  heritage. 


Max  Rafferty,  Copyright  1965,  The  Los  Angeles  Times,  Reprinted 
with  Permission  of  Los  Angeles  Times  Syndicate. 
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Power  Lawn  Mowers  Are  Dangerous  Weapons 

ABRAHAM  B.  BERGMAN,  M.D.  Seattle,  Washington 

One  hundred  ten  patients  were  treated  in  Seattle  hospitals  for  injuries 
received  from  power  lawn  mowers  during  the  spring  and  summer  of  1964.  Two 
illustrative  cases  in  children  are  reported:  one  of  the  missile  type  and  one  of  the 
direct-contact  type.  Physicians  arc  urged  to  play  a role  in  attempting  to  reduce 
power  mower  injuries. 


Accompanying  the  increasing  use  of  modern 
labor-saving  mechanical  devices  is  a growing 
catalogue  of  unique  injuries  for  the  physician  to 
treat.  Such  evidence  of  “progress”  is  demon- 
strated by  the  tide  of  accidents  caused  by  power 
lawn  mowers.  The  vast  majority  of  accidents 
occur  with  the  rotary  mower,  which  is  also  the 
most  popular  type  in  use.1 

Accidents  occur  either  as  a result  of  direct 
contact  with  the  moving  parts  or  as  a result  of 
objects  propelled  by  the  rotating  blade.  Those 
of  direct  type  cause  shearing  or  crushing  injuries 
to  hands  or  feet.  Hurled  objects  cause  penetrat- 
ing injuries,  often  at  a distance  from  the  ma- 
chine. The  cutting  blade  of  a rotary  mower  ro- 
tates from  2400  to  4000  revolutions  per  minute, 
and  objects  can  be  hurled  with  velocities  up  to 
300  feet  per  second.2  The  cause  of  injury  may 
be  overlooked  unless  the  physician  is  alert  to  the 
possibility  of  power  mower  injury  and  includes 
it  in  differential  diagnosis.3 

Examples  of  both  types  of  injury  were  graph- 
ically portrayed  by  two  children  seen  recently 
at  Children’s  Orthopedic  Hospital  and  Medical 
Center. 

CASE  REPORTS 

Case  1.  A 13-month-old  girl  was  sitting  on  the  porch 
steps  watching  her  mother  mow  the  lawn.  The 
mother  was  using  a popular  type  of  rotary  power 
mower  and  was  30  to  40  feet  away  from  the  child. 
Suddenly  the  child  cried  and  slumped  over,  blood 
coming  from  the  left  side  of  her  neck.  The  mother 
remembered  hearing  the  sound  of  the  mower  strik- 
ing a hard  object.  The  child  was  taken  to  her 
physician’s  office  and  referred  immediately  to  Chil- 
dren’s Medical  Center. 

On  admission,  she  seemed  to  be  in  some  pain 
when  she  moved  her  head,  but  was  not  acutely  ill. 


From  the  Children's  Orthopedic  Hospital  and  Medical 
Center  and  Department  of  Pediatrics,  University  of  Wash- 
ington School  of  Medicine,  Seattle. 

Dr.  Bergman  is  Director,  Outpatient  Services,  and  Assis- 
tant Professor  of  Pediatrics. 


There  was  a 2 mm,  penetrating  wound  in  the  mid- 
portion of  the  left  sternocleidomastoid  muscle  with  a 
small  amount  of  blood  coming  from  it.  In  addition, 
there  was  an  imbedded  object  protruding  under  the 
skin  of  the  left  scapula.  There  were  no  other  find- 
ings. X-ray  showed  a 6 cm  piece  of  wire  lying  out- 
side the  rib  cage  on  the  left  side  passing  from 
beneath  the  sternocleidomastoid  to  the  scapula  (Fig- 
ure 1). 

The  patient  was  taken  to  surgery  where  the  dirty 
piece  of  wire  was  removed  from  the  left  side  of  the 
neck.  It  lay  adjacent  to  the  trachea,  and  the  vital 
nerves  and  blood  vessels  in  the  area  but  amazingly, 
had  not  struck  any  of  them.  Her  postoperative  course 
was  uneventful  and  she  was  discharged  on  the 
second  hospital  day. 

Case  2.  A 3-year-old  boy  was  following  in  the  path 
of  his  12-year-old  brother  who  was  operating  a 
popular  type,  riding,  rotary  mower.  He  came  close 
to  the  machine  just  as  the  operator  shifted  to  re- 
verse. His  left  foot  was  struck  by  the  blade,  shear- 
ing off  almost  the  entire  anterior  portion,  (Figure 
2).  He  was  taken  to  the  Mary  Bridge  Hospital  in 
Tacoma  where  a Svme  amputation  of  the  left  foot 
was  performed.  He  is  now  attending  the  Prosthesis 
Clinic  at  Children’s  Medical  Center. 

the  problem  in  King  County 

In  an  attempt  to  gain  some  picture  of  the  inci- 
dence of  power  mower  injuries  in  our  commun- 
ity, the  Seattle-King  County  Safety  Council  con- 
ducted a survey  through  the  mowing  season  of 
1964.  The  Safety  Council  requested  the  assist- 
ance of  the  Seattle  Area  Hospital  Council  and 
through  its  cooperative  efforts,  thirty-two  hos- 
pitals were  contacted  and  requested  to  notify 
the  Safety  Council  of  all  power  mower  injuries 
seen  between  May  7,  1964  and  October  4,  1964. 
(This  was  the  second  time  the  Seattle  Area  Hos- 
pital Council  had  effectively  cooperated  with 
the  Safety  Council  in  developing  statistical  inci- 
dent reports  regarding  injuries.  Prior  to  the 
power  mower  survey,  the  Hospital  Council  re- 
ported the  number  of  glass  door  injuries  to  the 
Safety  Council.) 

During  this  five-month  period,  110  power 
mower  injuries  were  seen  in  the  emergency 
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Fig.  1.  a.  P-A  view  and,  b.  lateral  view.  X-rays  showing  6 cm  piece  of  rusty  wire  thrown  by  a 
rotary  lawn  mower  imbedded  in  the  left  side  of  the  neck  of  a 13-month-old  child  (Case  1). 


Fig.  2.  a.  A-P  view  and,  b.  lateral  view.  X-ray  of  the  left  foot  showing  avulsed  fragment 
containing  two  metatarsals  (Case  2). 


rooms  of  20  hospitals;  34  of  these  patients  re- 
quired admission.  Nineteen  occurred  in  children 
under  14  years  of  age.  There  were  no  fatalities. 
No  attempt  was  made  to  record  the  number  of 
patients  treated  by  physicians  in  their  offices. 


discussion 

Since  World  War  11  the  Outdoor  Power  Equip- 
ment Institute  estimates  that  manufacturers  in 
the  United  States  have  shipped  approximately 
45  million  power  lawn  mowers,  of  which  about 
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half  are  currently  in  use.  Annual  shipments  for 
1964  were  slightly  more  than  4 million  units,  the 
approximate  level  that  has  pertained  since  1958. 
About  92  per  cent  of  shipments  have  been  of  the 
rotary-type  mower.4 

It  is  logical  to  assume  that  unless  there  is  a 
sudden  bent  towards  physical  fitness  programs 
among  American  families  manifested  by  a return 
to  the  hand  lawn  mower  (which  judging  by 
history  is  most  unlikely),  urgent  measures  are 
required  to  curb  the  rising  tide  of  power  mower 
injuries.® 

There  are  several  actions  by  both  the  con- 
sumers and  manufacturers  that  would  markedly 
reduce  the  number  of  power  mower  injuries. 
First  of  all,  besides  promoting  collateral  coro- 
nary artery  circulation,  there  is  no  safety  substi- 
tute for  an  old  fashioned  hand  mower,  particu- 
larly if  children  are  present.  If  a power  mower 
is  necessary,  reel  mowers  are  by  far  the  safest 
variety.* 

When  using  a power  mower,  the  ignition 
should  be  interrupted  before  ever  putting  the 
hands  near  the  blade.  Heavy  shoes  should  be 
worn;  the  operator  should  never  go  barefoot  or 
wear  sneakers. 

If  a rotary  mower  is  to  be  used,  there  are 
several  design  features  which  would  greatly  add 
to  its  safety.  The  vent  should  be  on  the  side 
so  that  grass  is  thrown  away  from  the  operator, 
and  not  at  him.  A significant  proportion  of  mis- 
siles are  propelled  through  the  vent.  A heavy 
canvas  grass  catcher,  reinforced  with  wire  mesh, 
would  stop  them.  A skirt  of  chain-mail  dragging 
on  the  ground  around  the  mower  would  stop 
missiles  from  flying  out  underneath  and  tend  to 
keep  errant  feet  away  from  the  blade. 

*The  hammer  knife  type  may  be  a close  second.  Ed. 


There  are  two  avenues  of  approach,  then,  to 
reducing  the  injury  toll:  consumer  education  and 
production  safety  standards  in  the  power  mower 
industry.  Public  awareness  of  the  magnitude  of 
this  problem  will  eventually  result  in  safer  power 
mowers  being  produced.  Physicians  can  actively 
catalyze  this  process,  both  individually  through 
education  of  their  patients  and  collectively 
through  medical  society  action.  ® 

4800  S and  Point  Way  N.E.  (98105) 
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Case  1,  and  Donald  F.  McKay,  M.D.,  of  Tacoma,  for  per- 
mission to  report  Case  2. 

I am  also  indebted  to  Mr.  A1  McGee  of  the  Seattle-King 
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abstracto 

Ciento  diez  pacientes  fueron  trataclos  en  los 
hospitales  de  Seattle,  de  lesiones  recibidas  con 
segadoras  de  praclo  motorizadas  durante  la  pri- 
mavera  ij  el  verano  de  1964.  Dos  casos  ilustra- 
tivos,  en  nihos,  se  reportan  aqui;  uno  del  tipo 
proyectil  y el  otro  de  contacto  directo.  Se  urge 
a los  medicos  a tornar  un  papel  tendiendo  a 
reducir  la  ocurrencia  de  lesiones  por  segadoras 
a motor. 
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Buerger's  Disease 

Further  Support  for  the  Entity 

W.  T.  T HI  E M E,  M.D./D.  E.  STRANDNESS,  JR.,  M.D./J.  W.  BELL,  M.D.,  Seattle,  Washington 

A study  of  eight  patients  teas  undertaken  to  test  the  validity  of  the  diagnosis 
of  Buerger’s  disease.  It  was  found  that  these  patients  have  a distinctive  form  of 
vascular  disease,  determined  clinically,  arteriographically,  pathologically  and 
plethysmo graphically,  which  corresponds  to  that  described  by  Buerger.  In 
particular,  evidence  is  given  to  show  that  these  cases  do  not  represent  unusual 
forms  of  atherosclerosis  or  thromboembolic  disease.  It  is  concluded  that  Buerger’s 
disease  is  a proper  diagnostic  category.  Of  special  interest  is  a plethysmo  graphic 
abnormality  which  was  found  and  appears  to  be  unique  to  this  disease. 


I n recent  years  the  existence  of  Buerger’s  disease 
as  a separate  distinct  entity  has  been  questioned. 
The  argument  against  the  diagnosis  was  present- 
ed in  a report  by  Wessler  and  his  associates  in 
I960.1  In  their  retrospective  analysis  of  hospital 
case  records  no  case  of  peripheral  vascular  oc- 
clusion could  be  found  which  could  be  attributed 
to  thromboangiitis  obliterans.  It  was  concluded 
that  “ . . . thromboangiitis  obliterans  does  not, 
and  probably  never  did,  exist  as  a separate  en- 
tity.” This  view  has  been  both  accepted  and 
challenged.211  In  an  attempt  to  clarify  this  noso- 
logical controversy,  eight  patients  who  had  pre- 
viously been  diagnosed  as  having  Buerger’s  dis- 
ease were  re-evaluated.  It  was  found  that  these 
patients  have  a vascular  disease  of  a distinct  type 
which  is  indistinguishable  from  that  described  by 
Buerger.12  It  is  concluded  that  these  patignts 
have  thromboangiitis  obliterans,  confirming  the 
existence  of  the  disease.  In  addition,  a plethvsmo- 
graphic  abnormality  indicating  involvement  of 
the  arteries  of  the  hand  has  been  noted,  further 
separating  these  cases  into  a distinct  type  of 
vascular  disease. 

studies 

From  the  records  of  the  Peripheral  Vascular 
Laboratory',  Veterans  Administration  Hospital, 
Seattle,  eight  patients  with  a diagnosis  of  Buer- 
ger’s disease  were  available  for  study.  The  pa- 


From  the  Surgical  Service.  Veterans  Administration  Hos- 
pital, and  the  Department  of  Surgery,  University  of  Wash- 
ington School  of  Medicine,  Seattle,  Washington. 

Dr.  Thieme  is  Assistant  in  Surgery.  University  of  Wash- 
ington School  of  Medicine,  Seattle,  Washington. 

Dr.  Strandness  is  Clinical  Investigator,  Veterans  Admin- 
istration Hospital  and  Assistant  Professor  of  Surgery, 
University  of  Washington  School  of  Medicine,  Seattle, 
Washington. 

Dr.  Bell  is  Chief,  Surgical  Service,  Veterans  Administra- 
tion Hospital  and  Associate  Professor  of  Surgery,  Univer- 
sity of  Washington  School  of  Medicine,  Seattle,  Wash- 
ington. 


tients  were  recalled  for  personal  interview  and 
physical  examination.  Complete  blood  count,  ur- 
inalysis, fasting  and  two-hour  postprandial  blood 
sugar,  serum  protein,  serum  electrophoresis, 
serum  cholesterol,  VDBL,  cold  agglutinins,  cryo- 
globulin and  electrocardiogram  studies  were 
done  on  each  by  standard  techniques. 

Digital  plethysmograph  tracings  were  taken 
with  a mercury  strain  gauge  plethysmograph 
using  the  method  outlined  by  Strandness,  et  al.13 
With  recordings  taken  from  each  digit  and  mea- 
surement of  upper  and  lower  extremity'  systolic 
blood  pressure  gradients,  information  regarding 
the  presence  or  absence  of  arterial  occlusion  and 
the  anatomic  level  of  occlusion  was  obtained. 

Prior  arteriograms  of  the  lower  extremities 
were  reviewed.  Aortograms  or  femoral  arterio- 
grams had  been  obtained  on  seven  of  the  eight 
patients.  No  arteriograms  of  the  upper  extremity 
were  available. 

Pathological  material,  consisting  of  gross  speci- 
mens and  microscopic  sections  from  surgically 
resected  tissues,  was  reviewed.  The  major  part 
of  this  material  came  from  unilateral  leg  ampu- 
tation specimens  in  six  patients  and  bilateral  leg 
amputations  in  the  remaining  two  patients.  Tis- 
sues from  five  finger  amputations  and  one  super- 
ficial vein  biopsy  were  studied. 

history 

The  eight  patients  were  all  white  American 
men  of  mixed  ethnic  background.  Their  ages  at 
the  time  of  examination  ranged  from  28  to  49 
years,  with  a mean  of  39  years.  They  were  in 
excellent  general  health  and  had  no  complaints 
other  than  those  referable  to  their  peripheral  vas- 
cular disease.  All  were  moderate  to  heavy  smok- 
ers (one  to  two  packs  daily)  beginning  in  their 
mid-teens. 

The  initial  symptoms  of  vascular  disease  ap- 
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peared  at  a mean  age  of  24  years  with  a range 
from  15  to  41  years.  The  initial  symptoms  were 
intermittent  lower  extremity  claudication  in  five, 
cold  hypersensitivity  in  two  and  thrombophle- 
bitis in  one.  None  of  the  patients  gave  a history 
of  frostbite,  syphilis,  trauma,  vibration  injury,  ex- 
posure to  ergot  or  heavy  metals. 

In  each  case  the  vascular  disease  steadily  pro- 
gressed. Eventually  each  of  the  patients  came  to 
suffer  from  intermittent  instep  claudication,  in- 
termittent calf  claudication,  cold  hypersensi- 
tivity and  ischemic  rest  pain.  The  cold  hyper- 
sensitivity was  of  the  Raynaud’s  type,  with 
blanching  and  numbness  of  digits  followed  by 
cyanosis,  rubor  and  pain  following  minor  cold 
exposure.  Seven  of  the  patients  developed  skin 
ulceration  of  the  toes  or  fingers.  They  were 
described  as  being  exquisitely  painful.  In  each 
case  lower  extremity  symptoms  were  bilateral. 

Thrombophlebitis  occurred  in  four  patients. 
This  was  characterized  as  being  recurrent,  focal, 
migratory  inflammation  of  the  superficial  veins. 

Bilateral  upper  extremity  symptoms  of  cold 
hypersensitivity,  hand  and  arm  claudication, 
phlebitis  or  finger  ulceration  or  both  occurred  in 
five  of  the  patients. 

Conservative  therapy  was  unsuccessful  in  the 
treatment  of  the  pain  or  ulcers.  Cessation  of 
smoking  by  five  patients  for  short  periods  was  of 
transitory  benefit  in  only  one  patient.  Thirteen 
lumbar  and  two  cervical  sympathectomies  done 
on  seven  patients  were  of  transient  benefit  only 
in  two  patients.  Eventually  each  of  the  patients 
had  at  least  one  leg  amputation  and  two  had 
bilateral  leg  amputations.  All  were  initially  below 
the  knee  amputations,  but  one  patient  required 
a revision  to  above  the  knee.  Age  at  the  time  of 
the  first  leg  amputation  ranged  from  23  to  43 
years,  with  a mean  of  33  years.  Ffve  finger  am- 
putations were  required  in  two  patients.  These 
were  not  followed  by  more  proximal  amputation. 

physical  examination 

The  only  abnormalities  noted  on  physical  ex- 
amination were  related  to  the  involved  extremi- 
ties. These  all  showed  typical  ischemic  changes 
consisting  of  dependent  rubor,  elevation  pallor, 
delayed  capillary  and  venous  filling,  absent  shin 
hair  and  hypertrophic  toenails.  In  each  case 
femoral  and  popliteal  pulses  were  present  and 
strong,  while  dorsalis  pedis  and  posterior  tibial 
pulses  were  absent.  No  abdominal,  femoral  or 
popliteal  bruits  were  heard.  Two  patients  had 
toe  ulcerations  which  were  remarkably  tender. 


One  patient  had  failure  of  primary  healing  of  a 
recent  below-knee  stump  revision. 

The  upper  extremities  showed  fewer  signs  of 
ischemic  disease.  One  patient  had  four  well- 
healed  finger  amputations  and  another  had  a 
healing,  recent  finger  amputation.  In  two  pa- 
tients radial  pulses  were<weak  and  ulnars  absent 
bilaterally.  The  others  had  normal  wrist  pulses. 

laboratory  results 

Tests  of  fasting  blood  sugar,  two-hour  post- 
prandial blood  sugar,  serum  cholesterol,  serum 
proteins,  cryoglobulins,  and  cold  agglutinins 
done  on  each  patient  were  all  normal  or  nega- 
tive. Hematocrit,  erythrocyte  sedimentation 
rate,  serum  electrophoresis  and  electrocardio- 
grams were  also  normal.  White  blood  cell  counts 
were  elevated  in  six  patients  ranging  from 
10,400  to  19,600,  with  normal  differential  counts. 
The  VDRL  test  was  weakly  reactive  in  one  pa- 
tient and  non-reactive  in  the  other  seven. 

mercury  strain  gauge  plethysmography 

By  measuring  systolic  blood  pressure  at  foul- 
levels  of  the  leg  (groin,  above  the  knee,  below 
the  knee,  and  ankle)  it  is  possible  to  localize 
the  anatomic  level  of  arterial  occlusiun.  A fall 


DIGITAL  PLETHYSMOGRAPHY  RIGHT  FOOT 


Fig.  1.  The  circulation  to  the  fourth  toe  is  normal  as  evi- 
denced by  the  normal  pulse  volume  and  contour.  The 
digit  pulse  from  the  fifth  toe  is  considerably  damped  in- 
dicating involvement  of  the  digit  or  plantar  arteries  sup- 
plying the  toe. 
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in  pressure  of  20  to  30  mm  Hg  or  more  between 
successive  levels  is  taken  as  a sign  of  arterial 
occlusion.  Utilizing  this  technique,  the  thigh 
vessels  and  aorto-iliac  system  were  shown  to  be 
patent  in  all  cases.  In  five  of  the  six  legs,  the 
occlusive  disease  was  limited  to  the  popliteal 
artery  and  distal  branches.  In  the  upper  ex- 
tremity the  pressure  gradients  were  normal  in 
each  instance,  ruling  out  occlusive  involvement 
of  the  subclavian  or  brachial  artery  systems. 

The  digit  pulse  tracings  were  useful  in  fur- 
ther localizing  the  site  of  involvement  in  the 
hands  and  feet.  With  major  artery  occlusion  the 
pulses  recorded  from  each  digit  show  the  same 
contour  and  amplitude.  In  five  of  the  six  lower 
extremities  the  involvement  of  the  anterior  tibial 
and  posterior  tibial  arteries  gave  essentially  the 
same  tracing  pattern  in  all  digits.  In  the  remain- 
ing extremity'  the  involvement  was  early  and  in 
the  foot,  as  evidenced  by  normal  circulation  to 
the  fourth  toe  whereas  the  fifth  toe  was  in- 
volved (Figure  1). 

In  the  patients  with  hand  involvement  a simi- 
lar pattern  of  occlusive  involvement  was  noted 
(Figure  2).  In  some  digits,  the  circulation  was 
nearly  normal  whereas  adjacent  fingers  would 
show  conclusive  evidence  of  arterial  occlusion. 

DIGITAL  PLETHYSMOGRAPHY 
FINGERS  RIGHT  HAND 


This  pattern  has  not  been  observed  in  any  pa- 
tients with  arteriosclerosis  obliterans. 

arteriography 

Lower  extremity  arteriograms  were  available 
on  seven  of  the  eight  patients.  Vessels  proximal 
to  the  occlusive  lesions  were  in  all  cases  normal 
and  showed  no  evidence  of  atherosclerosis.  The 
occlusions  were  confined  to  vessels  below  the 
knee  in  all  cases  except  one,  which  had  involve- 
ment of  the  popliteal  artery  as  well. 

pathology 

Grossly,  each  leg  amputation  specimen  had 
focal  arterial  occlusions  with  normal  vessels  prox- 
imallv.  The  arteries  were  fused  to  the  adjacent 
veins  and  nerves  and  could  be  separated  only  by 
sharp  dissection  (Figure  3).  Atheromata  and 
fresh  thrombi  were  not  seen. 

Microscopically  the  arteries  showed  a uniform 
picture.  Arterial  architecture  was  intact.  The  lu- 
men was  filled  with  an  organizing  thrombus 
having  collections  of  mononuclear  cells  and  vary- 
ing degrees  of  recanalization.  The  adjacent  veins 


Little 


Fig.  2.  The  thumb  and  index  finger  are  involved,  whereas  the  other  three  fingers  are  nearly  normal. 
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Fig.  3.  The  artery,  vein  and  nerve  are  fused  by  dense 
fibrous  tissue.  X 47. 


were  usually  thrombosed.  In  all  of  the  patho- 
logic material  only  two  small  atheromata  were 
found.  These  had  no  overlying  thrombus  and 
were  not  of  sufficient  size  to  compromise  the 
arterial  lumen.  The  acute  specific  lesion  de- 
scribed by  Buerger,  and  recently  shown  by  Mc- 
Kusick,9  consisting  of  a collection  of  mononucle- 
ar, polymorphonuclear  and  giant  cells  (“micro- 
abscess”) was  not  seen  in  these  arteries.  Such 
a lesion  was  seen  in  a peripheral  vein  thrombus 
which  had  been  biopsied  from  a site  of  acute 
nodular  superficial  thrombophlebitis  (Figure  4). 

One  of  the  patients  in  this  series  recently 
expired  from  venous  infarction  of  the  small 
bowel  from  a large  thrombus  occluding  the 
superior  mesenteric  vein.  Microscopically  the 
wall  of  the  vein  adjacent  to  the  thrombus  was 
the  site  of  acute  inflammation.  The  heart,  aorta, 
iliac  and  femoral  arteries  were  completely  normal 
without  evidence  of  thrombi  or  atherosclerosis, 
yet  the  vessels  below  the  knee  were  occluded  by 
the  process  described  in  this  paper. 

discussion 

The  argument  against  Buerger’s  disease  has 
been  that  the  disease  has  no  specific  clinical  and 
pathological  description  which  readily  separates 
it  from  other  peripheral  vascular  diseases.  In 
particular,  errors  in  the  recognition  of  arterio- 
sclerosis obliterans  or  arterial  thrombi  are  pre- 
sumed to  account  for  most  cases  of  Buerger’s 
disease.  Support  for  the  entity  must  then  be 
based  upon  demonstration  of  a distinctive,  con- 
sistent, clinical  and  pathological  pattern  which 
is  similar  to  that  presented  by  Buerger.  It  must 
be  readily  distinguishable  from  the  other  forms 
of  arterial  disease  with  which  it  has  been  con- 
fused. It  is  proposed  that  the  case  material 
herein  gives  such  support. 


Fig.  4.  The  biopsy  of  the  nodular  phlebitis  revealed  the 
microabscess  with  acute  and  chronic  inflammatory  cells 
and  the  giant  cell  as  shown.  X 185. 


Clinically  there  are  several  features  of  this 
disease  which  distinguish  it  from  other  forms 
of  arterial  disease.  These  are  as  follows:  1.— 
young  age  of  onset;  2.— bilateral  symmetrical  in- 
volvement; 3.— distal  location  of  occlusive  disease; 
4.— frequent  involvement  of  smaller  arteries  of 
hand  and  distal  arm;  5.— frequent  occurrence 
of  a migratory  superficial  phlebitis;  6.— develop- 
ment of  Raynaud’s  phenomenon;  7.— relentless, 
progressive  course  to  amputation.  These  features 
are  sufficiently  distinct  to  separate  fliis  entity 
from  other  vascular  diseases. 

Pathologically,  each  of  these  cases  showed 
occlusion  of  the  distal  muscular  arteries  bv  organ- 
izing thrombi  without  associated  atherosclerosis. 
The  arterial  architecture  remains  intact  which  is 
distinctly  different  from  the  picture  seen  in 
arteriosclerosis  obliterans.  In  addition,  there 
occurs  a fibrous  fusion  of  the  artery  to  the 
adjacent  nerve  and  vein  which  is  not  usually 
seen  in  arteriosclerosis  obliterans. 

The  acute  specific  lesion,  a microabscess  com- 
posed of  a giant  cell  surrounded  by  acute  and 
chronic  inflammatory  cells,  was  not  seen  in  the 
arterial  lesions.  This  lesion  has  been  the  subject 
of  controversy  because  of  its  infrequent  occur- 
rence. Buerger  saw  it  rarely  and  felt  it  repre- 
sented a transient  early  feature  of  the  thrombus 
formation.  McKusick  was  able  to  identify  this 
lesion  in  six  of  ten  cases.  The  microabscess 
in  the  superficial  vein  hiopsy  of  one  of  our 
cases  is  consistent  with  Buerger’s  description. 

In  addition  to  the  above,  the  findings  described 
in  these  cases  fail  to  fit  the  diagnostic  character- 
istics of  other  arterial  diseases.  It  is  unusual 
for  arteriosclerosis  obliterans  to  have  such  a 
young  age  of  onset,  show  exclusively  bilateral 
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distal  distribution  of  occlusion  and  also  involve 
the  upper  extremities.  The  only  young  patients 
we  have  encountered  with  a picture  that  can  be 
confused  with  this  entity  are  those  afflicted  with 
diabetes  mellitus"  and  atherosclerosis.  In  these 
patients  the  upper  extremities  are  not  involved, 
nor  has  Raynaud’s  phenomenon  been  a feature. 
A sensory  type  of  peripheral  neuropathy  fre- 
quently present  in  the  diabetic  was  not  observed 
in  the  patients  with  Buerger’s  disease. 

More  importantly,  these  patients  show  no 
evidence  of  atherosclerosis  pathologically  and 
the  arteriograms  demonstrate  normal  arteries 
to  the  point  of  occlusion.  Based  upon  these 
findings,  we  fail  to  see  why  arteriosclerosis  oblit- 
erans should  ever  be  confused  with,  or  implicated 
as  the  etiologic  basis  for  this  disease. 

It  has  been  argued  that  the  disease  is  the 
result  of  multiple  small  arterial  emboli,  the 
origin  of  which  are  in  the  heart  or  aorta.  If  this 
is  the  case,  the  emboli  occur  bilaterally,  sym- 
metrically including  the  hands  in  some  cases. 
If  this  were  the  case,  why  are  the  central  nerv- 
ous system  and  viscera  spared  this  insult?  Cer- 
tainly in  the  one  patient  in  this  series  who  ex- 
pired from  venous  infarction  of  the  small  bowel, 
no  source  of  emboli  was  found  to  explain  the 
pathologic  changes  in  the  arteries  below  the  knee. 

The  various  collagen  diseases,  toxic  and  mi- 
crobial agents,  injuries,  and  idiopathic  vascu- 
litis which  cause  Raynaud’s  phenomenon  or 
distal  ischemia  were  excluded  from  diagnostic 
consideration  in  this  group  of  patients  by  the 
lack  of  appropriate  history,  clinical  picture,  lab- 
oratory tests  and  microscopic  abnormalities. 

Finally,  a significant  observation  in  these  pa- 
tients was  the  occurrence  of  hand  involvement. 
The  pulse  contour  as  noted  by  plethysmography 
has  shown  obstruction  of  the  palmar  and  digital 
arteries  of  the  hand  which  is  distinctly  unusual  in 
other  types  of  arterial  disease.  To  date  we  have 
studied  279  patients  with  arteriosclerosis  oblit- 
erans and  have  not  seen  occlusive  lesions  distal 
to  the  subclavian  artery.  This  observation  in  it- 
self separates  the  patients  with  Buerger’s  disease 
from  those  with  arteriosclerosis  obliterans. 

summary 

1. — Eight  patients  with  a distinct  form  of 
arterial  disease  are  presented  lending  further 
support  for  the  existence  of  Buerger’s  disease 
as  a separate,  distinct  entity. 

2. — There  are  clinical,  arteriographic,  plethvs- 
mographic  and  pathologic  features  of  this  disease 


which  place  it  in  a distinct  category  and 
readily  distinguish  it  from  other  forms  of  arterial 
disease. 

3.— If  rigid  diagnostic  criteria  are  applied,  lit- 
tle difficulty  should  be  encountered  in  the  clin- 
ical recognition  of  patients  with  this  disease.  ■ 
4435  Beacon  Ave.  S.  (98108)  (Dr.  Strandness) 


abstracto 

El  estudio  de  ocho  casos  se  llevo  a cabo  para 
probar  la  validez  del  diagnostico  de  enfermedad 
de  Buerger.  Se  encontro  (/lie  estos  pacicntes 
tienen  una  forma  distinta  de  enfermedad  vascu- 
lar determinada  clinicamente,  arteriografica- 
mente,  patologicamente  y pletismograficamente, 
que,  corresponde  con  la  que  Buerger  discribio. 
En  particidar  se  presenta  evidencia  de  que  estos 
casos  no  representan  formas  raras  de  arterio- 
sclerosis o enfermedad  tromboembolica.  Se  con- 
clmje  que  la  enfermedad  de  Buerger  es  una 
categoria  diagnostica  apropiada.  De  interes 
especial  es  una  anomalidad  pletismogrdfica  que 
fue  encontrada  y parece  ser  solo  propia  de  esta 
enfermedad. 
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Employability  After  Cardiac  Rehabilitation 

DONAL  R.  SPARKMAN,  M.D.  Olympia,  Washington/R  OBERT  M.  LEVENSON  M.D.  Seattle,  Washington 


This  is  an  account  of  a ten  year  experience  with  a special  clinic  designed 
to  assess  the  factors  determining  successful  cardiac  rehabilitation.  While  the 
authors  think  that  cardiac  rehabilitation  is  the  private  physicians  responsibility, 
they  point  out  that  appraisal  of  the  cardiac  as  a worker  requires  carefid  evaluation 
not  only  of  cardiac  function  but  of  the  patient’s  total  assets  and  liabilities. 


Although  there  were  scattered  reports  early  in 
this  century  about  the  employability  of  the  car- 
diac, the  real  impetus  to  the  present  movement 
in  this  field  came  with  the  development  of  a 
special  clinic,  a work  classification  unit,  in  New 
York  City  in  1941.  Publication  of  the  experiences 
of  this  clinic  in  the  mid-1940’s  aroused  enough 
interest  that  similar  clinics  were  formed  else- 
where. There  are  now  more  than  fifty  in  this 
country. 

The  Seattle  Cardiac  Work  Evaluation  Clinic 
(a  modification  of  the  original  work  classifica- 
tion unit)  opened  January,  1954,  sponsored  by 
the  Washington  State  Heart  Association,  in  space 
provided  by  the  Seattle-King  County  Health  De- 
partment. A preliminary  report  on  the  operation 
and  results  of  this  clinic  appeared  in  Northwest 
Medicine  in  April,  1956. 1 The  present  report  is 
based  on  further  experience  of  the  ten-year  per- 
iod, 1954-1964. 

emphasis  on  ability 

The  Cardiac  Work  Evaluation  Clinic  is  unusual 
in  two  respects.  Its  staff  includes  nonmedical 
personnel,  and  it  focuses  attention  on  the  ability 
rather  than  the  disability  of  the  patient.  In 
addition  to  cardiologists,  the  staff  includes  a psy- 
chiatrist, a vocational  counselor,  and  a medical 
social  worker.  Patients  having  an  employment 
problem  related  to  heart  disease  are  referred  by 
their  physicians. 

A careful  medical  evaluation  is  carried  out, 
to  include  chest  roentgenogram,  electrocardio- 
gram, total  and  timed  vital  capacity;  the  client 
is  interviewed  by  each  member  of  the  clinic  team 
and  has  a treadmill  exercise  test.  On  completion 
of  these  examinations,  interviews  and  tests,  there 
is  a team  discussion  at  which  time  special  atten- 
tion is  devoted  to  the  patient’s  functional  ability. 
His  vocational,  emotional  and  social  status  are 


carefully  considered  and,  based  on  all  of  these 
factors,  a decision  is  made  by  the  group  as  to 
whether  he  should  work  and,  if  so,  at  what  type 
of  job. 

Detailed  recommendations  as  to  his  job  and 
other  activities  are  made  by  letter  to  the  referring 
physician  and  directly  to  the  patient.  Every 
effort  is  made  to  have  the  patient  return  in  six 
months  and  at  18  months  after  the  first  clinic 
visit  for  re-examination.  The  clinic’s  staff  func- 
tions as  a team— there  is  face  to  face  reporting 
and  discussion  by  the  entire  clinic  staff,  a means 
of  communication  which  has  advantages  over  the 
conventional  referral  system. 

By  July,  1964,  919  patients  had  been  evaluated 
at  the  Seattle  Cardiac  Work  Evaluation  Clinic. 
From  an  etiologic  standpoint,  arteriosclerotic 
heart  disease  and  rheumatic  heart  disease  were 
the  most  common  causes  of  disability.  They  pro- 
duced 70  per  cent  and  14  per  cent,  respectively, 
of  the  cases.  Less  common  causes  of  heart  disease 
were  observed  in  nine  per  cent  and  seven  per 
cent  of  the  total  had  no  heart  disease. 

Since  our  experience  in  returning  patients  to 
work  does  not  differ  significantly  among  the 
different  etiologic  types,  the  following  discus- 
sion will  consider  the  group  as  a whole.  Ninety- 
six  per  cent  were  males,  the  age  range  from 
16  to  68,  with  a mean  age  of  52.  A breakdown 
in  the  functional  and  therapeutic  classification* 
of  the  entire  group  as  seen  initially  ( Table  1 ) 
provides  information  on  the  severity  of  heart 
disease  among  this  sample  of  patients. 


‘New  York  Heart  Association  Functional  Classification: 
Class  I. — Asymptomatic;  Class  II. — Cardiac  patient  having 
symptoms  of  dyspnea,  chest  pain,  or  fatigue  with  ordinary 
effort;  Class  III. — Cardiac  patient  having  symptoms  of 
dyspnea,  chest  pain,  or  fatigue  with  less  than  ordinary 
effort;  Class  IV. — Cardiac  patient  having  symptoms  at  rest. 
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Table  1 

Functional  Classification 


Type 

% 

Class 

I 

39 

Class 

II 

33 

Class 

III 

27 

Class 

IV 

1 

high  percentage  can  work 

At  the  time  of  referral  to  the  clinic  27  per 
cent  of  the  patients  were  working.  On  comple- 
tion of  the  evaluation  it  was  the  opinion  of  the 
clinic  group  that  88  per  cent  could  work  at  either 
their  former  job,  a modification  of  it,  or  a new 
job.  Reasons  for  unemployability  of  the  12  per 
cent  are  shown  in  Table  2.  Since  all  patients  were 
referred  because  of  job  problems  presumably 
related  to  their  heart  disease  it  is  interesting  that 
such  a small  per  cent  were  unemployable  on 
this  basis  alone. 


Table  2 

Reasons  for  Unemployability 

Reason  % 

Heart  disease  6 

Heart  disease,  age,  and  lack  of  skill  3 

Psychiatric  and  other  somatic  causes  3 


Forty-six  patients  failed  to  survive  the  six 
month  period  between  first  examination  and 
re-examination00.  Of  the  remaining  873,  717  or 
82  per  cent  returned  for  examination.  The  fol- 
low-up group  was  not  significantly  different 
from  the  initial  group  in  age  distribution  or  in 
severity  of  heart  disease.  Sixty-four  per  cent  of 
those  seen  on  follow-up  had  returned  to  work, 
either  at  their  former  job,  a modification  of  it, 
or  a new  job.  It  is  of  interest  that  these  jobs 
included  many  that  would  be  classed  as  unskilled 
and  involved  hard  work.  A similar  degree  of 
success  in  rehabilitation  has  been  reported  by 
others."5 

success  predictable 

The  clinic  can  demonstrate  considerable  ac- 
curacy in  predicting  whether  cardiacs  will  return 
to  work.  Careful  record  has  been  kept  of  many 
cardiac  and  noncardiac  factors,  to  determine 
which  might  be  of  predictive  value.  There  was 
no  correlation  between  success  of  rehabilitation 
and  the  number  of  infarcts,  the  degree  of  cardiac 
enlargement,  abnormality  of  the  electroeardio- 


**  Factors  in  predictability  of  deaths  in  this  group 
will  be  discussed  by  the  authors  in  a subsequent  article. 


Table  3 

Worked  One-Half  Time  or  More 

Type  % 

Class  I 76 

Class  II  63 

Class  III  32 

Table  4 

Relation  of  Time  Off  Work  to  Return  to  Work 

Time  % 

0-6  months  91 

7-12  months  68 

12  months  and  longer  35 


gram,  or  any  other  cardiac  measurements.  Cor- 
relation with  successful  rehabilitation  was  found 
only  with  the  degree  of  impaired  function  as 
measured  by  the  functional  capacity,  (Table  3). 

The  noncardiac  factors  which  had  predictive 
value  included  the  individual’s  motivation  to 
return  to  work,  as  gauged  by  the  clinic  staff,  and 
information  from  his  work  record  as  evaluated  by 
the  vocational  counselor.  In  addition  we  found 
that  success  in  rehabilitation  became  progress- 
ively less  in  those  who  had  been  off  work  more 
than  six  months,  (Table  4). 

In  making  a decision  as  to  whether  a patient 
may  safely  return  to  his  former  activities,  includ- 
ing a job,  two  things  at  least  must  be  known— 
his  functional  capacity  and  the  demands  of  the 
job  under  consideration.  The  functional  capacity, 
or  estimate  of  what  the  patient’s  heart  will  allow 
him  to  do,  is  determined  subjectively  by  the 
physician  from  what  the  patient  tells  him.  It 
is  a relationship  of  symptoms  of  cardiac  impair- 
ment to  the  stresses  of  physical  activity,  consid- 
ered ordinary  by  the  patient.  It  requires  aware- 
ness of  symptoms  and  interpretation  of  them 
by  the  patient  and  physician,  a system  not  well 
suited  to  quantitation.  An  evaluation  of  the 
patients  exercise  tolerance  is  further  compli- 
cated in  that  his  ability  to  carry  on  usual  activi- 
ties may  be  affected  not  only  by  his  heart  disease 
but  by  coexisting  disease  such  as  pulmonary  em- 
physema, by  loss  of  physical  fitness  due  to  re- 
stricted activity,  and  by  anxiety.  All  of  these,  of 
course,  must  be  evaluated  in  determining  wheth- 
er symptoms  of  incapacity  are  in  fact  due  to  car- 
diac impairment.  It  is  worth  noting  that  the 
severity  of  abnormalities  on  the  electrocardio- 
gram, the  loudness  of  heart  murmurs,  and  the 
physical  findings  generally,  are  of  no  value  in 
determining  functional  capacity. 

exercise  tolerance 

A consideration  of  the  foregoing  makes  it 
clear  that  while  accurate  determination  of  the 
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patient’s  functional  capacity  is  of  vital  import- 
ance in  his  rehabilitation,  it  is  a difficult  judg- 
ment to  make.  It  seems  equally  apparent  that 
an  exercise  test,  which  would  extend  and  aug- 
ment the  physician’s  evaluation  of  the  patient, 
would  be  useful.  We  have  been  privileged  to 
have  Robert  Bruce,  Professor  of  Medicine,  Uni- 
versity of  Washington  School  of  Medicine,  as 
consultant  to  the  clinic,  and  to  have  the  use  of 
the  treadmill  and  other  equipment  in  the  Univer- 
sity of  Washington  Cardiac  Laboratory,  with 
which  to  test  our  patients.  6-7 

Of  the  919  patients  examined  at  the  Seattle 
Cardiac  Work  Evaluation  Clinic  by  July,  1964, 
all  but  15  were  exercised.  Four  of  these  not  exer- 
cised were  rejected  because  of  symptoms  and 
findings  suggesting  recent  infarction,  the  other 
11  chiefly  for  noncardiac  reasons.  Although 
some  physicians  have  expressed  alarm  at  delib- 
erate exercising  of  patients  with  known  heart 
disease  and  abnormal  electrocardiograms,  no  ill 
effect  lasting  beyond  the  recovery  period  has 
been  observed  by  us  and  this  favorable  exper- 
ience has  been  multiplied  many  times  by  Bruce 
in  his  own  testing.  It  should  be  noted  that  the 
patients  are  exercised  under  the  observation  of 
a physician  and  that  they  are  stopped  if  symp- 
toms of  serious  magnitude  occur.  It  need  also 
be  stressed  that  patients  are  being  tested  to 
determine  their  exercise  tolerance,  not  to  make 
a diagnosis.  EKG  changes  are  only  incidental 
findings. 

At  the  time  of  the  clinic  examination  the  cardi- 
ologist makes  a careful  determination  of  the  func- 
tional capacity  based  on  the  history.  In  all  cases 
this  is  compared  with  the  results  of  the  tread- 
mill test  done  later.  While  the  results  of  the 
tests  do  not  establish  functional  capacity,  they 
do  provide  an  objective  measurement  which 
should  be  consistent  with  the  clinical  appraisal. 
In  some  of  our  cases  it  was  necessary  to  revise 
the  clinician’s  determination  of  functional  capac- 
ity when  the  results  of  the  treadmill  test  were 
known. 

A discussion  of  exercise  tests  should  include 
simple  measurements  which  a physician  can 
make  with  little  special  equipment.  The  best 
known  of  these,  the  Master  test,  requires  almost 
twice  the  expenditure  of  energy  as  the  tread- 
mill we  have  used,  but  for  a shorter  period  of 
time.8  Although  it  is  not  as  satisfactory  as  the 
treadmill  in  determining  exercise  tolerance,  it 
can  provide  valuable  information  for  the  clini- 
cian if  he  will  perform  the  test  himself,  observ- 


ing the  patient  for  dyspnea,  pain  and  fatigue, 
and  recording  the  time  required  for  pulse  and 
blood  pressure  to  return  to  resting  levels.  Simple 
observation  of  the  patient  as  he  dresses,  un- 
dresses, and  moves  about  the  office,  sometimes 
provides  significant  information  to  augment  the 
appraisal  from  history  alone.  Patients  able  to 
climb  a flight  of  stairs  without  symptoms  have 
little  or  no  disability.  Patients  developing  symp- 
toms with  slow  climbing  of  one  flight  are  mod- 
erately disabled— probably  Class  III,  and  those 
unable  to  climb  stairs  are  severely  disabled. 

Observations  on  the  energy  cost  of  many 
activities  of  daily  living  and  a variety  of  indus- 
trial jobs  are  now  available.  On  the  whole  these 
have  shown  surprisingly  low  energy  expenditure 
for  most  jobs  in  industry.9 

legal  considerations 

A discussion  of  cardiac  rehabilitation  often  pro- 
vokes the  comment  that  this  is  all  very  well  but 
is  futile,  since  employers  who  have  been  unjustly 
penalized  by  Workmen’s  Compensation  awards 
to  cardiacs  will  not  hire  anyone  with  known 
heart  disease  regardless  of  their  condition.  This 
is  a subject  fraught  with  more  prejudice  than 
logic,  and  one  which  will  receive  only  passing 
comment  here.  There  are  frequent  written  and 
verbal  comments  about  the  increase  in  numbers 
of  cardiac  compensation  claims  in  other  states 
and  in  a few  instances  figures  have  been  pre- 
sented to  substantiate  this.10 11  The  Washington 
State  Heart  Association  has  been  interested  in 
the  medical-legal  aspects  of  heart  disease  as  a 
part  of  its  rehabilitation  program.  In  1955  a 
committee  developed  criteria  for  the  relationship 
of  stress  and  strain  to  heart  attacks.12  A study  of 
experience  under  the  Washington  Workmen’s 
Compensation  law  has  recently  been  completed 
and  will  soon  be  published.  Suffice  it  to  say  there 
has  not  been  an  increase  in  cardiac  compensation 
cases  in  this  State.  There  is  evidence  that  cardiac 
claims  generally  are  judged  in  a fair  and  equit- 
able manner  and  that  many  employers  are  willing 
to  hire  known  cardiacs. 

An  increasing  number  of  industries  in  Wash- 
ington have  been  willing  to  hire  cardiacs  when 
they  have  an  adequate  description  of  the  patient’s 
functional  status  from  the  physician,  and  partic- 
ularly when  the  physician  has  taken  the  trouble 
to  learn  enough  about  the  job  to  say  more  than, 
“The  patient  can  return  to  light  work.”  It  should 
be  generally  recognized  that  phrases  of  this 
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sort  are  the  kiss  of  death  to  the  cardiac  in  his 
application  for  most  jobs. 

practical  suggestions 

The  following  practical  suggestions  may  be  of 
assistance  to  the  physician  whose  cardiac  patient 
has  job  problems: 

1.  While  strict  bed  rest  and  the  most  careful 
supervision  are  needed  with  an  acute  myocardial 
infarction,  there  is  a time  in  the  convalescence 
when  restrictions  should  be  systematically  lifted 
and  the  patient  told  in  a positive  way  what  he 
should  do.  Part  of  the  reason  for  the  anxiety  so 
common  in  these  patients  is  the  result  of  the 
dorits  we  offer  freely.  We  need  to  use  do’s  fre- 
quently and  with  encouragement. 

2.  Use  of  the  New  York  Heart  Association 
Functional  and  Therapeutic  Classification  is 
recommended.  It  helps  to  crvstalize  one’s 
thoughts  about  patient’s  capabilities  and  is  an 
aid  in  communication. 

3.  Some  knowledge  of  the  job  to  which  the 
patient  is  to  return  is  essential  to  proper  place- 
ment. Usually  the  patient  himself  can  provide 
adequate  information— if  not,  most  employers 
welcome  an  inquiry  from  the  physician. 

4.  If,  in  the  judgment  of  the  physician  the 
patient  should  not  return  to  his  former  job,  and 
if  he  has  few  skills  and  little  work  experience,  he 
is  a good  candidate  for  referral  to  the  office  of 
the  Division  of  Vocational  Rehabilitation  in  his 
community.  At  this  agency  a vocational  coun- 
selor will  appraise  the  patient’s  employment  po- 
tential and  using  this  along  with  a knowledge 
of  his  disability  will  counsel,  train  if  necessary, 
and  provide  other  services  to  help  him  find  ap- 
propriate work. 

5.  If,  on  the  other  hand,  there  is  uncertainty 
regarding  the  patient’s  functional  status  or  there 
are  serious  emotional  or  social  problems,  and  if 
these  difficulties  are  not  resolved  by  appropriate 
consultation  in  his  own  community,  referral  to 
a cardiac  work  evaluation  clinic  may  be  indi- 
cated. 

6.  Rehabilitation  is  the  physician’s  responsi- 
bility', and  is  a part  of  good  medical  care.  There 
is  a time  in  the  recovery  from  a heart  attack 
when  nonmedical  professionals,  such  as  the  vo- 
cational counselor,  can  be  a tremendous  asset 
to  the  physician  and  his  patient.  The  perceptive 


physician  will  recognize  the  need  for  assistance 
and  will  make  appropriate  referrals;  however,  he 
should  remain  in  charge.  Rehabilitation  is  not 
something  to  be  delegated  to  a specialized  clinic 
or  facility. 

summary 

Ten  years  of  experience  in  the  Seattle  Cardiac 
Work  Evaluation  Clinic  has  substantiated  earlier 
impressions  that  most  cardiacs  properly  placed 
can  work  without  harm  to  themselves.  ■ 

P.  O.  Box  528  (98501)  (Dr.  Sparkman) 


abstracto 

Este  es  un  sumario  de  diez  ahos  de  experiencia 
con  ana  clmica  especialmente  disehada  a evaluar 
los  factores  que  determinan  reabilitacion  car- 
diaca con  exito.  Mientras  que  los  autores  piensan 
que  la  reabilitacion  cardiaca  es  responsabilidad 
de  el  medico  particular,  lwcen  hincapie  que  el 
estudio  del  cardiaco  como  trabajador  requiere 
una  cuidadosa  evaluacion,  no  solo  de  su  funcion 
cardiaca  sino  de  la  suma  total  de  los  beneficios 
y ventajas  asi  como  de  obligaciones  y responsi- 
bilidades. 
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Nutrition  comes  in  many  tastes,  textures  and  colors 


As  a physician,  you  know  that  good  nutrition  is  more  than  just  the 
nutritive  content  of  foods... that  appetizing  taste,  texture,  color  and 
aroma  are  extremely  important,  as  well.  And  Campbell  knows  this, 
too... that’s  why  so  much  extra  care  is  devoted  to  every  aspect  of 
nutritional  quality  in  Campbell’s  Soups. 

In  this  Vegetable  Beef  Soup,  the  finest  ingredients  are  carefully 
processed  and  blended  to  maintain,  as  much  as  possible,  the  natural 
flavor  and  nutritive  values. 

A CAMPBELL  S SOUP  FOR  ALMOST  EVERY  PATIENT 

Most  of  Campbell’s  more  than  30  different  kinds  of  soup  contain 
a variety  of  foods  with  a wide  range  of  essential  nutrients 
that  make  them  suitable  for  almost  any  special  diet.  For  a 
high  protein  diet,  consider  our  Beef  Soup  (approx.  8.0  gm. 
of  protein  in  a 7 oz.  serving),  Bean  with  Bacon  (6.8  gm.),  or 
Chili  Beef  (6.2  gm.);  for  low-fat  diets,  there’s  Tomato,  Beef 
Noodle  and  Chicken  Vegetable  (each  less  than  2 gms.of  fat 
per  7 oz.  serving);  for  the  underweight  patient,  you  can 


suggest  Split  Pea  with  Ham  Soup  (130  calories  in  a 7 oz.  serving), 
while  Chicken  with  Rice  Soup  will  supply  satisfaction  with  fewer 
calories  (about  43  per  7 oz.  serving)  for  those  patients  who  need 
to  lose  weight. 

SOUP  IS  A FAMILIAR  FOOD 

Soup  is  a familiar  food... and  even  the  fussiest  eater  will  enjoy  the 
wholesome  goodness  of  Campbell’s  Soups.  Whether  your  patient  is 
a finicky,  indifferent  child... or  an  elderly  patient  whose  appetite 
lags... each  one  will  find  favorites  among  the  many  different  kinds 
of  Campbell’s  Soups. 

Nutritional  analyses  of  all  our  soups  are  available  for 
your  convenience  in  planning  your  patients’  diets.  For 
your  copy,  write  to  Campbell  Soup  Company,  Dept.  44, 
Camden,  New  Jersey. 

Recommend  Campbell’s  Soups  to  your  patients.. .and, 
of  course,  enjoy  them  yourself.  There’s  a soup  for  almost 
every  patient  and  diet. ..for  every  meal. 


■ Clinicians  throughout 
the  world  consider 
meprobamate  a therapeutic 
standard  in  the 
management  of  anxiety 
and  tension. 

■ The  high  safety-efficacy 
ratio  of  ‘Miltown’  has 
been  demonstrated  by 
more  than  a decade 

of  clinical  use. 


Indications:  ‘Miltown’  (meprobamate)  is  effective  in  re- 
lief of  anxiety  and  tension  states.  Also  as  adjunctive 
therapy  when  anxiety  may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 

Contraindications:  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  or  meprobamate-containing 
drugs. 

Precautions:  Careful  supervision  of  dose  and  amounts 
prescribed  is  advised.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use  for 
weeks  or  months  at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-existing  symptoms, 
or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if  these 
symptoms  are  present.  Effects  of  excessive  alcohol  may 
possibly  be  increased  by  meprobamate.  Grand  mal  sei- 
zures may  be  precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  character- 
ized by  an  urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia,  and  a 
single  case  of  fatal  bullous  dermatitis  after  administra- 
tion of  meprobamate  and  prednisolone  have  been  re- 
ported. More  severe  and  very  rare  cases  of  hypersensi- 
tivity may  produce  fever,  chills,  fainting  spells,  angio- 
neurotic edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stomatitis  and  proc- 
titis. Treatment  should  be  symptomatic  in  such  cases, 
and  the  drug  should  not  be  reinstituted.  Isolated  cases 
of  agranulocytosis,  thrombocytopenic  purpura,  and  a 
single  fatal  instance  of  aplastic  anemia  have  been  re- 
ported, but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG  activ- 
ity has  been  reported,  usually  after  excessive  meproba- 
mate dosage.  Suicidal  attempts  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 

Usual  adult  dosage:  One  or  two  400  mg.  tablets  three 
times  daily.  Doses  above  2400  mg.  daily  are  not 
recommended. 


Supplied:  In  two  strengths:  400  mg.  scored  tablets  and 
200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 


t 


mMnmnE 


# Wallace  Laboratories  / Cranbury,  N.J. 


CM -4534 


Vertigo  couldn't  keep  Napoleon  behind  the  lines. 


Then  the  army  doctor  gave  him  ANTIVERT 


...which  promptly  stopped  the  vertigo. 


Antivert® 

(meclizine  HCI,  nicotinic  acid) 

Tablets:  (meclizine  HCI  12.5  mg.  and 
nicotinic  acid  50  mg.) 

Syrup:  (each  5 cc.  teaspoonful  contains 
meclizine  HCI  6.25  mg.  and  nicotinic 
acid  25  mg.) 

stops  vertigo 

Complete  to  moderate  relief 
in  9 out  of  1 0 patients1 

Antivert,  the  leading  anti-vertigo  prod- 
uct,2 combines  meclizine  HCI,  an  out- 
standing drug  for  treatment  of  vestibular 
dysfunction,  with  nicotinic  acid,  a drug 
of  choice  for  prompt  vasodilation.  Out  of 
50  patients  with  Meniere’s  syndrome,  re- 
mission of  symptoms  followed  Antivert 
therapy  in  41  (82%);  another  10%  (5 
patients)  experienced  moderate  relief.' 
Prescribe  Antivert  for  your  patients  with 
vertigo,  Meniere’s  syndrome  and  allied 
disorders. 

Precautions  and  side  reactions:  Fre- 
quent, short-lived  reactions  include:  cu- 
taneous flushing,  sensations  of  warmth, 
tingling  and  itching,  burning  of  skin,  in- 
creased gastrointestinal  motility,  and 
sebaceous  gland  activity.  In  explaining 
these  reactions  to  the  patient,  it  is  sug- 
gested that  they  be  regarded  as  a desir- 
able physiological  sign  that  the  nicotinic 
acid  is  carrying  out  its  intended  function 
of  vasodilation.  Because  of  this  vasodila- 
tion, severe  hypotension  and  hemorrhage 
are  obvious  contraindications  to  Antivert 
•therapy. 

References:  1.  Seal,  J.  C.:  Eye  Ear  Nose  & 
Throat  Month.  38:738  (Sept.)  1959.  2.  Based 
on  1964  data  from  independent  physicians’ 
market  survey  organization. 

Antivert  sr 

(meclizine  HCI,  nicotinic  acid) 

Most  widely  prescribed 
anti-vertigo  agent2 

Dosage:  One  tablet  or  one  to  two  tea- 
spoonfuls (5-10  cc.)  t.i.d.  just  before 
meals.  Specific  requirements  for  individ- 
ual patients  should  be  determined  by 
the  physician. 

Supplied:  Tablets  in  bottles  of  100  and 
500.  Syrup  in  pint  bottles.  Rx  only. 

1.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being® 

New  York,  N.Y.  10017 
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...and  when  yourAntiverf 
patients  are  near  or  past 
retirement  age 

Neobon® 

geriatric  supplement 


helps  keep  them 
on  the  go 


Neobon  combines  hormones,  essential  hematopoietic  factors,  a diges- 
tive enzyme,  and  vitamins  and  minerals  with  the  important  amino 
acids  L-lysine  and  glutamic  acid.  When  used  as  adjunctive  therapy, 
such  medication  has  been  shown  to  be  of  value  in  treating  patients 
with  the  geriatric  syndrome.'  2 You  too  can  help  your  geriatric  pa- 
tients-with  or  without  vertigo- lead  a more  active  life  by  prescrib- 
ing Neobon. 


Each  capsule  contains: 

(1)  Vitamins  and  Minerals 
Vitamin  A 

(acetate) 2000  U.S.P.  units 

Vitamin  D (irradiated 

ergosterol)  . . . 200  U.S.P.  units 


Vitamin  Bi  (thiamine 

mononitrate,  U.S.P.)  . . 0.5  mg. 

Vitamin  B2 

(riboflavin,  U.S.P.)  ...  0.5  mg. 

Vitamin  B* 

(pyridoxine  HCI,  U.S.P.)  0.5  mg. 

Niacinamide,  U.S.P 50  mg. 

Calcium  pantothenate, 

U.S.P 5 mg. 

Vitamin  E (from  alpha 

tocopherol  acetate)  . . 5 I.U. 

Rutin,  N.  F 5 mg. 

Cobalt  (from  cobalt 

sulfate)  0.033  mg. 

Molybdenum  (from 
sodium  molybdate)  . . .0.066  mg. 
Copper  (from  copper 


Magnesium  (magnesium 


sulfate) 2 mg. 

Iodine  (from  potassium 

iodide)  0.05  mg. 

Potassium  (from 

potassium  sulfate)  . . . 1.66  mg. 
Zinc  (from  zinc 

sulfate)  0.4  mg. 

(2)  Hematopoietic  Factors 

Iron  (from  ferrous 

sulfate)  3.40  mg. 

Vitamin  B 1 2 (cobalamin 
concentrate,  N.F.  as 

Stablets®)  1 meg. 

Vitamin  C (ascorbic 
acid,  U.S.P.) 50  mg. 

(3)  Digestive  Enzyme 

Pancreatic  substance*  . . 50  mg. 

(4)  Gonadal  Hormones 

Methyltestosterone  ....  1.0  mg. 

Ethinyl  estradiol  0.006  mg. 

(5)  Amino  Acids 

L-Lysine  50  mg. 

Glutamic  acid 30  mg. 


sulfate)  0.33  mg. 

Manganese  (from 
manganese  sulfate)  . . 0.33  mg. 


Enzymatically  active  defatted  material  obtained  from  250  mg.  of  whole  fresh 
pancreas. 


Precaution:  Contraindicated  in  patients  wherein  estrogen  or  androgen 
therapy  should  not  be  used,  as  in  carcinoma  of  the  breast  or  prostate. 
Dosage:  One  capsule,  t.i.d.  with  meals,  or  as  directed  by  physician. 
Supplied:  Bottles  of  60  capsules.  Rx  only. 

References:  1.  Dufficy,  R.  G.,  Jr.:  J.  Am.  Geriatrics  Soc.  5:936  (Nov.)  1957. 
2.  Ende,  M.:  Southwestern  Med.  38:625  (Oct.)  1957. 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
New  York,  N.Y.  10017 
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Stelazine  brand  of  trifluoperazine 

will  calm  your  anxious  working  patient— 
with  little  or  no  drowsiness 

When  anxiety  interferes  with  work,  your  patient  needs 
a drug  that  will  calm  without  causing  undue  drowsiness. 
With  Stelazine  (trifluoperazine,  sk&f),  you  can  promptly 
control  the  anxiety  without  producing  the  sedation  seen 
with  certain  other  agents.  Anxious  patients  can  remain 
active  during  therapy. 

Stoll1  used  the  drug  in  50 
patients  with  anxiety,  and 
noted:  “There  was  no  drowsiness 
in  this  group  of  patients  and, 
because  of  their  alertness  and 
less  impaired  concentration, 
they  were  able  to  continue  with  and,  in  some  cases, 
return  to  their  daily  work.” 

Stelazine  (trifluoperazine,  sk&f)  produces  a fast 
therapeutic  response — often  within  24  to  48  hours. 

The  convenient  b.i.d.  regimen  frees  patients  from  the 
need  for  a midday  dose. 

Principal  side  effects,  usually  dose-related,  may  include 
mild  skin  reaction,  dry  mouth,  insomnia,  fatigue, 
drowsiness,  dizziness,  amenorrhea  and  neuromuscular 
(extrapyramidal)  reactions.  Muscular  weakness, 
anorexia,  rash,  lactation  and  blurred  vision  may  also  be 
observed.  Blood  dyscrasias  and  jaundice  have  been  rare. 

Use  with  caution  in  patients  with  impaired  cardio- 
vascular systems.  Contraindicated  in  comatose  or  greatly 
depressed  states  due  to  CNS  depressants  and  in  cases  of 
existing  blood  dyscrasias,  bone  marrow  depression  and 
pre-existing  liver  damage. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 
Photograph  professionally  posed. 

1.  Stoll,  L.  J.:  The  Use  of  Trifluoperazine  [‘Stelazine’]  in  General 
Practice,  M.  Press  243: 578  (June  29)  1960. 

Smith  Kline  & French  Laboratories,  Philadelphia 
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Since  1941  this  has  been  the  physicians’ vitamin- 
mineral  formula  of  choice  in  the  West. 


It  still  is! 
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Athletes,  research,  and  orange  juice 

To  the  Florida  Citrus  Commission,  responsibility  for  Florida  citrus  products  means  many  things:  It  means  setting  unexcelled 
standards  for  citrus  fruits  grown  in  Florida  ...  it  means  finding  ways  to  improve  citrus  products  ...  it  means  discovering 
ways  to  contribute  to  the  nutritional  health  of  the  nation. 

It  also  means  supporting  medical  research  to  discover  how  citrus  fruits  affect  man  in  health  and  disease.  One  such 
study  measured  how  vitamin  C affects  oxygen  utilization  — the  factor  that  is  believed  to  explain  the  greater  efficiency  of 
athletes  given  orange  juice. 

For  your  patients,  non-athletes  as  well  as  athletes,  there  is  no  better  source  of  vitamin  C than  the  naturally  good  citrus 
grown  in  Florida.  The  Vitamin  C in  orange  juice  is  chemically  bound  with  vitamin  A,  enzymes,  minerals,  proteins,  carbohy- 
drates, and  flavonoids  to  create  a natural  food  that  the  body  is  used  to  assimilating. 

Whether  fresh,  frozen,  canned,  or  cartoned,  the  citrus  from  Florida  must  conform  to  exact 
standards  laid  down  by  the  Florida  Citrus  Commission.  And  this  unique  group  watches  over 
the  growing  and  processing  of  citrus  fruits  with  the  same  interest  that  research  scientists  give 
to  understanding  the  role  of  citrus  in  nutrition.  For  frozen  and  canned  citrus,  they  see  that  the 
fruit  is  processed  to  retain  98%  of  the  vitamin  C content. 

When  you  specify  Florida  citrus  to  your  patients,  you  can  be  certain  they’ll  get 
the  full  benefit  of  the  sun-ripened  natural  product,  protected  by  research  of  the 


Florida  Citrus  Commission.  There’s  no  need  to  sinsjle  out  athletes  for  good  advice 
...  * 

Oil  Orange  juice!  ©.Florida  Citrus  Commission,  Lakeland,  Florida 


THE  REAL  THING 


O.J; 

FROM  FLORIDA 


AC  can  cause  ECG  problems 


the  500  VISO 

minimizes 
AC  interference 


To  help  you  get  clear,  diagnostically  useful  cardiograms 
quickly  and  easily,  special  circuits  in  the  new  500  VISO 
effectively  cancel  the  most  commonly  occurring  types  of  “AC 
artifacts.”  And  an  important  companion  development  which 
takes  advantage  of  the  characteristics  of  the  “500”  is  Redux 
Creme  — easier  to  apply  than  an  abrasive  paste,  aesthetically 
more  pleasing  to  patient  and  technician  alike,  less  time- 
consuming  from  start  to  finish. 


This  slim,  lightweight  cardiograph  has  two  chart  speeds,  three 
recording  sensitivities,  functionally-grouped  controls,  interior 
space  for  all  accessories,  and  other  physiologic  recording 
capabilities  as  well  — yet  costs  only  $695  delivered,  Con- 
tinental U.  S.  Call  Sanborn  now  for  full  500  VISO  informa- 
tion. Sanborn  Company,  Waltham,  Massachusetts  02154. 


HEWLETT 
PACKARD  ,k 


SANBORN 

DIVISION 


Bellevue  Hewlett-Packard,  Neely  Sales  Division , 11656  N.  E.  8th  Street,  (206)  454-3977 
Bellevue,  Washington  9S004 

Portland  Hewlett-Packard,  Neely  Sales  Division,  2737  S.  W.  Corbett  Ave.,  (503)  228-5107 

Portland,  Oregon  97201 
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TUBERCULIN, TINETEST 

(Rosenthal)  Lederle 


ideally  suited  for  routineTB  screening 

accurate— comparable  to  the  older  standard  intradermal  tests 

practical— can  be  administered  by  nurses  or  other  personnel 

convenient— no  refrigeration  or  other  storage  precautions 

economical— stable  for  2 years,  self-contained  disposable  unit 

Side  effects  are  possible  but  very  rare:  vesiculation,  ulceration  or  necrosis  at  test  site. 
Contraindications,  none;  but  use  with  caution  in  active  tuberculosis.  Available  as  the  new 
individually-capped  unit,  boxes  of  5,  or  in  cartons  of  25. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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OREGON 


Oregon  Medical  Association— 2164  s.  w.  park  place,  Portland  5,  Oregon 

president  James  H.  Seacat,  M.D.,  Salem 

secy.-treas.  Robert  T.  Boats,  M.D.,  Salem 

executive  secretary  Mr.  Roscoe  Miller,  Portland 
annual  meeting,  September  21-25,  1965,  Portland 


UOMS  Alumni  Annual  Meeting  and 
Sommer  Lectures 


WILLIAM  P. 
LONGMIRE,  M.D. 

Annual  meeting  of  the  University  of  Oregon 
Medical  School  Alumni  Association  combined  with 
the  Sommer  Memorial  Lectures  will  be  held  April 
21-23  in  Portland  at  the  Auditorium  of  the  Medical 
School.  Guest  lecturers  are  William  P.  Longmire, 
Jr.,  Professor  of  Surgery  and  Chairman,  Department 
of  Surgery,  University  of  California  School  of  Medi- 
cine, Los  Angeles;  Wendell  G.  Scott,  Professor  of 
Clinical  Radiology,  Washington  University  School  of 
Medicine,  St.  Louis,  Missouri;  and  Stewart  Wolf, 
Professor  and  Head  of  the  Department  of  Medicine, 
University  of  Oklahoma  School  of  Medicine,  Okla- 
homa City. 

PROGRAM 

WEDNESDAY,  APRIL  2 1 

9:30  Oxygen-Conserving  Reflex  in  Man— 

Its  Possible  Relation  to  Sudden  Death 

Stewart  Wolf,  M.D.,  Oklahoma  City 
Sommer  Memorial  Lecture 
10:30  Intermission 


11:00  Cancer  of  the  Colon 

Wendell  G.  Scott,  M.D.,  St.  Louis,  Mo. 
Sommer  Memorial  Lecture 
1:30  Surgical  Treatment  of  Coronary  Artery 
Disease 

William  P.  Longmire,  M.D.,  Los  Angeles 
Sommer  Memorial  Lecture 
2:30  Treatment  of  Common  Injuries  of  the  Foot 

E.  G.  Chuinard,  M.D.,  ’34,  Portland 

3:30  Bone  and  Ligament  Injuries  of  the 
Ankle  Joint 

Kirk  Anderson,  M.D.,  ’44,  Seattle 

4:00  Ligament  Injuries  of  the  Knee  Joint 

Don  Slocum,  M.D.,  ’35,  Eugene 

4:30  Injured  Hip  Joint 

William  Snell,  M.D.,  ’45,  Portland 

THURSDAY',  APRIL  22 

9:00  Cancer  of  the  Stomach-A  Declining 
Entity  and  Its  Differentiation  from 
Gastric  Ulcers 

Wendell  G.  Scott,  M.D.,  St.  Louis,  Mo. 
Sommer  Memorial  Lecture 

10:00  Injuries  to  Face 

Dan  N.  Steffanoff,  M.D.,  ’34,  Portland 

10:30  Intermission 
11:00  Acute  Chest  Injury 

Gordon  L.  Maurice,  M.D.,  ’43,  Portland 
11:30  Annual  Business  Meeting 
1:30  Study  of  the  Relation  of  Social  Pres- 
sures to  Coronary  Artery  Disease 

Stewart  Wolf,  M.D.,  Oklahoma  City 
Sommer  Memorial  Lecture 

2:30  Acute  Head  Injury 

Ray  V.  Grewe,  M.D.,  ’47,  Portland 
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3:00  Intermission 

3:30  Indications  for  Major  Hepatic  Resections 

William  P.  Longmire,  Jr.,  M.D.,  Los  Angeles 
Sommer  Memorial  Lecture 

EVENING 

Class  Reunions,  Annual  Dinner  Dance 
Renson  Hotel 

FRIDAY,  APRIL  23 

9:00  Diagnosis  and  Management  of 
Cholangiolytic  Hepatitis 
William  P.  Longmire,  Jr.,  M.D.,  Los  Angeles 
Sommer  Memorial  Lecture 
10:00  Traumatic  Injury  of  the  Pregnant 
Patient 

Howard  C.  Stearns,  M.D.,  ’29,  St.  Louis,  Mo. 
10:30  Intermission 

11:00  Changing  Concepts  in  Cancer  Control 

Wendell  C.  Scott,  M.D.,  St.  Louis,  Mo. 
Sommer  Memorial  Lecture 
1:30  Talking  with  the  Patient 

Stewart  Wolf,  M.D.,  Oklahoma  City 
Sommer  Memorial  Lecture 
2:30  Trauma  to  Abdomen 

W.  Rich  Warrington,  M.D.,  ’39,  Portland 
3:00  Intermission 

3:30  Acute  Kidney  Failure  Following  Trauma 

Charles  E.  Catlow,  M.D.,  ’44,  Portland 


Student  Wins  Foreign  Fellowship 

Adidome,  Ghana,  will  be  the  address  next  summer 
for  David  C.  Oehling,  now  a junior  at  University  of 
Oregon  Medical  School.  He  was  awarded  a Smith 

Kline  & French  fellow- 
ship for  service  in  the 
Evangelical  Church 
Hospital  in  the  small 
community  about  85 
miles  east  of  Accra, 
capital  of  Ghana.  Dur- 
ing his  three-month 
tour  of  duty  at  the 
hospital  he  will  work, 
under  supervision,  in 
all  departments  and 
will  have  some  oppor- 
tunity to  do  minor  surg- 
ery. The  fellowship  is  one  of  28  given  to  junior  and 
senior  medical  students,  for  service  in  various  foreign 
undeveloped  areas.  This  is  the  sixth  annual  program 
of  foreign  fellowships  sponsored  by  Smith  Kline  & 
French,  preceding  programs  having  given  experience 
to  180  students,  serving  in  42  countries  in  Africa, 
Asia,  and  Latin  America. 

Mrs.  Oehling  will  accompany  her  husband  and 
will  be  active  in  the  nursing  staff  of  the  Adidome 
hospital.  She  is  a student  nurse  but  will  graduate 
just  before  the  couple  leaves  in  June. 


DAVID  C.  OEHLING 


Action  of  Board  of  Trustees 

Saturday r March  6,  1965 


Melvin  W.  Breese,  member  of  the  Committee  on 
Medical  Education  of  the  American  Medical  Asso- 
ciation, reviewed  the  recommendations  of  President 
Lyndon  B.  Johnson’s  Commission  on  Heart  Disease, 
Cancer  and  Stroke  and  introduced  a memorandum  in 
which  he  commented  upon  their  implication  for  both 
medical  education  and  the  private  practice  of  medi- 
cine. Dr.  Breese  presented  the  following  resolution 
which  he  suggested  be  referred  to  the  Committee  on 
Medical  Education  for  study,  possible  revision  and 
introduction  at  the  1965  Annual  Meeting  of  the 
House  of  Delegates  of  the  American  Medical  Asso- 
ciation : 

WHEREAS,  the  American  Medical  Association 
has  and  does  consistently  develop  and  support  poli- 
cies and  programs  which  are  in  the  best  interests  of 
the  health  care  of  the  people  of  the  United  States; 
and, 

WHEREAS,  these  policies  have  consistently  sup- 
ported productive  advances  in  the  fields  of  medical 
education  and  research;  and, 


WHEREAS,  the  American  Medical  Association 
has  for  more  than  fifty  years  recognized  the  sup- 
port of  medical  education  and  medical  research  to 
be  largely  a public  responsibility;  and, 

WHEREAS,  medical  education  and  medical  re- 
search should  have  optimum,  broad  based  support 
in  order  to  provide  the  highest  quality  of  health  care 
today  and  in  the  future;  and, 

WHEREAS,  individual  initiative  and  productivity' 
can  best  be  developed  by  local  control  rather  than 
central  control  of  programs  of  medical  education  and 
medical  research;  now,  therefore  be  it 

RESOLVED,  that  the  American  Medical  Asso- 
ciation adopt  the  policy  that  support  of  medical 
education  should  be  optimum  from  all  sources  in- 
cluding private  support  from  individuals,  corpora- 
tions, foundations  and  trusts,  and  governmental  sup- 
port from  local,  state,  and  federal  tax  monies;  and, 
be  it  further 

RESOLVED,  that  support  from  public  funds  be 
basically  general  institutional  support  in  the  area 
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of  medical  education,  and  that  an  appropriate  bal- 
ance between  categorical  and  institutional  support 
be  maintained  for  medical  research. 

A motion  was  introduced  and  duly  seconded  pro- 
viding that  the  resolution  introduced  by  Dr.  Breese 
be  referred  to  the  Committee  on  Medical  Education 
for  study  and  introduction  at  the  1965  Midyear 
Meeting  of  the  House  of  Delegates  on  April  22-23. 

Upon  motion  duly  made,  seconded  and  carried,  it 
was  voted  to  amend  the  motion  to  refer  the  resolu- 
tion to  the  Committee  on  Medical  Education  to  pro- 
vide that  it  be  referred  jointly  to  the  Committee  on 
Medical  Education  and  the  Committee  on  Public 
Policy. 

The  main  motion  as  amended  was  then  adopted. 

Report  of  Delegates  to  American  Medical  Association 

M ax  H.  Parrott,  Delegate  to  the  American  Medical 
Association,  told  the  members  of  the  Board  of  the 
principal  actions  of  the  House  of  Delegates  of  the 
American  Medical  Association  at  its  special  conven- 
tion held  in  Chicago,  February  6-7,  1965.  Specific- 
ally these  actions  as  reported  by  Dr.  Parrott  were: 

1. — Adopted  a resolution  that  the  American  Medi- 
cal Association  enthusiastically  support  the  program 
of  the  AMA  as  announced  by  President  Donovan 
Ward  on  January  9 and  as  implemented  in  H.R. 
3727  (introduced  by  Representatives  Herlong  and 
Curtis)  in  the  89th  Congress. 

2. — Reaffirmed  the  opposition  of  the  American 
Medical  Association  to  the  principles  embodied  in 
S.  1 and  H.R.  1 (The  King- Anderson  bills). 

3. — Urged  component  and  constituent  associations 
to  stimulate  state  and  local  governments  to  seek 
the  fullest  possible  implementation  of  existing  mech- 
anisms, including  the  voluntary  health  insurance 
principle,  to  insure  that  health  care  is  available  to 
every  one  in  need,  regardless  of  age. 

Oregon  Physicians'  Service  Affairs 

Russel  L.  Baker,  Chairman  of  Oregon  Physicians’ 
Service  Board  of  Trustees  stated  that  the  surplus 
of  Oregon  Physicians’  Service  for  1965  was  greater 
than  the  previous  year  and  that  its  total  reserves  now 
surpassed  the  Blue  Shield  requirements.  As  a result, 
OPS  was  now  able  to  increase  its  schedule  of  al- 
lowances in  three  specific  areas.  Dr.  Baker  remarked 
that  Oregon  Physicians’  Service  was  seeking  to  estab- 
lish stronger  relationships  with  Blue  Cross  of  Oregon. 

Report  on  State  Legislative  Proposals 

Clinton  S.  McGill,  Chairman  of  the  Committee  on 
Public  Policy,  presented  a report  of  that  Committee 
which  contained  its  recommendations  relative  to 
thirty-six  bills  now  being  considered  by  the  1965 
Oregon  State  Legislature.  The  bills  and  the  action  of 
the  Board  of  Trustees  regarding  them  are  as  follows: 


House  Bills  approved  or  endorsed : 

a.  H.B.  1001— Recommend  that  the  Association’s 
legal  counsel  prepare  an  amendment  to  House  Bill 
1001  with  respect  to  Section  27  of  the  bill  which 
provides  for  a medical  advisory  committee  to  be 
appointed  by  the  Oregon  Medical  Association. 

The  proposed  amendment  would  provide  for  an 
advisory  committee  without  naming  the  Association 
as  the  appointer.  It  is  anticipated  that  some  strong 
objection  may  be  raised  to  a medical  advisory  com- 
mittee to  be  appointed  by  the  Association  or  that 
other  practitioners  or  providers  of  service  may  seek 
representation  on  such  a committee.  The  proposed 
amendment  would  deal  with  this  situation  to  the 
satisfaction  of  the  Association. 

b.  H.B.  1152— Amends  the  Dangerous  Drug  Act  to 
prohibit  the  sale,  use,  receipt  or  possession  of  methyl- 
phenidate  hydrochloride  and  your  Committee  re- 
commended its  approval  but  suggested  that  an  in- 
terim committee  be  appointed  to  review  the  entire 
problem  of  this  statute.  Dr.  Crothers’  Commission 
on  Dangerous  Drugs  would  accomplish  this  purpose. 

c.  H.B.  1375— Clarifies  the  use  of  the  Outpatient 
Clinic  at  Fairview  Home  by  school  districts  for  the 
diagnosis  of  mentally  retarded  school  age  children. 

d.  H.B.  1376— Changes  the  name  of  the  Oregon 
Fairview  Home  to  Fairview  Hospital  and  Training 
Center  and  the  name  of  the  Columbia  Park  State 
Home  to  the  Columbia  Park  Hospital  and  Training 
Center. 

e.  H.B.  1377— Revises  the  statutes  oiv  mental  de- 
ficiency and  provides  for  the  commitment  of  such 
persons  to  Mental  Health  Division  rather  than  to 
Fairview  Home  and  authorizes  establishment  of  an 
Outpatient  Department  at  all  State  institutions  for 
the  mentally  retarded. 

f.  H.B.  1 41 7— Provides  for  an  incontestability 
clause  in  life,  health  and  accident  insurance  policies 
and  renewals  or  restatements  after  two  years  from 
the  date  of  issuance. 

g.  H.B.  1419— Provides  that  the  furnishing  or  ad- 
ministration of  blood  for  therapeutic  use  is  not  the 
sale  of  a commodity  and  no  warranties  are  implied 
in  such  transaction. 

h.  H.B.  1437— Amends  the  Medical  Investigators 
Act  by  giving  greater  authority  to  the  Chief  Medical 
Investigator. 

Would  give  the  Chief  Medical  Investigator  of  Ore- 
gon authority  to  appoint  county  or  district  medical 
investigators  with  the  approval  of  the  local  govern- 
ing body,  authority  to  order  an  autopsy  if  not  ordered 
by  local  medical  investigator  and  would  require  local 
medical  investigators  to  report  to  the  Chief  Medical 
Investigator  all  instances  of  deaths  under  violent, 
suspicious  or  unusual  circumstances. 

i.  H.B.  1445— Amends  the  Basic  Science  Act  to 
provide  that  Part  I of  the  examination  of  the  National 
Board  of  Medical  Examiners  may  be  used  in  lieu  of 
the  Oregon  Basic  Science  Examination. 

j.  H.B.  1489— Provides  that  court  records  in  a 
mentally  ill  commitment  case  shall  be  sealed  and 
subsequently  disclosed  only  to  the  county  health  of- 
ficer or  a sheriff  effecting  the  delivery  of  a court 
order. 
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k.  H.B.  J. 504— Would  make  it  mandatory  that  a 
physician  report  to  a police  officer  a case  in  which 
it  is  suspected  a child  has  been  injured  other  than 
accidentally  be  approved  but  the  following  amend- 
ments be  recommended  to  the  authors  of  the  bill: 

a.— That  others  who  may  observe  or  suspect  such 
child  abuse  be  required  to  report,  b.— That  reporting 
be  made  to  the  local  medical  investigator  as  provided 
in  the  present  Act  instead  of  to  a police  officer,  c.— 
That  the  bill  include  a provision  for  reporting  in- 
stances in  which  willful  neglect  may  be  suspected 
unless  this  is  covered  elsewhere  in  the  statutes. 

l.  H.B.  1522— Provides  for  the  waiver  of  privileged 
communications  by  reason  of  death,  litigation  or 
testimony.  Again,  the  Association’s  malpractice  de- 
fense attorneys  should  ultimately  guide  our  position. 

m.  H.B.  1 542— Authorizes  a peace  officer  to  take 
into  custody  a person  who  attempts  or  threatens 
suicide,  or  who  appears  to  be  mentally  ill  and  liable 
to  injure  himself  or  others,  and  directs  that  such  per- 
son shall  be  delivered  to  a state  hospital  for  mentally 
ill;  or,  if  this  is  not  practicable,  to  another  suitable 
hospital  or  medical  facility;  or  some  other  compar- 
able facility  provided  a person  thus  taken  into  cus- 
tody is  examined  by  a physician  within  twelve  hours. 

n.  H.B.  1 579— Requires  the  use  of  industrial- 
quality  eye  protective  devices  in  certain  vocational 
and  industrial  arts  courses,  and  chemical  and  physical 
courses;  and  authorizes  district  school  boards  to  lend 
or  sell  such  devices  to  students. 

o.  H.B.  1759— An  OMA-sponsored  bill  which  in- 
creases financial  limits  with  respect  to  eligibility  re- 
quirements under  medical  assistance  for  the  aged 
program.  Authorizes  an  abbreviated  certification  of 
financial  status  for  application.  Provides  penalties 
for  false  certification  of  income.  Eliminates  require- 
ment that  the  amount  of  medical  assistance  under 
MAA  program  is  a claim  against  the  estate  of  the 
recipient  or  a claim  against  the  estate  of  the  surviv- 
ing spouse. 

p.  H.B.  1 762— Authorizes  State  Board  of  Phar-* 
macy  to  designate  certain  drugs  as  dangerous.  De- 
letes those  drugs  now  designated  by  statute  and 
creates  a Drug  Advisory  Council  to  recommend 
which  drugs  shall  be  designated  as  dangerous.  Stip- 
ulates composition  of  advisory  board. 

This  bill  introduced  by  Representative  Morris  K. 
Crothers  conforms  to  the  recommendation  of  the 
Committee  on  Public  Policy  and  adopted  by  the 
Board  of  Trustees  on  February  6,  1965  in  connection 
with  House  Bill  1152. 

q.  HJM  20— Memorializes  Congress  regarding 
plans  for  medical  assistance  for  the  aged  and  re- 
quests that  Congress  examine  carefully  all  alterna- 
tives that  will  provide  medical  care  for  senior  citizens 
in  need.  This  is  in  contrast  to  HJM  6 and  HJM  7 
which  memorialize  Congress  to  enact  legislation  for 
health  care  for  the  aged  through  the  Social  Security 
approach. 

Senate  Bids  approved  or  supported: 

a.  S.B.  171—  Proposing  a substantial  increase  in 
the  salary  of  the  medical  investigator  in  Multnomah 
County. 

b.  S.B.  200— Abolishes  the  office  of  coroner  in 
Multnomah  County  and  establishes  a medical  in- 
vestigator system  throughout  the  State. 


c.  S.B.  201—  Amending  the  sterilization  statutes 
under  the  Eugenics  Board  be  approved  but  that  a 
copy  of  the  letter  of  the  Association’s  legal  counsel 
relating  to  this  bill  be  sent  to  the  State  Health  Of- 
ficer with  the  suggestion  that  the  contents  of  the 
letter  be  transmitted  to  the  Eugenics  Board. 

d.  S.B.  271— Requires  persons  infected,  or  suspect- 
ed of  being  infected,  with  a communicable  disease 
to  submit  to  tests  by  the  health  officer  or  his  repre- 
sentative. The  purpose  of  this  legislation  is  to  give 
public  health  officers  authority  to  take  into  custody 
persons  who  are  suspected  of  being  carriers  of  com- 
municable disease  such  as  typhoid  fever  and  who 
may  be  working  as  food-handlers. 

e.  S.B.  284— Requires  a physical  and  visual  exami- 
nation of  each  person  sixty-five  years  of  age  or  over 
who  applies  for  an  original  or  renewal  of  any  type  of 
driver’s  license.  The  Committee  on  Conservation  of 
Vision  has  recommended  that  this  bill  be  opposed 
as  written  bacause  the  Motor  Vehicles  Department 
is  now  empowered  to  set  standards  for  screening  ap- 
plicants; the  two-year  interval  is  too  frequent;  and 
periodic  screening  should  also  apply  to  those  under 
twenty-one  years  of  age.  Your  Committee  believes, 
however,  that  the  provisions  of  the  bill  have  some 
merit  and  should  not  be  completely  opposed. 

House  Bills  disapproved: 

a.  H.B.  1233— Which  establishes  a school  social 
work  program  for  socially  and  emotionally  malad- 
justed children  of  elementary  school  age.  It  is  op- 
posed because: 

1. — The  program  would  be  under  the  direction  of 
the  Superintendent  of  Public  Instruction  and  local 
school  administrators  who  would  not  have  the 
benefit  of  adequately  trained  personnel. 

2. — Such  a program  should  be  under  the  direction 
of  a mental  health  authority. 

3. — The  seventeen  community  mental  health 
clinics  throughout  the  State  are  supposed  to  provide 
and  supervise  this  service. 

4. — Through  the  Mental  Health  Division,  the  com- 
munity mental  health  clinics  of  the  State  are  de- 
veloping a report  on  this  subject  with  recommenda- 
tions to  be  submitted  on  July  1,  1965. 

5. — According  to  the  emergency  clause  in  the  bill, 
the  program  would  be  implemented  as  of  July  1, 
1965  without  benefit  of  the  recommendations  of  the 
report  mentioned  above.  This  legislation  is  therefore 
premature. 

b.  H.B.  1322— Makes  mandatory  the  operation  of 
a follow-up  program  by  community  mental  health 
clinics  for  patients  discharged  from  state  mental 
institutions. 

c.  H.B.  1506— Provides  that  an  action  to  recover 
damages  for  injury  resulting  from  malpractice  (of 
a physician,  dentist,  podiatrist  or  operator  of  a hos- 
pital or  sanatorium)  shall  be  commenced  within  two 
years  of  discovery  of  injury,  provided  the  action  is 
commenced  within  four  years  from  the  date  of  the 
act  which  caused  the  injury. 

This  bill  relates  to  the  “Statute  of  Limitations”  as 
it  applies  to  malpractice  cases.  Presently  the  Oregon 
Supreme  Court  has  declared  that  “tort  liability”  ap- 
plies in  such  cases  which  is  two  years  from  the  date 
of  the  act.  Your  Committee  has  decided  that  the  As- 
sociation should  be  guided  by  its  malpractice  defense 
lawyers  regarding  whether  a statutory  declaration 
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of  the  “Statute  of  Limitations”  in  malpractice  cases 
should  be  established;  or  whether  the  present  situa- 
tion should  be  allowed  to  continue. 

d.  H.B.  151 7— Provides  that  a cause  for  a personal 
injury  shall  not  abate,  but  shall  service,  when  an  in- 
jured party  dies  from  a reason  other  than  the  one 
that  caused  the  injury;  and  that  the  personal  repre- 
sentative of  the  decedent  may  maintain  action 
against  the  wrongdoer.  Your  Committee  again  recom- 
mends that  the  Association’s  final  position  on  this 
bill  be  determined  by  the  malpractice  defense  law- 
yers. 

e.  H.B.  1536— Reconstitutes  membership  of  the 
State  Board  of  Health  by  providing  that  instead  of 
seven  physicians,  a dentist  and  a pharmacist,  the 
Board  shall  consist  of  a physician,  a psychiatrist,  a 
psychologist,  an  optometrist,  a chiropractor,  a podi- 
atrist, a dentist,  a pharmacist  and  a lay  person. 

f.  H.B.  1546— Provides  for  “just  damages”  rather 
than  present  $25,000  limit,  in  action  for  death  by 
wrongful  act  of  another  and  in  actions  against  dead 
tortfeasors.  Your  Committee  again  suggests  that  this 
recommended  position  be  subject  to  the  final  decision 
of  our  malpractice  defense  lawyers. 

g.  H.B.  1 553— Requires  a physician,  surgeon  or 
optometrist  upon  discovery  of  any  uncorrected  visual 
acuity  of  less  than  20/50  in  a person  fourteen  years 
of  age  or  older,  to  report  the  matter  to  the  Depart- 
ment of  Motor  Vehicles.  The  Committee  on  Con- 
servation of  Vision  has  recommended  active  oppo- 
sition inasmuch  as  it  would  require  physicians  to 
report  essentially  normal  individuals  who  have  no 
actual  disability  and  because  it  is  the  responsibility 
of  the  Motor  Vehicle  Division  to  screen  applicants 
appropriately. 

Senate  Bills  opposed: 

a.  S.B.  386— Authorizes  naturopathic  physicians 
to  conduct  the  medical  examination  required  of  mar- 
riage license  applicants.  Your  Committee  is  recom- 
mending that  this  bill  be  opposed  inasmuch  as  if 
enacted  it  would  indirectly  permit  naturopaths  to 
draw  blood  for  the  required  serologic  tests  by  per- 
mitting them  to  puncture  the  skin.  Such  procedures 
are  not  permitted  naturopaths  under  the  present 
definition  of  “minor  surgery”  in  their  Practice  Act. 

The  Board  voted  to  convey  appreciation  to  Mrs. 
E.  G.  Chuinard,  State  Representative  from  Multno- 
mah County,  for  presenting  to  the  Association  a com- 
plete set  of  Oregon  Revised  Statutes. 

Medical  Care  for  Public  Assistance 

William  C.  Crothers,  Chairman  of  the  Committee 
on  Charitable  Medical  Care,  presented  a report  on 
the  Committee’s  work  relative  to  the  revision  of  the 
Physicians’  Section  of  the  Guide  for  Public  Welfare 
Medical  Services  of  the  State  Public  Welfare  Com- 
mission. The  report  contained  a summary  of  the  work 
of  the  Subcommittee  on  revision  of  the  Physicians’ 
Section  and  its  recommendations  and  the  recom- 
mendations of  the  Committee  relative  to  the  Sub- 
committee’s proposals.  The  recommendations  of  the 
Committee  on  Charitable  Medical  Care  were: 


That  the  report  of  the  Subcommittee  on  Revision 
of  the  Physicians’  Section  of  the  State  Public  Welfare 
Commission’s  Guide  for  the  Public  Welfare  Medical 
Services  and  the  recommendation  contained  therein 
be  adopted  with  the  following  amendments: 

a. — That  the  preamble  to  the  Section  be 
amended  to  include  a statement  that  it  was  de- 
veloped in  consultation  and  with  the  coopera- 
tion of  the  Oregon  Medical  Association  and  rep- 
resents a schedule  of  reimbursements  reflecting 
physicians’  out-of-pocket  costs  plus  a small  per- 
centage. 

b. — That  the  sections  relating  to  payments  for 
anesthesia  and  assistant-at-surgery  be  restored  to 
the  schedule  with  the  fees  adjusted  in  accord- 
ance with  the  general  policy.  (These  two  sec- 
tions were  apparently  inadvertently  omitted.) 

c. — That  since  the  revised  Physicians’  Section 
is  recommending  only  one  fee  for  “visits”  ir- 
respective of  whether  they  are  “first  or  “sub- 
sequent” that  the  procedural  number  “0028 
may  be  billed  by  a physician  when  admitting  a 
difficult  medical  case  to  a hospital.  (This  pro- 
cedure carries  a fee  of  $12  as  contrasted  to  the 
fee  for  a hospital  visit  of  $4.) 

A motion  was  introduced  and  duly  seconded, 
providing  that  the  recommendations  of  the  Com- 
mittee on  Charitable  Medical  Care  be  approved. 

In  Recognition  of  W.  J.  Weese 

A letter  from  W.  Wyan  Washburn,  Chairman  of 
the  Council  on  Rural  Health  of  the  American  Med- 
ical Association  expressing  the  sympathy  of  the 
Council  and  the  American  Medical  Association  on 
the  passing  of  W.  J.  Weese  of  Ontario,  Oregon  on 
January  7,  1965  and  giving  full  recognition  to  the  un- 
tiring efforts  of  Dr.  Weese  in  the  promotion  of  pro- 
grams to  improve  rural  health  care  during  the  decade 
from  1949  to  1959  when  he  was  a member  of  that 
Council  representing  the  Pacific  Northwest.  In  the 
reading  of  this  letter  the  Board  of  Trustees  also 
recognized  the  leadership  of  Dr.  Weese  as  the  Asso- 
ciation’s President  in  1950-1951. 

Report  of  Executive  Committee 

President  Seacat  presented  the  following  recom- 
mendations of  the  Executive  Committee  of  the  Board 
of  Trustees  which  were  approved: 

1.— That  with  respect  to  the  payment  of  the  special 
assessment:  a.— Those  Active  members  who  have  not 
paid  the  assessment  by  April  1,  1965  be  re-billed 
with  an  accompanying  quotation  from  the  Bylaws 
indicating  that  dues  and  assessments  become  de- 
linquent as  of  July  1 of  each  year  and  that  members 
thus  delinquent  may  be  suspended  from  membership 
and  that  those  remaining  delinquent  on  July  1,  1965 
be  re-billed  on  that  date,  b.— All  Junior  and  Associate 
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members  be  invited  to  make  a voluntary  contribution 
of  $25  to  the  program  inasmuch  as  some  members 
in  these  classifications  have  offered  to  make  such  a 
contribution. 

2. — That  the  “Project  Concern”  being  conducted 
by  the  Beaverton  Junior  Chamber  of  Commerce  to 
collect  and  send  medical  and  related  materials  and 
equipment  to  James  Turpin  who  is  operating  non- 
profit hospitals  in  Hong  Kong,  South  Viet  Nam  and 
India  be  endorsed. 

3. — That  the  offer  of  the  Provident  Mutual  Life 
Insurance  Company  to  offer,  through  Pownall-Taylor 
and  Hays,  Ceneral  Agents,  a retirement  income  pro- 
gram under  the  Keough  Act  be  referred  to  the  Com- 
mittee on  Professional  Welfare. 

4. — That  the  application  of  the  following  physi- 
cians for  Life  membership  be  approved:  Lester  T. 
Jones,  and  Lee  W.  Dickinson,  Portland. 

5. — That  the  appropriate  committees  of  the  Asso- 
ciation be  directed  to  explore  the  utilization  of  exist- 
ing facilities  in  Oregon  for  supplying  the  Interna- 
tional Emergency  Medical  Identification  symbols 
to  Oregon  residents;  that  the  Medic-Alert  Founda- 
tion of  Turlock,  California  be  contacted  to  determine 
what  that  Foundation  can  do  to  further  promote  its 
service  in  this  State;  and  that  the  Oregon  State  Med- 
ical Assistants  Association  be  requested  to  consider 
promoting  the  use  of  emergency  medical  identifi- 
cation information  in  Oregon. 

Report  of  Woman's  Auxiliary 

Mrs.  Guy  R.  McCutchan,  President  of  the  Wo- 
man’s Auxiliary,  informed  the  members  of  the  Board 
with  justifiable  pride  that  the  Auxiliary’s  DVM 
(Drugs,  Vitamins  and  Medicines)  project  had  be£n 
especially  successful.  Six  and  one-half  tons  of  sample 
drugs,  vitamins  and  other  supplies  had  been  col- 
lected and  shipped  by  auto  freight  to  Direct  Belief 
Foundation  in  Santa  Barbara,  California  for  distribu- 
tion to  selected  foreign  outlets.  This  compares  with 
two  and  one-half  tons  which  had  been  collected  dur- 
ing the  1964  program.  Mrs.  McCutchan  gave  high 
praise  to  Mrs.  R.  D.  Eby  of  Beaverton  who  was 
Chairman  of  the  Committee  for  1965. 

Mrs.  McCutchan  also  reported  that  the  1965 
“Legislative  Brunch,”  held  in  Salem  on  February 
16  was  considered  to  be  the  most  successful  ever 
sponsored  and  that  the  wives  of  legislators,  and  the 
honored  guests  were  highly  appreciative. 

She  gave  special  commendation  to  the  Woman’s 
Auxiliary  to  the  Marion-Polk  County  Medical  So- 
ciety whose  members  were  in  charge  of  arrange- 
ments. 

Mrs.  John  R.  Boe,  Auxiliary  President-Elect,  told 
of  the  visits  which  she  and  Mrs.  McCutchan  had 
been  making  to  local  auxiliaries  and  the  great  interest 
in  the  current  affairs  of  the  Association  which  was 


observed.  Mrs.  Boe  also  commented  upon  the  work 
of  “Key  Women”  in  connection  with  the  Association’s 
legislative  activities  and  the  work  of  component 
auxiliaries  in  promoting  the  education-information 
program  relative  to  health  care  for  the  aged. 

Other  Action 

A letter  was  read  from  Chancellor  R.  E.  Lieuallen 
of  the  Oregon  State  System  of  Higher  Education 
expressing  appreciation  for  the  Association’s  support 
of  its  request  for  sufficient  funds  to  rebuild  the  Out- 
patient Clinic  Department  at  the  University  of  Ore- 
gon Medical  School  in  accordance  with  its  original 
plans. 

Education-Information  Program 

In  the  absence  of  George  R.  Satterwhite,  Chair- 
man of  the  Committee  on  Public  Relations,  Mr. 
Robert  O.  Bissell  reviewed  the  progress  of  the  Edu- 
cation-Information program  relative  to  health  care 
for  the  aged.  He  commented  especially  on  the 
amount  of  literature  which  had  been  distributed,  the 
number  of  speaking  engagements  which  had  been 
filled  and  which  were  pending  and  the  generally 
favorable  reception  which  the  program  was  enjoying. 

Report  from  Oregon  Medical  Political  Action 
Committee 

C.  H.  Hagmeier,  the  newly  elected  Chairman  of 
the  Board  of  Trustees  of  OMPAC,  presented  a report 
in  which  he  reviewed  the  Committee’s  financial 
status,  the  organization  of  local  committees,  and 
emphasized  the  annual  meeting  of  the  American 
Medical  Political  Action  Committee  (AMPAC)  to 
be  held  in  Washington,  D.C.  in  May  of  this  year. 
Following  this  presentation  he  showed  the  film, 
“Political  Wrap-Up”  produced  by  AMPAC  in  which 
both  successful  and  unsuccessful  candidates  for  the 
United  States  Congress  in  the  1964  General  Elec- 
tion were  interviewed. 

Acquiring  Additional  Property 

In  the  absence  of  Verner  V.  Lindgren,  Chairman 
of  the  Special  Committee  to  consider  acquiring  ad- 
ditional property.  Dr.  Livingstone  presented  the  re- 
port of  that  Committee  which  included  the  follow- 
ing recommendations: 

L— That  the  principle  of  acquiring  the  remaining 
property  in  the  block  in  which  the  Association’s 
headquarters  office  is  located  with  the  ultimate  view 
of  constructing  a complex  to  house  headquarters  of- 
fices of  professional  and  business  associations  in  Ore- 
gon be  approved. 

2.— That  Oregon  Physicians’  Service  be  requested 
to  purchase  the  properties  which  are  now  available 
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in  the  block  in  which  the  properties  owned  by  the 
Oregon  Medical  Association  and  the  Multnomah 
County  Medical  Society  are  located  and  which  are 
located  respectively  on  the  southwest  and  southeast 
corners  of  said  block. 

Upon  motion  duly  made,  seconded  and  carried, 
it  was  voted  that  the  recommendations  of  the  Special 
Committee  on  acquiring  additional  property  be 
adopted. 

Annual  Congress  on  Medical  Education  and 
Licensure 

Herman  A.  Dickel,  Chairman  of  the  Committee  on 
Medical  Education,  submitted  a comprehensive  re- 
port on  the  Sixty-First  Annual  Congress  on  Medical 
Education  and  Licensure  sponsored  by  the  American 
Medical  Association  and  the  Federation  of  State 
Medical  Boards  of  the  United  States  and  held  in  Chi- 
cago, February  6-9,  1965.  In  his  manuscript  report, 
Dr.  Dickel  also  commented  extensively  upon  the  pre- 
Congress  meeting  of  State  Medical  Association 
Chairmen  of  Medical  Education  Committees. 


Annual  Meeting  of  Surgeons 

The  Nineteenth  Annual  Meeting  of  American  So- 
ciety of  Maxillo-Facial  Surgeons  will  be  held  May 
30-31,  and  June  1-2  at  the  Hilton  Hotel  in  Portland. 


OBITUARIES 

dr.  Bertram  r.  shoex4keh,  former  county  health 
officer,  died  February  4.  He  had  practiced  in  Rose- 
burg  since  1913  and  was  77.  In  1911  he  graduated 
from  Ohio  State  University  College  of  Medicine. 

dr.  edgar  s.  fortner,  who  was  second  highest  in 
academic  standing  in  his  graduate  class  of  1912  from 
Harvard  Medical  School,  died  February  20.  He  prac- 
ticed in  Salem  since  1926,  and  resided  in  Turner. 
He  was  79. 

dr.  f.  Sydney  hansen,  first  Multnomah  County 
health  officer,  died  March  4.  He  was  56.  He  received 
his  medical  degree  from  University  of  Oregon  Medi- 
cal School  in  1936  and  his  masters  in  public  health 
from  University  of  California  in  1949. 

dr.  benjamin  goldberg,  68,  of  Corvallis,  died  March 
1.  He  graduated  from  Rush  Medical  College  in  1925 
and  practiced  in  Chicago  from  1931  to  1942.  Fol- 
lowing the  war  he  moved  to  Corvallis.  He  was  on  the 
staffs  of  Good  Samaritan  and  Lebanon  Community 
Hospitals. 


THE  DANGEROUS  BENEFITS  OF  MODERN  DRUGS 

That  drugs  are  capable  of  inducing  harm  as  well  as  benefits  is  beyond  cavil. 
Indeed,  potential  danger  appears  inherent  in  all  human  advances.  One  need  only 
cite  the  loss  of  life  incurred  by  the  automobile,  and  the  Sword  of  Damocles  which 
nuclear  energy  has  suspended  over  all  living  matter.  However,  in  considering  the 
toxicity  of  drugs  one  should  not  lose  sight  of  the  contribution  of  these  agents  to  the 
relief  of  suffering  and  to  human  welfare  ...  It  would  be  to  the  disservice  of  humanity 
and  medicine  if  we  allowed  an  imbalanced  perspective  to  hamper  the  advance  in  drug 
therapy  which  has  characterized  the  present  century.  Full  knowledge  of  the  drugs  at 
his  disposal  rather  than  restrictive  measures  controlling  their  use  will  enable  the  phy- 
sician to  derive  the  great  benefits  of  drug  therapy  while  maintaining  at  the  minimum 
the  harm  inherent  in  their  use. 

Arthur  Grollman,  M.D.,  in  Texas  State  J Med  61:1  (January)  1965. 
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WHO  NEEDS  A BLOOD-GLUCOSE  DETERMINATION? 

Many  of  your  patients,  Doctor.  With  DEXTROSTIX®  Reagent  Strips,  estimating 
blood  glucose  takes  only  60  seconds.  The  test  can  be  used  for  screening  in 
every  physical  examination  and  emergency  situation.  DEXTROSTIX  is  also  use- 
ful for  checking  blood  glucose  in  pregnancy,  obesity,  peripheral  vascular  dis- 
ease, certain  endocrine  disorders,  patients  on  “thiazides”  and  other 
potentially  hyperglycemic  drugs,  diabetic  screening  and  manage- 
ment, and  other  conditions  where  hypo-  or  hyperglycemia  may  be  of 
clinical  significance.  □ Ames  Company,  Inc.,  Elkhart,  Indiana  ames 
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WASHINGTON 


Washington  State  Medical  Association — 1309  seventh  avenue,  Seattle  1, Washington 

president  Roland  D.  Pinkham,  M.D.,  Seattle 

secretary  Cad  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 

annual  meeting  September  12-15,  1965,  Seattle 


CONSTITUTIONAL  AMENDMENT 


PROPOSED  AMENDMENT  TO  ARTICLE  V,  SEC- 
TIONS 1 AND  2;  AND  ARTICLE  VII,  SECTION  2 
OF  THE  CONSTITUTION  OF  THE  WASHINGTON 
STATE  MEDICAL  ASSOCIATION  OFFICERS 
ARTICLE  V-OFFICERS 


Section  1 . Officers  Listed. 

The  officers  of  this  Association  shall  be  the 
President,  President-Elect,  the  Immediate  Past- 
President,  Vice  President,  Speaker  of  the  House 
of  Delegates,  Secretary-Treasurer,  Assistant  Secre- 
tary-Treasurer, and  eighteen  elected  Trustees,  four 
of  whom  shall  be  elected  from  each  trustee  dis- 
trict as  hereinafter  provided,  and  ten  of  whom 
shall  be  elected  from  the  state  as  a whole  pro- 
vided that  not  more  than  two  elected  trustees 
shall  be  elected  from  any  one  component  society. 


Section  2.  Tenure  of  Officers. 

The  House  of  Delegates  at  its  regular  annual 
session  shall  elect  the  following  officers  to  serve 
the  terms  indicated: 


President-Elect 
Vice  President 
Secretary-Treasurer 
Ass't.  Secretary-Treasurer 


One  Year 
One  Year 
Three  Years 
One  Year 


Speaker  of  the  House  of  Delegates  One  Year 


Four  Trustees,  two  from  each  of 
the  two  trustee  districts  as 
hereinafter  provided  Two  Years 

Ten  Trustees,  State-at-Large  One  Year 

ARTICLE  VII— BOARD  OF  TRUSTEES 

Section  2.  Composition. 

The  Board  of  Trustees  shall  consist  of  the  Presi- 
dent, President-Elect,  Vice  President,  the  Imme- 
diate Past-President,  Speaker  of  the  House  of  Dele- 
gates, Secretary-Treasurer,  Assistant  Secretary- 
Treasurer,  Chairman  of  the  Finance  Committee, 
Chairman  of  the  Committee  on  Medical  Defense, 
Delegates  to  the  American  Medical  Association 
and  eighteen  elected  trustees. 

NOTE:  CONSTITUTION,  ARTICLE  XII  - AMEND- 
MENTS. 

This  amendment  to  the  Constitution  will  be 
held  over  until  the  1965  Annual  Meeting,  and 
published  in  at  least  two  issues  of  Northwest 
Medicine  in  the  interim  in  accordance  with  Con- 
stitutional requirements.* 

Vernon  W.  Spickard,  Chairman 
Committee  on  Revision  of  Constitution 
and  By-Laws 


WSHA  Symposium 

The  Washington  State  Heart  Association  and  the 
Washington  State  Department  of  Health  will  co- 
sponsor a half-day  symposium  on  High  Risk  Factors 
in  Cardiovascular  Disease,  on  May  6 at  University  of 
Washington  Health  Sciences  Auditorium.  Speakers 
include  Jeremiah  Stamler,  Director  of  Adult  Health 
and  Aging,  Chicago  Board  of  Health,  and  co-author 
of  Your  Heart  Has  Nine  Lives;  Thomas  Dawber, 
Medical  Director  of  the  Heart  Disease  Epidemiology 
Study,  Framingham,  Mass.;  and  Edwin  Bierman, 
Chief,  Metabolic  Disease  Service,  Veterans  Hospital, 
Seattle. 

The  symposium  is  open  to  physicians  throughout 
the  state  free  of  charge. 


FDA 

William  M.  M.  Kirby,  Professor  of  Medicine,  Uni- 
versity of  Washington  has  been  named  a member  of 
a new  Advisory  Board  to  the  Food  and  Drug  Admini- 
stration. The  Board,  with  a complement  of  ten  in- 
cluding the  chairman,  was  formed  to  advise  the  FDA 
on  the  broad  programs,  policies  and  problems  in  the 
fields  of  medicine  and  other  health-related  sciences. 

The  establishment  of  the  Medical  Advisory  Board 
was  the  recommendation  of  the  National  Academy 
of  Sciences— National  Research  Council,  and  Second 
Citizens  Advisory  Committee  of  FDA. 

*Words  in  bold  face  represent  the  proposed  changes. 
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Washington  Academy  of  General  Practice 


HERMAN  A.  DICKEL,  M.D. 

Department  of  Psychiatry 
University  of  Oregon  Medical  School 
Chronically  Anxious  Patient 
Emotional  Problems  and  Pitfalls  of  General  Practi- 
tioners Treating  Psychiatric  Patients 

R.  T.  RAVENHOLT,  M.D. 

Associate  Professor  of  Preventive . Medicine 
University  of  Washington  School  of  Medicine 
Diagnosis  and  Treatment  of  Infectious  Hepatitis 
Trends  in  Preventable  Disease  Occurrence  and 
Prevention 


LEON  ALLER,  M.D. 

Snohomish,  Washington 
Teen-Age  Emotional  Problems 


LAWERENCE  D.  LONGO,  M.D. 

Department  of  Obstetrics  and  Gynecology 
University  of  Pennsylvania 
Toxemias  of  Pregnancy 

Obstetrics  and  Gynecology  in  the  West  African 
Community 


JOHN  D.  OHOLLAREN,  M.D. 

Allergy  Clinic 
Portland,  Oregon 

An  Approach  to  the  Wheezing  Patient 
Newer  Methods  of  Desensitazation 


SHERMAN  S.  COLEMAN,  M.D. 

Chief  Surgeon,  Shriners  Hospital 
Salt  Lake  City,  Utah 
Missed  and  Mistreated  Fractures 
So-Called  Whiplash  Injury 

JAMES  E.  ZIMMERMAN,  M.D. 

Yakima,  Washington 
Agricultural  Chemicals— Friend  or  Foe? 


Comments  from  three  speakers  at  the  annual 
meeting  of  Washington  Academy  of  General  Prac- 
tice, to  be  held  May  14,  15,  at  Chinook  Motel  and 
Tower  in  Yakima,  indicate  type  of  material  to  be 
presented. 

Dr.  Dickel:  I believe  total  personal  factors  are  im- 
portant in  anxiety.  The  general  parctitioner,  because 
he  is  not  limited  in  tools  or  methods,  is  best  equij^ped 
to  deal  with  the  total  problem.  He  should  re-educate 
his  patients  to  understand  that  anxiety  may  derive 
from  either  physical  or  emotional  reaction. 

Dr.  CYHolleran : Treatment  of  emjihysema  offers 
a great  deal  of  hope  but  it  must  be  distinguished 


carefully  from  asthma  and  chronic  bronchitis.  I 
think  some  patients  are  frightened  by  the  diagnosis 
of  emphysema.  They  should  be  told  that  the  outlook 
is  far  better  than  with  cancer,  with  which  they  are 
apt  to  confuse  it.  We  have  been  working  with  some 
new  methods  and  new  products  that  promise  much 
help  as  well  as  reduction  in  frequency  of  treatment. 

Dr.  Alter:  Teenagers  have  more  dramatic  emotion- 
al disturbances  than  those  in  any  other  group.  We 
must  melt  the  wall  between  teenager  and  adult. 
The  family  physician  should  listen,  discuss,  and 
provide  the  understanding  so  sorely  needed  by  the 
disturbed  teenager. 
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OBITUARIES 


ROBERT  H.  WILLIAMS,  M.D. 


College  of  Physicians  Honors  Dr.  Williams 

Robert  H.  Williams,  professor  and  chairman  of  the 
Department  of  Medicine  at  University  of  Washington 
has  received  the  Alfred  Stengel  Memorial  Award  for 
outstanding  service  to  American  College  of  Physi- 
cians. The  award  was  presented  during  the  50th 
anniversary  session  of  A.C.P.  held  in  Chicago,  March 
22-26. 

Dr.  Williams  delivered  the  Alfred  Stengel  Me- 
morial Lecture  on  March  25  on  “Recent  Advances 
Relative  to  Diabetes.” 


Radiology  Meeting 

The  Pacific  Northwest  Radiological  Society  annual 
meeting  will  be  held  at  the  Olympic  Hotel,  Seattle, 
on  May  7-9.  Guest  speakers  will  be  Herbert  Abrams 
and  Fernando  G.  Bloedorn. 

Tacoma  Surgical  Club 

John  L.  Madden,  Clinical  Professor  of  Surgery 
at  New  York  Medical  College,  will  be  the  featured 
guest  speaker  at  the  annual  meeting  of  the  Tacoma 
Surgical  Club  scheduled  Saturday,  May  1,  in  Jack- 
son  Hall  at  the  Tacoma  General  Hospital  School  of 
Nursing. 

The  traditional  and  unique  feature  of  the  meeting 
is  the  participation  by  every  member  in  anatomical 
demonstrations  and  dissections  to  illustrate  the  sur- 
gical anatomy  of  actual  specimens.  The  anatomy  dis- 
sections will  be  demonstrated  from  9 a.m.  to  12  noon 
and  the  afternoon  program  will  include  scientific 
papers  by  club  members  and  a paper  by  the  guest 
speaker. 

David  Bassett  will  present  three  showings  of  the 
stereoscopic  anatomy  of  the  abdomen  as  a special 
feature  during  the  morning  session.  An  evening  social 
hour  and  banquet  at  the  Winthrop  Hotel  will  con- 
clude the  day’s  activities. 

Registration  fee  will  be  $5,  luncheon  $1.50,  and 
banquet  $7.50. 


dr.  john  r.  robertson,  who  had  practiced  in  Ta- 
coma since  1906,  died  February  14.  He  was  89.  He 
was  graduated  in  1906  from  Indiana  Medical  Col- 
lege, School  of  Medicine  of  Purdue  University. 

dr.  paul  c.  gunby,  Sandy  Point,  died  February  5. 
He  began  his  practice  in  Sherman,  Texas  and  moved 
to  Seattle  in  1926.  He  practiced  there  until  his  retire- 
ment in  1952  when  he  moved  to  Sandy  Point.  Dr. 
Gunby  was  graduated  from  Harvard  Medical  School 
in  1918.  He  was  71. 

dr.  Robert  emmett  stobie,  practitioner  in  Seattle 
from  1920  to  1954,  died  January  12.  A native  of 
Missouri,  he  graduated  from  Northwestern  Uni- 
versity Medical  School  in  1917.  Following  retire- 
ment, Dr.  Stobie  moved  to  Vashon  Island.  He  was 
81.  Death  was  caused  by  myocardial  failure,  arterio- 
sclerosis with  CVA. 

dr.  j.  bennett  blair,  who  lived  in  Clark  County  all 
of  his  life  and  practiced  there  for  50  years,  died  Janu- 
ary 15  at  86.  He  graduated  from  University  of  Ore- 
gon Medical  School  in  1907  and  was  licensed  the 
same  year.  Dr.  Blair  retired  in  1957.  Death  was 
due  to  metastatic  carcinoma  of  prostate. 

dr.  richard  s.  mitchell  of  Wenatchee  died  De- 
cember 25  of  myocardial  infarction.  He  was  70. 
He  was  awarded  his  degree  by  Northwestern  Uni- 
versity Medical  School  in  1921.  During  his  practice, 
from  which  he  was  retired,  he  specialized  in  ob- 
stetrics and  gynecology.  Dr.  Mitchell  was  a World 
War  I veteran. 

dr.  frank  douglass,  who  had  practiced  pediatrics 
in  Seattle  since  1931,  died  January  22.  He  was  im- 
mediate past -president  of  American  Acadamy  of 
Pediatrics  and  past  president  of  King  County  Med- 
ical Society,  Washington  State  Medical  Association, 
and  Seattle  Pediatric  Society.  Born  in  Sedro  Woolley, 
he  was  graduated  in  pharmacy  from  Washington 
State  University  and  received  his  doctor  of  medicine 
degree  from  University  of  Oregon  Medical  School  in 
1925.  Dr.  Douglass  had  a general  practice  in  Tacoma 
from  1926-1929  prior  to  his  study  of  pediatrics  at 
Childrens  Hospital,  Los  Angeles.  He  was  65.  He 
died  of  intracerebral  hemorrhage. 

dr.  Frances  a.  brugman,  past  president  of  Puget 
Sound  Academy  of  Ophthalmology  and  Otolaryn- 
gology, died  January  17  in  Palm  Desert,  California 
where  he  had  lived  following  retirement.  From  1924 
until  he  retired,  Dr.  Brugman  practiced  EENT  in 
Seattle.  He  was  graduated  from  State  University  of 
Iowa  College  of  Medicine  in  1909.  He  was  79. 

dr.  Arthur  b.  cook,  1902  graduate  of  Illinois  Medi- 
cal College,  died  February  8.  A resident  of  Anacortes 
since  1913,  Dr.  Cook  was  92. 
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Only  this 
enables  you  to  pre 

convenient 


AMPULES:  250  mg.  per  2 cc.,  100  mg.  per  2 cc. 
MULTI-DOSE  VIALS:  10  cc..  50  mg.  per  cc. 

Terramycin  Intramuscular 
Solution  is  only  one  of  an 
unmatched  variety  of  dosage 
forms  made  possible  by  the 
unique  chemical  characteristics 
of  the  oxytetracycline  mole- 
cule. It  is  the  only  preconstituted 
solution  of  a broad-spectrum 
antibiotic  specifically  for  intra- 
muscular use.  Always  ready 
for  immediate  injection,  it 
requires  no  refrigeration  and 
remains  stable  for  years.  Unique 


in  formulation,  it  offers  econ- 
omy and  convenience  as  well. 
It  is  available  in  ampules,  vials, 
and  in  Isoject, " a sterile  and 
completely  disposable  injection 
system  offering  maximum 
protection  against  syringe- 
transmitted  hepatitis. 

Included  in  a wide  range  of 
practical  dosage  forms  are 
Terramycin  and  Terrastatin" 
(oxytetracycline  plus  nystatin) 
Capsules  as  well  as  pleasantly 
fruit -flavored  pediatric  syrup 
and  drops,  supplied  in  a 


preconstituted  form  and  not 
requiring  refrigeration. 
Terramycin  is  also  available  in 
intravenous  preparations  of 
proved  effectiveness  as  well  as 
numerous  topical  formulations 
thus  making  available  the 
benefits  of  Terramycin  for  a 
wide  range  of  clinical  needs. 

Ahead  of  its  time  for  14  years, 
Terramycin  remains  a broadly 
useful  antibiotic  with  a world 
of  experience  to  support  its 
record  of  effectiveness,  safety 
and  practicality. 
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ontraindicated:  In  individuals  hypersen- 
itive  to  any  of  the  ingredients  in  the 
xytetracycline  formulations. 

EARNING:  In  the  presence  of  renal  dys- 
jnction,  particularly  in  pregnancy,  intra- 
enous  tetracycline  therapy  in  daily  doses 
xceeding  two  grams  has  been  associated 
ith  deaths  through  liver  failure. 

Vhen  the  need  for  intensive  treatment 
utweighs  its  potential  dangers  (especially 
uring  pregnancy  or  in  individuals  with 
nown  or  suspected  renal  or  liver  impair- 
ient),  it  is  advisable  to  perform  renal  and 
ver  function  tests  before  and  during 
itravenous  therapy.  Also,  tetracycline 
erum  concentrations  should  be  followed. 

f renal  impairment  exists,  even  usual  oral 
r parenteral  doses  may  lead  to  excessive 
ystemic  accumulation  and  possible 
Dxicity  of  the  drug. 

Jse  of  oxytetracycline  during  the  last 
rimester  of  pregnancy,  neonatal  period 
nd  early  childhood  may  cause  discolora- 
ion  of  developing  teeth. 

'recautions:  Use  of  broad-spectrum  anti- 
biotics occasionally  may  result  in  over- 
rowth  of  nonsusceptible  organisms.  Where 
uch  infections  occur,  discontinue  oxy- 
etracycline  and  institute  specific  therapy. 

Vdverse  Reactions:  Glossitis,  stomatitis, 
iroctitis,  nausea,  diarrhea,  vaginitis  and 
lermatitis,  as  well  as  reactions  of  an  allergic 


nature,  may  occur  but  are  rare.  Occasional 
instances  of  discomfort  at  the  injection 
site  may  occur  with  the  intramuscular 
form.  In  intravenous  administration,  where 
concentrations  greater  than  5 mg.  of  anti- 
biotic per  ml.  of  diluent  were  used,  a few 
instances  of  phlebitis  have  been  reported. 


CAPSULES:  250  mg.,  125  mg. 


Formulas:  Terramycin  Capsules — oxytetra- 
cycline HC1,  250  mg.  and  125  mg./ 
Terramycin  Syrup — calcium  oxytetracy- 
cline, 125  mg.  per  5 cc. /Terramycin 
Pediatric  Drops — calcium  oxytetracycline, 
100  mg.  per  cc. /Terramycin  Intramuscular 
— 100  mg.  of  oxytetracycline  per  2 cc.  or 
250  mg.  per  2 cc. /Terramycin  Intravenous 
— 250  mg.  and  500  mg.  vials  of  oxytetra- 
cycline HC1  buffered  with  1.0  gram  or  2.0 
grams  of  ascorbic  acid  respectively. 
Terrastatin  Capsules — oxytetracycline,  250 
mg.  and  nystatin,  250,000  units/ 
Terrastatin  for  Oral  Suspension  — when 
reconstituted  each  teaspoonful  (5  cc.) 
contains  125  mg.  of  oxytetracycline,  and 
1 25,000  units  of  nystatin. 

More  detailed  professional  information 
available  on  request. 


PEDIATRIC  DROPS:  100  mg.  per  cc. 


Science  for  the  world's  well-being ® 

Since  1849 

PFIZER  LABORATORIES 
Division,  Chas.  Pfizer  & Co.,  Inc. 
New  York,  New  York  10017 


oxytetracycline) 

inique  properties  make  the  difference  in  difficult  or  routine  cases 
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Trivialis  et  Jovialis 


The  Angular  Artery 

HAROLD  J.  E L L N E R,  M.  D.  Richland,  Washington 

The  Angular  Artery  has  often  been  a subject  of  discussion  and,  in  times  of  stress, 
favored  with  rich  adjectives  as  well  as  gerwulic  and  participial  descriptions.  Although 
many  surgeons  know  it  by  name,  an  exhaustive  search  has  not  been  successful  in  finding 
a formal  description  of  this  vessel. 


The  Angular  Artery  (Artery  of  the  Angle— Brit. 
Isles),  as  all  other  arteries,  is  derived  ultimately  from 
the  aorta,  springing  from  the  major  trunk  nearest  to 
any  surgical  incision.  It  is  variable  in  size,  generally 
being  small  enough  to  escape  detection  while  suf- 
ficiently large  to  bleed  briskly  when  cut.  The  artery 
courses  parallel  to  the  operative  incision,  turning 
abruptly  perpendicular  to  the  incision  in  order  to  be 
available  for  cutting  as  the  last  millimeter  (or  angle) 
of  the  incision  is  reached.  At  this  point,  it  plunges 
into  the  deepest  and  least  accessible  muscular  layer 
where  it  awaits  section.  It  also  sends  twigs  to  the 
more  superficial  layers.  The  Angular  Artery  is  highly 
elastic  and  retractile  despite  cases  of  involvement  of 
the  entire  remaining  vasculature  in  rigid  arterio- 
sclerosis. When  cut,  both  ends  spring  rapidly  back 
into  the  retreating  muscular  edges  to  pump  vigor- 
ously. The  streams  are  usually  directed  at  angles 
which  belie  the  vessel’s  true  location.  The  artery  is 
more  often  cut  in  a dark  portion  of  the  wound  or,  if 
sectioned  under  full  illumination,  defers  its  bleeding 
until  the  light  is  moved  away.  The  artery  then  be- 
comes, by  change  of  name,  the 

(supply  rich  Anglo-Saxon  adjective  here)  Bleeder. 
The  Bleeder,  designated  Left,  Right,  Upper,  or 
Lower,  depending  upon  the  incision,  shifts  position 
to  emerge  directly  from  the  wound’s  angle  so  that 
no  clamp  can  be  applied  across  it  but,  after  several 
attempts,  “head-on.”  (This  of  course  does  not  apply 
in  incisions  adjacent  to  ribs.  In  these  cases  it  arises 
from  the  periosteum  and  cannot  be  clamped.)  This 
maneuver  necessarily  results  in  the  clamping  of  a 
wad  of  various  other  adjacent  tissues,  converting  a 
sharp  wound  angle  into  a sort  of  puckered  ellipse. 

To  secure  the  Angular  Artery,  one  may  use  any 
one  or  combination  of  the  following  maneuvers: 

I .—The  slipping  of  a ligature  over  the  clamp  in  the 
conventional  manner.  As  the  clamp  is  removed  and 


the  ligature  knotted,  all  clamped  tissue  will  be  in- 
cluded in  the  tie— except,  somehow,  the  artery. 

2. — Electrocautery.  The  expedient  of  touching  the 
fulgurating  electrode  to  the  clamp  until  the  entire 
regional  tissue  is  transformed  into  an  eschar  will 
generally  discourage  the  Angular  Artery  from  bleed- 
ing—for  about  five  minutes. 

3. — Hyperthermia  and  pressure.  A hot  laparotomy 
pad  packed  into  the  angle  of  the  wound  will  hide 
the  bleeder  from  view  and  allow  the  operation  to 
proceed  until  an  observer  calls  attention  to  a com- 
pletely red  laparotomy  pad. 

4 . —Suture  ligature.  This  is  the  best  method.  A 
generous  figure-of-eight  suture  of  stout  material  to  in- 
clude the  nearest  two  cubic  inches  of  tissue  cannot 
miss  securing  the  Angular  Artery.  How  very  effective 
this  is  will  be  proved  when  it  later  becomes  neces- 
sary to  extend  the  incision.  The  forgotten  ligature 
will  spring  apart  at  the  touch  of  the  scalpel  and 
artery  will  resume  its  normal  activity.  Of  course,  this 
maneuver  will  expose  a new  Angular  Artery. 

Invariably,  the  Angular  Artery  is  accompanied  by 
two  or  more  angular  veins  (venae  comitantes  arteri- 
um  angularis  horribilis).  Microscopically  minute  in 
caliber  and  cutaneous  in  depth,  these  veins  give  no 
trouble  at  the  wound’s  angle.  Rather,  they  are  trans- 
fixed unerringly  by  needles  even  many  times  their 
diameter  as  the  skin  closure  nears  completion.  This 
event  occurs  as  the  ultimate  or  penultimate  skin 
suture  is  placed  in  a hitherto  neat  closure.  The  dark, 
widening  pool  is  controlled  by  tamponade.  Routinely, 
the  surgeon  here  praises  the  accuracy  of  his  assist- 
ant’s suturing,  i.e.,  “I  couldn’t  hit  that  little  capillary 
in  a hundred  tries,  but  you  got  it  the  first  time.” 
The  tamponade,  of  course,  does  nothing  to  the 
widely  propagating  cutaneous  hematoma  in  the  fasti- 
dious patient  who  will  have  the  benefit  of  observing 
it  change,  in  the  ensuing  weeks,  from  a luxuriant 
purple  to  a rich  golden  brown. 
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J.  E.  Byes— Salem-Eugene-Portland 


L.  M.  George,  Jr.— Portland 


W.  A.  Herzog— Tacoma 


R.  A.  Nims— Seattle 


F.  A.  Cantlon,  Jr.— Spokane 


“We’re  puzzled”"... 

. . . why  some  physicians  use  synthetic  preparations  or  thyroglobulin 
. . . why  some  use  nonbrand  thyroids  or  write  "thyroid  U.S.P." 

. . . when  ARMOUR  THYROID  offers  so  many  more  advantages 

4.  predictable  clinical 
response 

5.  proven  stability 

6.  lowest  cost 

Only  ARMOUR  THYROID  gives  you  all  these  6 advantages. 

That's  why  it's  important  to  specify  *Your  Armour  representatives 


1.  useful  PBI  results — not 
possible  with  synthetic 
orextracted  preparations 

2.  complete  thyroid 
therapy — containing 
both  thyroxine  and 


triiodothyronine  in 
natural  ratio 
3.  uniform  potency^* 
doubly  assayed, 
chemically  and 
biologically 


ARMOUR 

THYROID 


NEW — for  a continuous  supply  of  Armour  Thyroid  for  you  or 
your  immediate  family  simply  complete  and  return  this  coupon 

I “I 

| Gentlemen:  Please  send  my  first  bottle  of  100  Armour  Thyroid  I 
j tablets  offered  on  your  new  continuous  Physicians  Personal  I 
| Use  Program.  | 


RELATED  ARMOUR  PRODUCTS: 


M.D. 


Thyrar®  (Beef  Thyroid]  Thytropar®  (Thyrotropin) 


ARMOUR  PHARMACEUTICAL 
COMPANY  • KANKAKEE,  ILLINOIS 


ADDRESS 


CITY  STATE  ZIP  CODE 

% gr.  'A  gr.  1 gr.  2 gr.  3 gr.  5 gr. 


Please  circle  potency  requested. 
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Special  diets  are  efficiently  scheduled  in  this  modern,  stainless  steel  kitchen 
in  the  new  Shadel  Hospital.  You  are  welcome  to  inspect  the  facilities  of  the 
hospital  which  has  been  designed  specifically  for  the  treatment  of  alcoholism. 
12001  Ambaum  Boulevard  S.W.,  Seattle.  CH.  4-8100 


The  setting  for  the  52-bed  hospital  is  in  a suburban  area  which  provides 
the  convenience  of  close  contact  with  all  of  the  medical  facilities  of  the  City  of 
Seattle,  combined  with  the  quiet  surroundings  and  peaceful  atmosphere  of  a 
secluded  district. 

The  design  of  the  hospital  is  both  modern  and  functional  and  will  maintain 
the  personal  and  homelike  atmosphere  which  has  been  synonymous  with  Shadel 
Hospital  treatment. 


APPROVED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION  MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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in  maintenance  therapy... 

a working  analgesic 
for  the 

active  arthritic 


ARTHRALGEN® 

Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 

a working  analgesic  for  the  active  arthritic 

— rapidly  relieves  early  morning  stiffness  and  arthritic  pain.  It 
promises  a quicker  response  in  most  patients  because  its  anal- 
gesic ingredients  need  no  metabolic  conversion  before  they  act. 
As  a combination  of  two  prominent  analgesic  drugs,  Arthralgen 
can  often  establish  smoother,  more  complete  pain  relief  because 
it  synergistically  produces  more  efficient  analgesia  on  lower 
dosage  levels  of  each. 

two  proven  pain  relievers 

Arthralgen  combines  two  better-tolerated,  time-tested  analgesics, 
acetaminophen  and  salicylamide,  into  a pharmacologically  sound 
and  therapeutically  effective  formulation.  As  Arthralgen,  it  pene- 
trates tissues  promptly  and  relieves  pain  rapidly  with  less  likeli- 
hood of  gastric  irritation  than  aspirin. 


BRIEF  SUMMARY 

Arthralgen  and  Arthralgen-PR  are 
indicated  in  the  management  of 
rheumatoid  arthritis,  acute  gouty 
arthritis,  rheumatoid  spondylitis, 
osteoarthritis,  bursitis,  fibrositis, 
and  neuritis.  Arthralgen  may  be 
used  foranalgesia  in  colds,  flu,  and 
various  myalgias. 

DOSAGE:  One  or  two  tablets  four 
times  a day.  After  remission  of 
symptoms  dosage  should  be 
reduced  to  the  minimum  mainte- 
nance level. 

SIDE  EFFECTS:  Nausea,  Gl  upset, 
or  mild  salicylism  may  rarely  occur. 
Symptoms  of  hypercorticoidism 
dictate  reduction  of  dosage  of 
Arthralgen-PR. 

PRECAUTION:  Reduction  in  dos- 
age of  Arthralgen-PR  given  over  a 
long  period  should  be  gradual, 
never  abrupt. 

CONTRAINDICATIONS:  Hypersen- 
sitivity to  any  ingredient. 


sodium-free 

Arthralgen  contains  no  sodium.  Therefore,  it  is  often  a safer  and 
more  suitable  analgesic  for  use  in  the  long-term  treatments  of 
arthritic  patients  who  have  other  conditions  which  require  sodium 
restriction.1 

ARTHRALGEN®-PR  (Arthralgen  with  prednisone) 


Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 

Prednisone 1 mg. 


To  help  provide  dosage  flexibility  in  patients  who  require  steroids, 
the  basic  Arthralgen  formula  is  also  available  combined  with 
prednisone  as  Arthralgen-PR.  Prednisone  is  favored  as  the  more 
advantageous  steroid  for  use  in  Arthralgen-PR  because  it  shows 
less  tendency  toward  sodium  retention,  potassium  excretion,  and 
steroid-induced  hypertension  than  that  which  often  accompanies 
the  use  of  cortisone  and  ACTH.2 


A.  H.  ROBINS  COMPANY,  INCORPORATED/RICHMOND,  VIRGINIA 


As  with  any  drug  containing  pred- 
nisone, Arthralgen-PR  is  contra- 
indicated, or  should  be  adminis- 
tered only  with  care,  to  patients 
with  peptic  ulcer,  tuberculosis, 
nephritis,  diabetes  mellitus,  acute 
psychoses,  Cushing's  syndrome 
(or  Cushing's  disease),  overwhelm- 
ing spreading  (systemic)  infection, 
or  predisposition  to  thrombophle- 
bitis. 

Arthralgen-PR  is  generally  contra- 
indicated in  patients  with  uremia 
and  viral  infections,  including  po- 
liomyelitis, vaccinia,  ocular  herpes 
simplex,  and  fungus  infections  of 
the  eye.  It  is  also  contraindicated 
in  patients  with  chicken  pox  or 
susceptible  persons  exposed  to  it. 

SUPPLY:  Arthralgen  (white,  scored) 
and  Arthralgen-PR  (yellow,  scored) 
tablets  are  available  in  bottles  of 
100  and  500. 

REF:  1.  Boreus  & Sandberg,  ACTA. 
PHYSIOL.  SCAND.,  28:266,  1953. 
2.  Cohen,  etal.:  J.A.M.A.,  165:225, 
1957. 
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Pulmonary  physiology  in  clinical  practice 

By  William  R.  Pace,  Jr.,  M.  D.  151  pp.  Price  $2.95.  F.  A.  Davis 
Company,  Philadelphia,  Pa.  1964. 

This  book  is  “an  humble  attempt  to  abstract, 
organize,  and  translate  some  of  the  contribution  of 
these  giants  ( respiratory  physiologists)  into  a form 
and  language  understandable  to  the  clinically  orient- 
ed reader.”  The  author  has  approached  this  major 
task  by  devoting  the  first  four  chapters  to  general 
concepts,  abnormalities  of  ventilation,  ventilation- 
perfusion  ratios  and  A-V  shunts,  and  membrane 
permeability.  Two  chapters  are  devoted  to  interpre- 
tation from  office  testing  and  arterial  blood  gas 
analysis.  The  seventh  and  eighth  chapters  deal  with 
respiratory  failure  and  clinical  management  of  pul- 
monary insufficiency.  The  final  two  chapters  discuss 
the  language  of  respiratory  physiology  and  provide 
tables,  formulas  and  equations. 

The  reviewer  heartily  supports  the  author’s  plea 
for  more  widespread  use  of  the  simpler  testing 
methods  to  detect  early  or  unrecognized  pulmonary- 
disease  and  functional  impairment.  The  principal 
emphasis  is  upon  those  tests  which  are  simple,  inex- 
pensive and  suitable  to  office  practice.  There  are 
descriptions  of  some  of  the  more  complex  and  so- 
phisticated testing  methods.  The  author  stresses  the 
importance  of  the  application  of  these  methods  to 
the  clinical  problem  in  order  that  treatment  be  ra- 
tional and  based  upon  an  understanding  of  the  phy- 
siologic abnormalities.  Various  methods  of  treatment 
are  assessed  in  terms  of  their  demonstrated  results 
or  their  rationale.  The  emphasis  is  primarily  upon 
general  principles  of  treatment  rather  than  specific 
details. 

The  chapters  on  pulmonary-  physiology  do  pot 
successfully  meet  the  objective  stated  in  the  preface. 
Although  the  separate  functions  of  the  lung  are 
discussed  and  appropriate  emphasis  given  to  their 
interrelation,  the  presentation  is  marred  by  imprecise 
use  of  terms  and  misleading  statements.  Neither 
clarity  nor  accuracy  exists  in  the  statement  that  when 
one  finds  an  “arterial  blood  with  both  decreased 
oxygen  saturation  and  increased  CO-,,  we  can  be 
sure  that  the  patient  is  suffering  from  either  hypo- 
ventilation or  ventilation-perfusion  abnormalities  and 
he  may  have  both.  Hypoventilation  can  be  ruled  out 
by  measuring  alveolar  ventilation.”  This  ignores  the 
fact  that  pulmonary  physiologists  define  hvperventi- 
lation  or  hypoventilation  in  terms  of  alveolar  and 
arterial  carbon  dioxide  tensions  rather  than  by  any- 
determined  numerical  value  of  alveolar  ventilation. 
The  constant  use  of  the  term  hypoxia  when  the 
author  is,  in  fact,  referring  to  hypoxemia  seems  in- 
defensible particularly  in  a book  which  devotes  a 
chapter  to  the  language  of  pulmonary  physiology. 
Even  the  smallest  primer  bears  an  obligation  to  use 
words  correctly.  The  chapter  on  membrane  perme- 


ability obscures  rather  than  illuminates  the  important 
principles  governing  the  movement  of  the  respiratory 
gases.  In  a brief  four  and  one-half  pages  these  prin- 
ciples are  submerged  or  lost  altogether  in  a sketchy 
discussion  of  diffusion  capacity  measurements  in- 
corporating unimportant  references  to  napierian  log- 
arithms and  numerical  factors  used  in  the  calcula- 
tions. The  limitations  of  these  tests  and  the  prob- 
lems of  interpretation  which  they  raise  are  not  dis- 
cussed. The  unwary-  reader  will  be  led  to  conclude 
that  these  measurements  specifically  identify  im- 
paired membrane  permeability  when,  in  fact,  they 
reflect  the  total  surface  area  available  for  diffusion. 

This  is  an  uneven  book.  It  will  give  the  clinician 
an  awareness  of  some  of  the  practical  methods  for 
testing  pulmonary-  function  and  a more  rational  basis 
for  treatment.  It  will  not  give  him  a solid  understand- 
ing of  pulmonary  physiology-.  Some  of  the  building 
materials  for  such  an  understanding  have  been 
gathered  in  this  volume  but  no  recognizable  structure 
has  emerged.  The  clinician  who  has  a serious  in- 
terest in  understanding  pulmonary  physiology  would 
be  better  advised  to  spend  additional  time  and  ef- 
fort reading  Comroe’s  classic  book.  The  Lung: 
Clinical  Physiology  and  Pulmonary  Function  Tests. 

DONALD  M.  PITCAIRN,  M.D. 


BOOKS 


RECEIVED:  The  following  hooks  have  been  received.  Pub- 
lication of  this  acknowledgement  is  to  be  considered  ade- 
quate return  to  the  sender.  Selected  titles  will  be  reviewed 
as  space  permits. 


Polypoid  lesions  of  the  gastrointestinal  tract.  By  Claude 

E.  Welch.  M.D..  Visiting  Surgeon,  Massachusetts  General 
Hospital.  Boston;  Clinical  Professor  of  Surgery,  Harvard 
Medical  School,  Boston.  Volume  II  in  the  Series:  Major 
Problems  in  Clinical  Surgery.  J.  Engelbert  Dunphy,  M.D., 
Consulting  Editor.  148  pp.  Illustrated.  Price  $7.50.  W.  B. 
Saunders  Company,  Philadelphia,  Pa.,  1964. 

On  diabetes  mellitus.  Selected  topics  for  students  and 
clinicians.  By  W.  P.  U.  Jackson,  M.A.,  M.D.,  F.R.C.P.,  D.C.H. 
Senior  Physician,  Groote  Schuur  Hospital,  In  Charge  Endo- 
crine and  Diabetes  Clinics,  Director  of  Endocrine  Re- 
search Group,  South  African  Council  for  Scientific  and 
Industrial  Research.  University  of  Cape  Town,  Fellow,  Uni- 
versity of  Cape  Town.  With  A Foreword  by  John  F. 
Brock.  M.D.,  F.R.C.P.  Professor  of  Medicine,  University  of 
Cape  Town,  Head  of  the  Department  of  Medicine,  Groote 
Schuur  and  Associated  Teaching  Hospitals.  393  pp.  Illus- 
trated. Price  $12.50.  Charles  C Thomas,  Springfield,  111.,  1964. 
Preconscious  foundations  of  human  experience.  By  Trigant 
Burrow,  Edited  by  William  E.  Galt.  Foreword  by  Nathan 
W.  Ackerman.  164  pp.  Price  $5.50.  Basic  Books,  Inc.,  New 
York,  1964. 

Patients  who  trouble  you.  By  William  A.  Steiger,  M.D., 

F. A.C.P.,  John  A.  Volmer  Professor  in  Community  Medi- 
cine and  Professor  of  Clinical  Medicine.  Temple  University 
School  of  Medicine:  and  A.  Victor  Hansen,  Jr.,  M.D., 
Associate  Professor  of  Psychiatry,  Temple  University 
School  of  Medicine.  155  pp.  Price  $5.50.  Little,  Brown  and 
Company,  Boston,  1964. 

Disaster  handbook.  By  Solomon  Garb,  M.D.,  Associate 
Professor  of  Pharmacology,  School  of  Medicine,  University 
of  Missouri;  and  Evelyn  Eng,  R.N.,  M.A.,  Director  of 
Nursing  Service,  University  Hospital,  Columbia,  Missouri. 
248  pp.  Illustrated.  Price  $4.75.  Springer  Publishing  Com- 
pany, Inc.,  New  York,  1964. 

A short  history  of  midwifery.  By  Irving  S.  Cutter  and 
Henry  R.  Viets.  260  pp.  Illustrated.  Price  $8.50.  W.  B. 
Saunders  Company,  Philadelphia,  Pa.,  1964. 

Continued  on  page  304 
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PERCODAN 


in  moderate  to 
moderately  severe  pain. . . 


Each  scored  yellow  PERCODAN*  Tablet  contains  4.50  mg. 
oxycodone  hydrochloride  (Warning:  May  be  habit-form- 
ing), 0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit-forming),  0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

Throughout  the  wide  middle  range  of  pain  PERCODAN 
assures  speed,  duration,  and  depth  of  analgesia  by  the 
oral  route  plus  the  reliability  that  counts  so  much. 
PERCODAN  acts  within  5 to  15  minutes. ..usually  provides 
uninterrupted  relief  for  6 hours  or  longer  with  just  1_ 
tablet. ..rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours.  Precautions, 
Side  Effects  and  Contraindications— The  habit-forming 
potentialities  of  PERCODAN  are  somewhat  less  than  those 


of  morphine  and  somewhat  greater  than  those  of  codeine. 
The  usual  precautions  should  be  observed  as  with  other 
opiate  analgesics.  Although  generally  well  tolerated, 
PERCODAN  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  PERCODAN  should  be  used  with  caution 
in  patients  with  known  idiosyncrasies  to  aspirin  or 
phenacetin,  and  in  those  with  blood  dyscrasias.  Also 
Available:  PERCODAN®-DEMl,  each  scored  pink  tablet 
containing  2.25  mg.  oxycodone  hydrochloride  (Warning: 
May  be  habit-forming),  0.19  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.19  mg.  homatropine 
terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  *U.  S.  Pats.  2, 628,185  and  2,907,768  I 
Literature  on  request. 

ENDO  LABORATORIES  INC., Garden  City,  New York  I 


Oufo* 


“I  can  H cope  any  more . . . 

I worry  about  everything. 

I don’t  sleep  well. . . 
wake  up  tired  and  irritable.  ” 


When  you  recognize  depression 
and  associated  anxiety. . . 
consider  starting  the  patient 
on  ‘Deprol9 

1.  ‘Deprol’  can  help  lift  the  mood  of  the  depressed 
patient. 

2.  ‘Deprol’  usually  restores  normal  sleep  by  relieving 
the  associated  anxiety  and  tension  which  often  cause 
insomnia. 

3.  Patients  often  report  and  show  noticeable  im- 
provement within  a short  period  of  time. 

4.  In  seven  years  of  clinical  use,  side  effects  with 
‘Deprol’  at  recommended  dosage  have  been  infre- 
quent and  usually  easily  controlled. 

5.  No  incompatibility  with  other  medications  has 
been  reported  to  date.  However,  the  possibilities  of 
additive  effects  should  be  considered. 

Deprol 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 

WALLACE  LABORATORIES/CranZiHO',  N.  J. 


Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less  se- 
vere depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate:  Careful  supervision 
of  dose  and  amounts  prescribed  is  advised. 
Consider  possibility  of  dependence,  particularly 
in  patients  with  history  of  drug  or  alcohol  ad- 
diction; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and  op- 
eration of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of  exces- 
sive alcohol  may  possibly  be  increased  by  me- 
probamate. Grand  mal  seizures  may  be  precipi- 
tated in  persons  suffering  from  both  grand  and 
petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 
Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concentra- 
tion, and  withdrawal  reaction  (status  epilepti- 
cus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride:  Benactyzine  hydro- 
chloride, particularly  in  high  dosage,  may  pro- 
duce dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommo- 
dation. Other  reported  side  effects  have  in- 
cluded gastric  distress,  allergic  response,  ataxia, 
and  euphoria. 

Meprobamate:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with 
peripheral  edema  and  fever,  transient  leuko- 
penia, and  a single  case  of  fatal  bullous  derma- 
titis after  administration  of  meprobamate  and 
prednisolone  have  been  reported.  More  severe 
and  very  rare  cases  of  hypersensitivity  may  pro- 
duce fever,  chills,  fainting  spells,  angioneu- 
rotic edema,  bronchial  spasms,  hypotensive 
crises  (1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be  sympto- 
matic in  such  cases,  and  the  drug  should  not  be 
reinstituted.  Isolated  cases  of  agranulocytosis, 
thrombocytopenic  purpura,  and  a single  fatal 
instance  of  aplastic  anemia  have  been  reported, 
but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  re- 
lief. Doses  above  six  tablets  daily  are  not  rec- 
ommended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 
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Handbook  of  pharmacology.  The  actions  and  uses  of  drugs, 
second  edition.  By  Windsor  C.  Cutting.  M.D.,  Director, 
Pacific  Biomedical  Research  Center,  and  Professor  of 
Pharmacology.  University  of  Hawaii;  Editor.  Annual  Re- 
view of  Pharmacology;  Chairman.  US  AN  Council;  Former- 
ly Professor  of  Experimental  Therapeutics,  Stanford  Uni- 
versity School  of  Medicine,  647  pp.  Illustrated.  Price  $5.95. 
Apple'ton-Century-Crofts,  New  York.  1964. 

Zinsser  Microbiology,  thirteenth  edition.  By  David  T. 
Smith.  M.D..  Professor  of  Microbiology,  Associate  Pro- 
fessor of  Medicine.  Duke  University  School  of  Medicine; 
Norman  F.  Conant.  PhD.,  Chairman  and  Professor.  De- 
partment of  Microbiology,  Duke  University  School  of 
Medicine:  and  John  R.  Overman.  M.D.,  Professor  Micro- 
biology. Assistant  Professor  of  Medicine,  Duke  University 
School  of  Medicine,  et  al.  1214  pp.  Illustrated.  Price  $17.75. 
Appleton-Century-Crofts,  New  York,  1964. 

Electronics  in  the  medical  specialties.  Consulting  Editor, 
Walter  E.  Tolies.  1-133  pp.  Illustrated.  Price  $4.00.  New 
York  Academy  of  Sciences,  New  York,  1964. 

Bleeding  in  the  surgical  patient.  Conference  Co-chairmen. 
Seymour  Gollub  and  Alex  W.  Ulin.  1-542  pp.  Illustrated. 
Price  $7.00.  New  York  Academy  of  Sciences,  New  York, 
1964. 

Blood  program  in  World  War  II.  By  Brigadier  General 
Douglas  B.  Kendrick,  M.C..  U.S.A.,  Medical  Department, 
United  States  Army.  Prepared  and  published  under  the 
direction  of  Lieutenant  General  Leonard  D.  Heaton.  The 
Surgeon  General,  United  States  Army;  Editor  in  Chief, 
Colonel  John  Boyd  Coates,  Jr.,  M.C..  U.S.A.;  Associate 
Editor  Elizabeth  M.  McFetridge,  M.A.  922  pp.  Illustrated. 
Office  of  the  Surgeon  General,  Department  of  the  Army, 
Washington,  D.C.,  1964. 

The  non-verbal  child.  By  Sol  Adler,  Ph  D..  Professor  of 
Health  Education  and  Director  of  the  Speech  and  Hearing 
Clinic,  East  Tennessee  State  University,  Johnson  City, 
Tennessee.  163  pp.  Illustrated.  Price  $6.75.  Charles  C 
Thomas,  Springfield.  111.,  1964. 

Control  of  glycogen  metabolism.  Consulting  editor,  W.  J. 
Whelan,  Ph.D.,  D.  Sc.,  F.R.I.C.,  Editor  for  the  Ciba  Foun- 
dation, Margaret  P.  Cameron,  M.A.  434  pp.  Ilustrated.  Price 
$12.50.  Little.  Brown  and  Company,  Boston,  1964. 

Atlas  of  pulmonary  resections.  By  Buford  H.  Burch.  M.A., 

M. D.,  F.A.C.S.,  Chief  of  Thoracic  Surgery,  Chest  Center. 
Patton  State  Hospital,  Patton,  California;  Assistant  Clinical 
Professor.  Division  of  Surgery,  Loma  Linda  University, 
Loma  Linda,  California;  Thoracic  Surgical  Consultant  to 
Camarillo.  Metropolitan,  Fairview,  Pacific  Atascadero  and 
Porterville  State  Hospitals;  Diplomate,  American  Board  of 
Surgery;  Diplomate,  Board  of  Thoracic  Surgery;  and 
Arthur  C.  Miller,  M S.,  M.D..  F A.C.S.,  Thoracic  Surgeon, 
Veterans  Administration  Hospital,  Roseburg.  Oregon;  As- 
sistant Professor,  Division  of  Surgery,  Loma  Linda  Uni- 
versity, Loma  Linda,  California;  Diplomate,  American 
Board  of  Surgery;  Diplomate.  Board  of  Thoracic  Surgery. 
163  pp.  Illustrated.  Price  $12.50.  Charles  C Thomas,  Spring- 
field,  111.,  1965. 

The  history  of  surgical  anesthesia,  revised  edition.  By 
Thomas  E.  Keys,  A.B.,  M.A.,  Librarian  of  the  Mayo  Clinic, 
Rochester.  Minnesota;  Associate  Professor  of  History  of 
Medicine,  Mayo  Foundation  Graduate  School.  University 
of  Minnesota;  Honorary  Member  American  Society  Anes- 
thesiologists. With  an  introductory  essay  by  Chauncey  D. 
Leake.  A concluding  chapter  “The  Future  of  Anesthesia” 
by  Noel  A.  Gillespie.  And  an  appendix  by  John  F.  Fulton. 
193  pp.  Illustrated.  Price  $2.00.  Dover  Publications,  Inc., 
New  York,  New  York.  1963. 

A manual  of  simple  burial,  second  edition.  Edited  by  Ernest 
Morgan  with  the  assistance  of  the  Continental  Association 
of  Funeral  and  Memorial  Societies  and  its  member  organi- 
zations: the  medical  schools  of  the  U.S.  and  Canada;  the 
Eye-Bank  for  Sight  Restoration,  Inc.;  the  Eye-Bank  Asso- 
ciation of  America  and  the  Canadian  National  Institute  for 
the  Blind.  64  pp.  Illustrated.  Price  $1.00.  The  Celo  Press, 
Burnsville,  North  Carolina.  1964. 

Medical  history  in  philately.  By  Gerhard  J.  Newela,  M.D. 
143  pp.  Illustrated.  Price  $6.00.  American  Tropical  Asso- 
ciation, Milwaukee,  Wisconsin.  1964. 

Life-forms  in  meteorites  and  the  problem  of  terrestrial 
contamination:  a study  in  methodology.  By  Paul  Tasch. 
pp.  927-950.  Illustrated.  Price  $2.00.  New  York  Academy 
of  Sciences,  N.Y.,  1964. 

Can  psychopathology  be  measured?  By  Ruth  Granick 
Bettett.  et  al..  Edited  by  Harold  E.  Whipple,  pp  813-926. 
Illustrated.  Price  $4.00.  New  York  Academy  of  Sciences, 

N. Y.,  1964. 

Simple  splinting.  By  Jerome  Rotstein,  M.D.,  Head,  Rheu- 
matic Disease  Unit,  Montefiore  Hospital,  Consultant,  in 
Arthritis,  Beth  Abraham,  New  York,  N.Y.,  126  pp.  Illus- 
trated. Price  $6.50.  W.  B.  Saunders  Company,  Philadelphia, 
Pa.,  1965. 


Scintillation  scanning  in  clinical  medicine.  Edited  by  James 

L.  Quinn,  III,  M.D.,  Assistant  Professor  of  Radiology,  North- 
western University  School  of  Medicine;  Director  of  Nuclear 
Medicine,  Chicago  Wesley  Memorial  Hospital;  Formerly 
Chief.  Nuclear  Medicine  Service,  The  Bowman  Gray  School 
of  Medicine.  278  pp.  Illustrated.  Price  $11.50.  W.  B.  Saun- 
ders Company,  Philadelphia,  Pa.,  1964. 

Classic  descriptions  in  diagnostic  roentgenology,  Vol.  I-II. 
Edited  by  Andre  J.  Bruwer,  M.B.,  Ch.B.,  M.S.,  Roentgen- 
ology, Tucson  Medical  Center,  Tucson,  Arizona;  Research 
Associate,  University  of  Arizona,  Tucson.  Arizona;  former- 
ly, Consultant  in  Diagnostic  Roentgenology,  Mayo  Clinic, 
Rochester.  Minnesota.  2059  pp.  Illustrated.  Price  $49  50 
Charles  C Thomas,  Springfield,  111.,  1964. 

The  ecology  of  the  human  skin.  By  Mary  J.  Marples.  M.A  , 

M. D..  Associate  Professor,  Department  of  Microbiology 
University  of  Otago  Medical  School,  Dunedin,  New  Zea- 
land. 970  pp.  Illustrated.  Price  $28.75.  Charles  C Thomas, 
Springfield,  111.,  1965. 

The  coronary  arteries.  By  William  F.  M.  Fulton,  Senior 
Lecturer  in  Materia  Medica  and  Therapeutics,  University 
of  Glasgow;  Consultant  Physician,  Stobhill  General  Hos- 
pital, Glasgow,  Scotland;  Formerly  Research  Assistant 
in  Cardiology,  University  of  Edinburgh.  Scotland.  354  pp 
Illustrated.  Price  $20.50.  Charles  C Thomas,  Springfield, 
111.,  1965. 

Clinical  electrocardiograms.  Edited  by  Stephen  R.  Elek. 
M.D.,  F.C.C.P..  F.A.A.P.,  Associate  Clinical  Professor  of 
Medicine.  University  of  Southern  California  School  of 
Medicine,  Los  Angeles.  California;  Chairman,  Committee 
on  Electrocardiography  and  Vectorcardiography,  American 
College  of  Chest  Physicians.  236  pp.  Illustrated.  Price  $11.75. 
Charles  C Thomas,  Springfield,  111.,  1965. 

The  retinal  vessels.  By  R.  Seitz,  M.D.,  First  Assistant  of  the 
University  Eye  Clinic,  Tuebingen.  Translated  by  Frederic 
C.  Blodi,  M.D.,  Associate  Professor  of  Ophthalmology, 
State  University  of  Iowa  College  of  Medicine.  Iowa  City, 
Iowa.  186  pp.  Illustrated.  Price  $14.50.  TTie  C.  V.  Mosby 
Company,  St.  Louis,  Mo.,  1964. 

Physiology  of  the  eye,  fourth  edition.  By  Francis  Heed 
Adler,  M.A.,  M.D.,  F.A.C.S.,  William  F.  Norris  and  George 
E.  De  Schweinitz.  Emeritus  Professor  of  Ophthalmology, 
University  of  Pennsylvania  School  of  Medicine,  Philadel- 
phia; Consulting  Surgeon,  Wills  Eye  Hospital.  Philadelphia, 
Pa.  889  pp.  Illustrated.  Price  $18.75.  The  C.  V.  Mosby  Com- 
pany, St.  Louis,  Mo.,  1965. 

Synopsis  of  clinical  tropical  medicine.  By  Oscar  Felsenfeld, 
M.D.,  M.Sc.,  Lieutenant  Colonel,  Medical  Corps,  United 
States  Army,  Associate.  Department  of  Experimental 
Pathology,  Walter  Reed  Army  Institute  of  Research,,  Walter 
Reed  Army  Medical  Center,  Washington,  DC.;  Visiting 
Professor,  Tulane  University  School  of  Medicine,  New 
Orleans.  La.  378  pp.  Illustrated.  Price  $9.85.  The  C.  V. 
Mosby  Company,  St.  Louis,  Mo.,  1965. 

The  immunochemistry  of  cancer.  By  Eugene  D.  Day,  Ph  D., 
Associate  Professor  of  Immunology.  Department  of  Micro- 
biology and  Immunology,  School  of  Medicine,  Duke  Uni- 
versity. Durham,  North  Carolina.  170  pp.  Illustrated.  Price 
$6.75.  Charles  C Thomas,  Springfield,  111.,  1965. 

Pharmacology  and  therapeutics,  sixth  edition.  By  Arthur 
Grollman,  Ph  D.,  M.D..  F.A.C.P.,  Professor  and  Chairman 
of  the  Department  of  Experimental  Medicine,  The  South- 
western Medical  School,  The  University  of  Texas;  Attend- 
ing Physician.  Park  and  Memorial  Hospital;  Consultant  in 
Internal  Medicine,  Baylor  University  Hospital;  Consultant, 
Veterans  Administration  Hospital,  Dallas,  Texas;  Civilian 
Consultant,  The  Surgeon  General,  U.S.  Air  Force:  Consult- 
ant. U.S.  Food  and  Drug  Administration.  Member.  Re- 
vision Committee.  U.S.  Pharmacopeia.  With  the  collabora- 
tion of  Evelyn  Frances  Grollman,  A.B.,  M.D.,  Member 
of  the  House  Staff  of  the  Bellevue  Division,  Columbia 
University  College  of  Physicians  and  Surgeons;  Ensign(R), 
United  States  Public  Health  Center.  1181  pp.  Illustrated. 
Price  $15.00.  Lea  & Febiger,  Philadelphia.  Pa.,  1965. 

Leopold’s  principles  and  methods  of  physical  diagnosis, 
third  edition.  By  Henry  U.  Hopkins,  M.D.,  Professor  of 
Clinical  Medicine,  The  School  of  Medicine.  University  of 
Pennsylvania.  503  pp.  niustrated.  Price  $8.50.  W.  B.  Saun- 
ders Company,  Philadelphia,  Pa.,  1965. 

Heart  attack;  new  hope,  new  knowledge,  new  life,  revised 
edition.  By  Myron  Prinzmetal,  M.D.,  in  collaboration  with 
William  Winter,  patient.  233  pp.  Illustrated.  Price  $1.75 
Simon  and  Schuster,  New  York,  1965. 

Pemphigus  and  pemphigod.  By  Walter  F.  Lever,  M.D., 
Professor  of  Dermatology  and  Chairman  of  the  Depart- 
ment. Tufts  University;  Lecturer  on  Dermatology,  Harvard 
University;  Director,  Dermatology  Clinic  Boston  Dispen- 
sary; Physician  (Dermatology),  Boston  Floating  Hospital 
for  children;  Physician-in-Chief,  Dermatology  Clinic  Bos- 
ton Dispensary;  Member  of  the  Board  of  Consultation, 
Massachusetts  General  Hospital:  Consultant  of  Dermatol- 
ogy, Peter  Bent  Brigham  Hospital  and  Robert  Breck  Brig- 
ham Hospital.  266  pp.  Illustrated.  Price  $10.50.  Charles  C. 
Thomas,  Springfield,  111.,  1965. 
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Open  the  nose- 

help  dram 

the  stagnant  sinus 

gently 


Neo-Synephrine  is  a standard  among 
topical  vasoconstrictors.  It  is  unsurpassed 
for  reducing  nasal  turgescence  in  colds; 
and  a most  valuable  aid  in  preventing 
and  treating  sinusitis. 

Neo-Synephrine  stops  the  boggy  feeling  of 
colds  at  once— works  against  factors  that 
induce  sinusitis.  With  Neo-Synephrine 
nose  drops,  spray  or  jelly,  turbinates  shrink 
on  contact,  obstructed  ostia  open  and 
drainage  is  re-established. 


In  sinusitis,  Neo-Synephrine  helps  to  pro- 
mote drainage  and  hasten  recovery.*  Used 
promptly,  it  helps  clear  the  stagnant  sinus 
and  lessen  the  chances  of  chronicity. 

Neo-Synephrine  HCI  is  available  in: 

Vs°7o  solution  for  infants 

V««7o  solution  for  children  and  adults 

V4%  pediatric  nasal  spray  for  children 

V2%  solution  for  adults 

’/2%  nasal  spray  for  adults 

Vj%  jelly  for  children  and  adults 

1 % solution  for  adults  (resistant  cases) 


♦Proctor,  D.  F.:  The  Nose,  Paranasal  Sinuses,  and 
Ears  in  Childhood,  Springfield,  III.,  Charles  C 
Thomas,  1963.  p.  34. 

Winthrop  Laboratories,  New  York,  N.  Y.  10016 

In  colds  and  sinusitis 


HCI 

(brand  of  phenylephrine  hydrochloride) 

solutions/sprays/jelly 


* a result  of 
‘METHEDRINE’: 

METHAMPHETAMINE 

HYDROCHLORIDE 


therapy 


Her  once  unruly  appetite  is  now  well  tamed  with 
‘Methedrine’  (methamphetamine  hydrochlo- 
ride)... an  easy  way  to  help  control  food  crav- 
ing and  “hunger  pains.” 

Side  effects:  Insomnia  may  occur  if  taken  later 
than  6 hours  before  retiring.  The  usual  peri- 
pheral actions  of  sympathomimetic  amines 
(vasoconstriction  and  acceleration  of  the  heart) 
are  minimal  and  little  noticed  on  low  or  moder- 
ate dosage. 


Contraindications  and  precautions:  Should  not 
be  used  in  patients  with  myocardial  degenera- 
tion, coronary  disease,  marked  hypertension, 
hyperthyroidism,  insomnia  or  a sensitivity  to 
ephedrine-like  drugs.  Moderate  hypertension  in 
the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is 
reduced. 

‘Methedrine’  brand  Methamphetamine  Hydro- 
chloride: Tablets-5  mg.,  scored,  in  bottles  of 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML  100  3 fid  1000. 

BURROUGHS  WELLCOME  & CO.(U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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provides  timed-release  anorectic, 
calorigenic  and  mood  elevating  medication 
for  all  day  appetite  control. 

OBESTAT  Ty-Med* 

Each  green  and  white  tablet  or  capsule  contains: 
Methamphetamine  Hydrochloride  10  mg. 

Amobarbital  (Warning,  may  be  habit  forming)  60  mg. 
Thyroid  150  mg. 

'Lemmon  brand  of  timed-release  medication. 
Nervousness,  excitability  or  insomnia 
are  mild  and  infrequent. 

Any  increase  in  blood  pressure  or  BMR 
should  be  observed  carefully. 

Contraindicated  in  myocardial  and  coronary  disease, 
diabetes,  marked  hypertension,  hyperthyroidism 
or  idiosyncrasy  to  the  ingredients. 

Available  in  bottles  of 

30,  100  and  1000  tablets  or  capsules. 

Caution:  Federal  Law  prohibits 
dispensing  without  prescription. 

Haack  Laboratories,  Inc. 

Division  of  Lemmon  Pharmacal  Company 
Portland,  Oregon  97208 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRAOE-MARK  ® 


things  go 

better-i 

^with 

Coke 


11:47  pm  11:53  pm  12:06  am 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292-2641  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of  your 
problems  relating  to  Alco- 
holism as  a courtesy  to  the 
profession.  Telephone  at 
any  hour.  Illustrated  litera- 
ture on  request. 

MEDICAL  STAFF 
John  R.  Montague,  M.D. 
Merle  M.  Kurtz,  M.D. 

Marvin  J.  Weinstein,  M.D. 
Norris  H.  Perkins,  M.D. 

John  W.  Evans,  M.D.,  Consult- 
ing Psychiatrist 

Physicians 
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Fibre-free 

HYPOALLERGENIC 

formula 

l)  Provides  balanced  nutritional  values. 

(S)An  excellent  formula  for  regular 
infant  feeding. 

3)  An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 

SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 

Strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 

Clinical  data  furnish  evidence  of  SOYALAC'S  value 
in  promoting  growth  and  development. 

Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 


ojace  cBwril'it  md 

A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information,  and  a supply  of  samples. 

Medical  Products  Division 

LOMA  LINDA  FOODS 
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Relief  of  pain  is  prompt  in  non-traumatic  neuritis,  including 
herpes  zoster,  when  Protamide  is  administered  early  in  the 
course  of  the  disease.1-4  Equally  important,  complete 
recovery  usually  follows  in  three  to  five  days— even  in 
ophthalmic  herpes  zoster.5-6 


Responds  Promptly  to 

PROTAMIDE 

—colloidal  solution  of  depatured 
proteolytic  enzyme— 


Dosage:  1 ampul  I.  M.  daily  for  2 to  5 days; 
longer  if  pain  persists. 

Caution:  Avoid  I.  V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each, 
for  intramuscular  injection. 


ww/med 


DETROIT  11,  MICHIGAN 


References:  1.  Baker,  A.  G.:  Penn.  Med.  J.  63. 697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med.  (Aug.  20)  1952,  pp.  16-19. 

3.  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw. 
Med.  (Nov.)  1955.  5.  Sforzolini,  G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959.  6.  Gile,  J.  H.:  W.  Virginia  Med.  J. 
59:120-122  (May)  1963. 
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6 Wow  much  would  it  be 
with  no  manufacturer* s profit? 

$2.00?  $.9.3?  $3.18? 


Somewhat  amazingly,  S3. 18  is  correct.  Even  if  you  eliminated  pharma- 
ceutical manufacturer’s  net  profit,  your  patient  would  pay  only  about 
17  cents  less  for  the  average  prescription— hardly  a deciding  factor  in 
having  it  filled.  Of  course,  this  assumes  that  pharmaceuticals  could  con- 
tinue to  be  available  without  profit  (where  do  new  miracle  drugs  come 
from,  if  not  profit?). 

American  pharmaceuticals  today  may  well  be  America’s  biggest  bargain. 


Pharmaceutical  Manufacturers  Association/ 1 155  Fifteenth  Street,  N.W,  Washington,  D.  C.  20005 

This  message  is  brought  to  you  as  a courtesy  of  this  publication  on  behalf  of  the  producers  of  prescription  drugs. 

* Average  prescription  price,  1963.  National  Prescription  Audit,  K.A.  Gusselin,  Dedham,  Mass. 


CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  manager  at  the 
editorial  office  not  later  than  20th  of  month  preceding  date  of 
issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared  in  the 
journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


GENERAL  PRACTITIONER-WANTED-Two  - man  partnership 
needs  associate  for  very  busy  office.  Excellent  opportun- 
ity for  one  who  has  residency  in  surgery.  Greater  Seattle 
area  with  choice  of  hospital  facilities.  Write  Box  41-A, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wash.  98121. 


ALLIED  PERSONNEL  OFFICES,  INC.-Our  recruiting,  screening 
and  referral  services  can  be  of  valuable  assistance  to  you 
in  securing  the  medically  trained  person  or  situation  you 
desire.  Seattle  offices  247  Logan  Bldg..  MA.  4-4793,  Everett 
office,  703  Medical  Dental  Bldg.,  AL.  2-3157. 


EXCELLENT  OPPORTUNITY  FOR  GP-PALOUSE,  WASH.-Physi- 
cian  needed  immediately  for  town  of  1100  population. 
Productive  farming  region,  two  state  universities  only 
15  miles  away.  Space  available  and  ready  for  occupancy. 
Write  Chamber  of  Commerce,  Palouse,  Wash. 


GP  OPPORTUNITY— RAINIER  VALLEY,  SEATTLE-Established 
20-year  practice  of  deceased  physician.  Attractive  suite 
completely  equipped  and  ready  for  occupancy.  Call 
Seattle  LA  3-0431,  or  SU  4-2221. 


GENERAL  PRACTITIONER  DESIRES  ASSOCIATE-Share  mod- 
ern, new  medical  building  in  fast-growing  residential 
Eugene,  Oregon.  Lab,  x-ray  and  minor  surgery  facilities 
available.  Ample  parking.  Five  minutes  to  hospital.  John 
W.  Petty,  M.D.,  3467  Hilyard  St.,  Eugene,  Oregon  97405. 


GP  WANTED  TO  TAKE  OVER  PRACTICE— Established  in  grow- 
ing suburbs  of  university  town  in  Oregon.  Practice  grossing 
$40,000,  good  medical  community.  Hunting,  fishing,  skiing, 
lakes  and  ocean.  Associate  with  two  other  GPs.  Only  cost, 
investment  in  equipment.  Hospital  privileges  dependent  on 
experience  and  training.  Leaving  in  July.  Write  Box  14-B, 
Northwest  Medicine,  500  Wall  St..  Seattle,  Wash.  98121. 


RADIOLOGIST  WANTED— Weekly  visiting  radiologist  desired. 
Area  has  10.000  population  with  6 GPs  practicing.  New 
hospital  to  be  constructed,  completion  date  Spring  1966. 
Excellent  outdoor  activities  available.  Contact  R.  C.  Rader, 
Omak  Memorial  Hospital,  Omak,  Wash.  98841. 


GENERAL  PRACTICE  OPPORTUNITY-SEATTLE  - Associate  in 
general  practice  with  2-man  group.  Write  Box  15-B,  North- 
west Medicine,  500  Wall  Street,  Seattle,  Wash.  98121. 


GENERAL  PRACTITIONER  WANTED- Two-man  partnership 
needs  associate  for  large  practice.  Excellent  office  and 
hospital  facilities.  Central  Washington  location  with  many 
forms  of  recreation.  Percentage  to  start,  and  partnership 
in  two  years  if  mutually  satisfactory.  Write  Box  16-B, 
Northwest  Medicine.  500  Wall  St.,  Seattle,  Wash.  98121. 


PEDIATRIC  PRACTICE  AVAILABLE — $50,000  pediatric  practice 
for  sale,  Eugene,  Oregon.  Leaving  for  psychiatric  residency 
July  1.  Terms  available.  Write  Box  17-B,  Northwest  Medi- 
cine, 500  Wall  St.,  Seattle,  Wash.  98121. 


GP  OPPORTUNITY  NEAR  MEDFORD,  OREGON-Our  com- 
munity of  12,000  people  has  one  over-worked  physician 
who  needs  an  associate.  We  have  a new  medical  building 
in  a multi-million  dollar  shopping  center  just  waiting  for 
you,  on  most  reasonable  terms.  Excellent  climate,  top 
recreational  opportunities.  Seven  miles  from  Medford.  Call 
or  write  Mr.  John  Laden  or  Mr.  W.  J.  Williams,  Box  2458, 
White  City,  Oregon,  97542,  phone  826-2521. 


CHAIR  IN  PHARMACOLOGY-DENTAL  SCHOOL— Applicant  for 
department  chairmanship  in  pharmacology.  University  of 
Oregon  Dental  School,  Portland,  Oregon,  for  appointment 
July  1,  but  no  later  than  September  1.  Preferred  academic 
qualifications  are  dental  degree  and  Ph  D.  in  pharmacology, 
although  those  without  dental  degree  may  apply.  State 
minimum  salary  acceptable.  Please  contact  Louis  G.  Terkla, 
D.D.S.,  611  S.W.  Campus  Dr.,  Portland,  Oregon  97201. 


PHYSICIAL  THERAPISTS — Provide  professional  therapeutic 
services  to  patients  in  a state  mental  institution.  Locate  in 
Pendleton,  Oregon.  Must  have  graduated  from  an  approved 
school  of  physical  therapy.  Salary  range  $460  to  $655 
depending  upon  experience.  Apply  Oregon  Civil  Service 
Commission,  Public  Service  Building,  Salem,  Oregon  97310. 


NURSES  WANTED — Vacancies  at  various  locations  in  Ore- 
gon's Mental  Health  program.  This  is  professional  and  super- 
visory nursing  work.  Must  have  completed  training  at  a 
recognized  school  of  nursing.  Salary  range  $400  to  $525 
depending  on  experience.  Apply  Oregon  Civil  Service 
Commission,  Public  Service  Building,  Salem,  Oregon  97310. 


WANTED  MEDICAL  DIRECTOR  T.B.  HOSPITAL-Applications 

now  being  accepted,  360-bed  Firland  Sanitorium.  Qualified 
internist  with  T.B.  and  administrative  experience.  Medical 
school  affiliation.  Salary  $18,500  to  $22,400  a yr.  For  details 
wire  or  write  Edward  H.  Morgan,  M.D.,  1118  - 9th  Ave., 
Seattle,  Wash.  98101. 


OFFICE  SPACE 


MEDICAL  SUITE— OLYMPIA— Prefer  neurologist  or  psychiatrist 
for  suite  available  in  Medical-Dental  Building,  Olympia. 
Contact  Mr.  Ray  Moen,  FL  7-7779,  519  Washington  St„ 
Olympia,  Wash. 


WELL-EQUIPPED  GP  OFFICE— Busy  location  near  excellent 
hospital.  Very  reasonable  rent.  Asking  only  a fair  price  for 
equipment.  Richard  Lucke,  M.D.,  2208  Market  St.  N.W., 
Seattle,  Wash. 


BEACH  HOUSE— SUMMER  RENTAL— One  block  from  the  beach, 
3 small  bedrooms,  furnished  except  linens.  June  1 to  Sept. 
1.  $100  per  week,  minimal  rental  2 weeks,  $25  deposit  with 
reservation.  Write  to  Mr.  George  Faris,  66-6th,  Seaside, 
Oregon. 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA— Pully  serviced 
professional  offices,  from  $2.00  to  $3.50  per  sq.  ft.  annually. 
Mr.  Jack  Hayes,  Henry  Broderick,  Inc.,  MA  2-4350,  Seattle. 


SPACIOUS  PHYSICIAN'S  OFFICE  FOR  RENT— In  building  with 
2 dentists,  near  Northgate.  Reasonable  rent.  Call  EM  3-0363, 
Seattle. 


GENERAL  PRACTITIONER  WANTED-LACY,  WASH.  - Space 
available  and  ready  for  occupancy  in  new  air-conditioned 
building.  Private  reception  room,  3 exam,  rooms,  lab,  and 
private  lavatory,  office  and  business  office.  Ample  parking. 
Two  dentists  occupy  rest  of  building.  Area  one  of  the 
fastest  growing  in  Northwest.  Write  R.  C.  Sauls,  D.D.S., 
4445  Lacy  Blvd.,  Olympia,  Wash. 

PROFESSIONAL  SUITE— SEATTLE — One  physician,  dentist  or 
pharmacist  suite  in  new  medical-dental  building  5 min- 
utes to  hospital.  Near  park.  Near-by  free  parking  for 
doctor  and  patients.  Reasonable  rent,  contact  Evan  H. 
Shu,  M.D.,  1605  Washington  St.,  So.  EA  3-9292,  Seattle, 
Wash.  98144. 
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FIRST  HILL  MEDICAL  SUITE— SEATTLE— Physician  suite  of  800 
sq.  ft.  Adequate  facilities  and  plumbing.  If  desired  will 
remodel  to  needs.  Ample  parking.  Rent  to  be  negotiated. 
Contact  Wm.  Taraday,  D.D.S.,  EA  5-4343. 


MEDICAL  OFFICE  FIRST  HILL-SEATTLE—  For  rent  a fully- 
equipped  office  with  an  adjoining  examining  room  avail- 
able. This  includes  a receptionist-typist  and  a convenient 
near-by  parking  area  for  patients.  Call  EA  2-5966. 


NEW  GROUP  PRACTICE  CLINIC-EDMONDS,  WASH.-Pediatri- 
cian  wishes  to  share  space  with  GP  or  ob-gyn  man.  New 
medical  clinic  in  fast-growing  South  Snohomish  County. 
PR  8-0191  or  PR  8-4333. 


SPACIOUS  PHYSICIAN'S  OFFICE  FOR  RENT-In  attractive  air- 
conditioned  building  with  two  other  GPs.  Rapidly  growing 
area  with  excellent  schools  and  accredited  hospital  avail- 
able. Contact  R.  S.  Waltz,  M.D.,  1818  Pacific  Ave.,  Forest 
Grove,  Oregon  97116,  phone  EL  7-3106. 


WATERFRONT— SUMMER  RENTAL— Furnished  home  E.  Sequim 
Bay.  Waterfront  of  1600'.  Private,  clamming,  swimming, 
fishing  and  boating.  3 months,  $1100  or  $100  week.  Box 
342,  Port  Angeles,  Wash.  98362. 


CLINIC  BUILDING,  KENT,  WASH.-Rapidly  growing  Lake 
Meridian  area.  Two  suites  of  1,684  total  sq.  ft.  in  new 
building.  Ample  black  top  parking.  Contact  Mrs.  H.  H. 
Heaton,  AL  5-6066  or  WE  5-5203. 


FURNISHED  OFFICE  AVAILABLE  PART  TIME-Use  of  completely 
furnished  and  staffed  office  for  qualified  specialist,  in  new 
clinic  opposite  Aurora  Village  in  North  End  Seattle.  Terms 
and  time  open.  Call  LI  6-2434  or  SU  2-6404. 


EQUIPMENT 


MEDICAL  EQUIPMENT  FOR  SALE— Good  100  ma  x-ray,  exam 
tables,  Medco-sonalator,  ultra  violet  light.  Reasonable. 
SU  4-2444,  Seattle. 


Advance  Notice! 

SEVENTH  ANNUAL  CANCER  SEMINAR 
RENO,  NEVADA  - THE  NEW  GOLDEN 

MAY  5,  6,  7,  1965 

ENJOY  RENO,  A COSMOPOLITAN  CITY  (Deluxe 
Facilities,  Stores,  Entertainment,  Excellent  Trans- 
portation)— COMBINED  WITH  THE  ATMOSPHERE 
OF  THE  TRUE  WEST  ( Alpine  Scenery,  Desert 
Ranges,  Ghost  Towns)-WATER  SPORTS,  SKIING, 
FISHING,  HUNTING,  GOLFING  . . . AND  DIG- 
NIFIED GAMING. 

CO-SPONSORS:  NEVADA  STATE  MEDICAL 
AND  DENTAL  ASSOCIATIONS;  INTERNA- 
TIONAL COLLEGE  OF  SURGEONS,  NEVADA 
CHAPTER;  RENO  CANCER  CENTER;  AMERI- 
CAN CANCER  SOCIETY,  NEVADA  DIVISION, 
INC. 

For  further  information,  write  the  Nevada  Division 
of  the  ACS  at  101  West  Arroyo  Street  (#3), 
Reno,  Nevada  89502 
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Meetings  of 

AMA  Annual— New  York,  June  20-24, 

1965,  Chicago,  June  26-30,  1966. 
AMA  Clinical — Philadelphia,  Nov.  28- 

Dec.  1,  1965,  Las  Vegas,  Nov.  27-30, 

1966. 

Idaho  State  Medical  Association — June 
27-30,  1965,  July  6-9,  1966,  June  28- 
July  1,  1967,  Sun  Valley. 

North  Pacific  Society  of  Neur.  & Psy. — 
Pres.,  Edward  K.  Kloos,  Portland 
Sec.,  W.  W.  Thompson,  Portland 
Northwest  Allergy  Forum— May  21,  22 
— Benson  Hotel,  Portland 
Northwest  Proctological  Society — Aug. 

29-Sept.  2,  1965,  Yakima. 

Northwest  Regional  Meeting,  American 
College  of  Physicians,  Oct.  28-29, 
1966,  Vancouver. 

Northwest  Rheumatism  Society — May 
13-15,  1965,  Las  Vegas. 

Pres.,  John  E.  Stanwood.  Lebanon 
Sec.,  A.  C.  Jones,  Portland 
Oregon  Medical  Association — 

Sept.  21-25,  1965,  Portland 
Oregon  House  of  Delegates,  Midyear 
Meeting — April  23,  24,  1965,  Hotel 
Hilton,  Portland 

Trauma  Day — Sacred  Heart  General 
Hospital,  Eugene,  May  8,  1965. 
Chairman,  J.  R.  Degge,  Eugene 
Washington  State  Medical  Association — 
Sept.  12-15,  1965,  Seattle 
West  Coast  Allergy  Society— 

Pres.,  James  E.  Stroh,  Seattle 
Sec.,  A.  G.  Corrado,  Richland 

OREGON 

Ore.  Acad.  Ophth.  & Otolar. — Cosmo- 
politan Motor  Hotel,  4th  Tues., 
Sept. -May 

Pres.,  R.  L.  Erickson,  Salem. 

Sec.,  S.  C.  Stenerodden,  Salem. 
Oregon  Dermatologic  Society — Portland, 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Joyle  Dahl,  Portland. 

Sec.,  Albert  E.  Larner,  Portland. 
Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April, 
Oct.). 

Pres.,  Kenneth  D.  Gaver,  Salem. 
Sec.,  Wayne  M.  Pidgeon,  Portland. 
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Oregon  Pathologists  Association — Port- 
land, 2nd  Friday  (Feb.,  Apr.,  Oct.) 
Oct.,  Dec.) 

Pres.,  John  Christopher,  Salem 
Sec.,  K.  D.  McMilan,  Eugene 
Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
through  school  year 
Pres.,  George  R.  Satterwhite,  Port- 
land 

Sec.,  Robert  S.  Miller,  Beaverton 
Ore.  Soc.  Obst.  & Gynec. — Portland, 
Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.  thru  May) 

Pres.,  Martin  Sichel,  Portland 
Sec.,  J.  Wk  Fergus,  Portland 
Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 
Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland 
Pres.,  Gerald  Whitlock,  Portland. 
Sec.,  Emerson  J.  Collier,  Portland. 
Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Congress  Hotel 
Pres.,  Irl  Clary,  Portland. 

Sec.,  David  Sellers,  Portland 
Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  J.  L.  Stevenson,  Jr.,  Portland. 
Sec.,  R.  J.  Meechan,  Portland. 

Portland  Surgical  Society — 4th  Tuesday 
(Sept.-May),  University  Club,  Port- 
land 

Pres.,  Clare  Peterson,  Portland 
Sec.,  Wm.  R.  Sweetman,  Portland. 

WASHINGTON 
King  County  Acad.  Gen.  Pract. — 4th 
Mon.,  exc.  June,  July,  Aug.,  Dec. 
Pres.,  David  W.  Rabak,  Seattle 
Sec.,  Howard  R.  Pyfer,  Seattle 
Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct.-May)  Seattle,  Tacoma, 
or  Everett 

Pres.,  Louis  J.  Sarro,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 
Seattle  Academy  of  Surgery — 3rd  Wed. 
bi-monthly;  Seattle  Yacht  Club 
Pres.,  Paul  O’Hallaren,  Seattle. 
Sec.,  Nicholas  Sarro,  Seattle 
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238-239 

Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
July,  Aug.,  Dec. 

Pres.,  Charles  G.  Stipp,  Seattle. 
Sec.,  Glen  E.  Hayden,  Seattle. 

Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  Arctic  Club 
Pres.,  Charles  Kaplan,  Seattle 
Sec.,  Richard  Dion,  Seattle 

Seattle  Surg.  Soc. — 4th  Mon.  (Sept.- 
June) 

Pres.,  Rodney  Hearne,  Seattle. 

Sec.,  J.  Garth  Mooney,  Seattle. 

Spokane  Society  of  Internal  Medicine — 
Quarterly,  Ridpath  Motor  Inn, 
March  5,  1966. 

Pres.,  Arch  Logan,  Jr.,  Spokane 
Sec.,  Roy  T.  Pearson,  Spokane 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  F.  Barronian,  Tacoma 
Sec.,  Calvin  R.  Lantz,  Tacoma 

Tacoma  Surgical  Club  — 3rd  Tuesday 
(Sept.-May) 

Pres.,  R.  O.  Diefendorf,  Bremerton 
Sec.,  Stanley  W.  Tuell,  Tacoma 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept. -June) 

Pres.,  L.  L.  Herr,  Seattle. 

Sec.,  John  E.  Nelson,  Seattle 

Washington  Academy  of  General  Prac- 
tice-May 13-15,  1965,  Yakima. 

Pres.,  Richard  A.  Stiles,  Yakima 
Sec.,  Helene  M.  Templeton,  Seattle 

Washington  State  Radiological  Society 
— Seattle,  Quarterly 
Pres.,  Kenneth  E.  Gross,  Tacoma 
Sec.,  Owen  Martin,  Seattle. 

Wash.  St.  Soc.  of  Anesthesiologists 

Pres.,  Edward  Eylander,  Tacoma 
Sec.,Kiyoaky  Hori,  Tacoma 

W'ash.  St.  Soc.  of  Allergy. 

Pres.,  Paul  Van  Arsdel,  Jr.,  Seattle. 
Sec.,  S.  H.  Tarica,  Seattle. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  Ralph  Foster,  Yakima 
Sec.,  G.  Douglas  Romney,  Yakima 
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Announcing 

EXPANDED  SALES  AND  SERVICE  FACILITIES 

for 

SANBORN  INSTRUMENTS 

in 

THE  NORTHWEST 

H fT  \MT  1 7TT  - 

PACKARD  M SANBORN 

am  division 

Recently  all  Sanborn  Branch  Office  people  in  Seattle  joined  the  local 
offices  of  the  Neely  Sales  Division  of  Hewlett-Packard,  located  in 
Bellevue,  Washington.  In  Portland,  Neely  Sales  Division  has  a 
new  office,  also. 

Through  this  new  arrangement,  you  will  be  assured  greater  depth 
of  service,  more  factory -trained  people,  greater  repair  facilities, 
and  quicker  service  on  supply  orders. 


HEWLETT 


PACKARD  M I 


NEELY 

SALES  DIVISION 


Neely  Sales  Division  offices  in  Bellevue  ( 206-lf5U-3977)  and  Portland 
(503-228-5107). 


) 


WHEN  YOU’VE  RESTORED  ELECTROLYTE  BALANCE  AND 
WANT  IT  TO  CONTINUE  AT  A CONSISTENT  LEVEL 


■ 


Where  electrolyte  balance  is  concerned,  some 
postsurgical  patients  need  only  to  have  it 
restored.  But  others  may  need  further  elec- 
trolyte therapy  to  maintain  them  until  oral 
intake  is  again  possible. 

Polysal  “M”  provides  optimum  electrolyte 
maintenance.  Up  to  3 liters  daily  can  be  in- 


fused without  the  danger  of  potassium  over- 
load. To  enhance  its  maintenance  efficiency, 
Polysal  “M”  provides  balanced  proportions 
of  six  electrolytes  found  in  human  plasma, 
plus  carbohydrates  and  water.  Hour-after- 
hour, you  can  keep  the  patient’s  ionic  balance 
on  a consistent  level  with  the  necessary  ca- 
tions and  anions  supplied  by  Polysal  “M”. 


Polysal'  “M” 


Maintenance  Electrolyte  Solution 


Each  liter  of  Polysal  “M”  supplies  the  mEq.  of:  Na,  40; 
K,  16;  Ca,  5;  Mg,  3;  Cl,  40;  and  HCO3*,  24;  with  dextrose 
in  2.5%,  5%  and  10%  concentrations. 

*By  metabolic  conversion  of  Acetate. 

Indications:  Multipurpose  parenteral  maintenance  elec- 
trolyte solution  recommended  in  fluid  losses  from  the 
G.  I.  tract;  postoperative  replacement;  dehydration; 
sodium  depletion;  acidosis  and  burns.  For  medical, 
surgical  and  pediatric  patients. 

Dosage  and  Administration:  Please  refer  to  package 
insert  for  pertinent  information  for  safe  and  effective 
dosage  under  all  and  any  indicated  conditions. 
Precautions:  1.  Use  within  3 hours  after  opening.  Invert 
and  inspect  each  solution  bottle  carefully.  Use  only  if 
clear  and  if  vacuum  present.  2.  I.  V.  administration 
only.  3.  Administer  through  sterile,  disposable  I.  V. 
injection  equipment  only.  4.  Use  of  K-containing  solu- 
tions is  always  deferred  until  presence  of  adequate 


urinary  flow  is  assured,  or  in  the  rare  cases  where  it 
has  been  determined  beyond  question  that  carefully 
regulated  K,  in  combination  with  other  substances 
provided  by  the  solution,  is  indicated  in  spite  of  oliguria. 
Constant  monitoring  of  patient’s  clinical  and  lab  status  is 
then  required.  Therefore,  except  rarely,  K-containing 
solutions  are  contraindicated  in  presence  of  anuria  or 
severe  oliguria.  Nor  is  their  use  advised  where  high 
serum  K may  be  encountered;  i.e.,  chronic  nephritis, 
untreated  diabetic  acidosis,  Addison’s  disease,  severe 
burns,  massive  traumatic  injuries.  5.  Na  content  requires 
use  with  caution  in  edematous  patients  with  cardiac, 
renal  or  hepatic  disease.  6.  Use  with  care  in  patients 
with  hypervolemia,  impending  or  frank  cardiac  decom- 
pensation, renal  insufficiency  or  urinary  tract  obstruction. 

Supplied:  In  vacuum-sealed  Saftiflask  “28”® — with 
2>/2%  Dextrose,  in  250  and  500  cc.;  with  5%  Dextrose, 
in  500  and  1000  cc.;  with  10%  Dextrose,  1000  cc. 
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The  Congenitally  Malformed,  I.  The  Problem 

HAROLD  T.  OSTERUD,  M.D./VICTOR  D.  MENASHE,  M.D., 

Portland,  Oregon 

Grease  Gun  Damage 

ALFRED  I.  BLUE,  M.D./MORRIS  J.  DIRSTINE,  M.D., 

Seattle,  Washington 

Thyroiditis 

' CARL  P.  SCHLICKE,  M.D./JOHN  E.  HILL,  M.D./gffiNRfr*B.  ' ?H£ 

ARGUINCHONA,  M.D.,  Spokane,  Washington  " 1 

Care  of  Urinary  Retention  Catheters 

JULIAN  ANSELL,  M.D.,  Seattle,  Washington 

Phenylketonuria 

L.  D.  PERGAMIT,  M.D.,  Spokane,  Washington 

Renal  Tumor:  Diagnostic  Aids  and  Pitfalls 

LOUIS  J.  SCHEINMAN,  M.D. /MORTIMER  S.  RAYMAN, 

Seattle,  Washington 

OREGON  MEDICAL  ASSOCIATION: 

Residency  Fellowship 
Examiners  Board  Licenses  26  Doctors 
Operation  D.  V.  M. 

WASHINGTON  STATE  MEDICAL  ASSOCIATION: 

Dr.  Goodner  Receives  Lederle  Award 
The  Disadvantaged 

IDAHO  STATE  MEDICAL  ASSOCIATION: 

ANNUAL  MEETING— See  Pages  371-375 

Welcome  New  Members 
Staff  Installed 
New  Society  Officers 
Board  of  Medicine  Section 
State  Legislative  Scene 
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Distress  for  Allergic  Patients 


Kapseals® 

Benadryl’ 

(diphenhydramine  hydrochloride) 

PARKE-DAVIS 

To  Combat  Symptoms  of  Tree-Pollen  Allergy 

This  time-tested  agent  provides  two  actions  that  effectively  atropine-like  action  which  should  be  considered  when 
combat  symptoms  of  seasonal  allergy:  Antihistaminic  — prescribing  BENADRYL.  Side  Effects:  Side  rea<  lions,  com- 
relieves  sneezing,  nasal  congestion,  itching,  and  lacrima-  monly  associated  with  antihistaminic  therapy  and  gener- 
tion.  Antispasmodic—  relieves  bronchial  and  gastrointes-  ally  mild,  may  affect  the  nervous,  gastrointestinal,  and 
tinal  spasm.  Precautions:  Persons  who  have  become  drowsy  cardiovascular  systems.  Most  frequent  reactions  are  drowsi- 
on  this  or  other  antihistamine-containing  drugs,  or  whose  ness,  dizziness,  dryness  of  the  mouth,  nausea,  and  nervous- 
tolerance  is  not  known,  should  not  drive  vehicles  or  engage  ness.  BENADRYL  is  available  in  several  forms  including 
in  other  activities  requiring  keen  response  while  using  this  Kapseals  containing  50  mg. 
product.  Hypnotics, sedatives,  or  tranquilizers,  il  used  with  The  pink  capsule  with  the 

BENADRYL,  should  be  prescribed  with  caution  because  white  band  is  a trademark  of  PARKE“DAVIS 
of  possible  additive  effect.  Diphenhydramine  has  an  Parke,  Davis  & Company.  7««s  cmw. 

CTi 

Only  her  doctor  knows  . . . 


. . . she  is  being  treated  for  scalp  dermatitis 
with  Synalar R Solution 

(fluocinolone  acetonide) 

therapeutically  effective  yet  cosmetically  elegant 

Synalar  Solution  provides  the  most  potent  topical  cortico- 
steroid, fluocinolone  acetonide,  at  the  site  of  the  problem  and  still 
assures  complete  patient  cooperation.  The  patient  will  particularly 
appreciate  the  unique  properties  of  the  vehicle,  propylene  glycol,  which 
disperses  Synalar  readily  without  the  stain,  odor,  residue  of 
lotions  and  other  scalp  medications.  In  addition,  Synalar  Solution 
may  obviate  the  need  for  shaving  in  many  chronic  cases. 

availability:  Synalar  (fluocinolone  acetonide)  Solution  0.01%— 20  cc  plastic 
squeeze  bottles,  side  effects:  In  some  patients  with  dry  lesions,  solution  may 
increase  dryness,  scaling  or  itching.  Application  to  denuded  or  fissured  areas 
may  produce  burning  or  stinging,  precautions:  Although  propylene  glycol  has 
antimicrobial  activity,  infected  lesions  require  appropriate  evaluation  and 
therapy,  contraindications: Tuberculous,  fungal,  and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and  varicella).  Not  for  ophthalmic  use. 


an  original  steroid  from 
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In  Chronic  Illness:  B and  C vitamins  are  therapy 


An  imbalance  of  water-soluble  vitamins  and  chronic  illness  often  go  hand  in  hand. 
STRESSCAPS,  containing  therapeutic  quantities  of  vitamins  B and  C,  is  formu- 
lated to  meet  the  increased  metabolic  demands  of  patients  with  physiologic  stress. 
In  chronic  illness,  as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B,  (ThiamineMononitrate)  10  mg. 

Vitamin  Bj  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults, 

1 capsule 

daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  “re- 
minder” jars  of  30  and  100;  bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


when  impending  surgery 
overwhelms  her  with  anxiety 


"...the  anxious  hour  before  surgery  was  accepted  by 
the  patient  with  unconcern  and  tranquility."1  This  is  only 
one  of  the  benefits  observed  in  a recent  study  of  3,495 
patients  who  received  Atarax  (hydroxyzine  HCI)  pre- 
operatively.  Premedication  with  Atarax  also  facilitated 
induction  of  anesthesia,  permitted  substantial  reduction 
in  narcotics,  "noticeably"  lessened  nausea  and  vomiting 
in  the  recovery  room,  and  ". . .contributed  to  the  patient's 
well-being  prior  to,  during,  and  after  surgery."  No  side 
effects  attributable  to  Atarax  were  noted.  Thus,  Atarax 
"...appeared  fully  to  merit  its  increasing  advocacy 
among  anesthesiologists."1 

Even  when  anxiety  reaches  severe  proportions,  you 
can  counteract  it  promptly  with  the  potent  tranquilizer 
— Atarax 

Because  of  its  outstanding  systemic  safety  record, 
Atarax  dosage  can  be  adjusted  to  meet  individual 
patient  requirements.  Throughout  a wide  age  range, 
unfavorable  effects  on  vital  functions  (respiration,  circu- 


lation) have  been  notably  absent  or  clinically  insignifil 
cant.15  The  variety  of  dosage  forms  allows  flexibility  oj 
administration  from  many  standpoints  — convenience 
patient  preference,  or  emergency  requirements. 
Surgery,  of  course,  is  only  one  of  the  circumstances  tha 
can  unleash  anxiety.  Keep  Atarax  in  mind  for  all  youi 
emotionally  distressed  patients— from  under  6 to  over  60 


for  any  age— for  any  stage  of  anxiety 


(hydroxyzine  HCI)  jaL 


. . . In  any  condition  where  tissue  depletion  of  the  water 
soluble  vitamins  is  found,  Rx  RoeriBeC®  therapeutic  E 
complex  with  500  mg.  of  vitamin  C. 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
New  York,  New  York  10017 


CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


Diabetic  Children's  Camp 

EDITOR,  NORTHWEST  MEDICINE: 

The  summer  diabetic  camp  program  for  boys 
and  girls  will  begin  July  11  at  Gales  Creek  Camp, 
Glenwood,  Oregon.  Applications  to  be  completed 
by  the  camper’s  physician,  are  available  through 
Mr.  C.  M.  Emis,  2519  North  Mississippi  Avenue, 
Portland,  Oregon. 

The  boys  and  girls,  ages  8-12  years,  can  apply 
for  one  or  more  weeks  beginning  July  11,  and  those 
12-16  years,  can  apply  for  admission  July  25  for  the 
last  two  week  session.  The  charge  is  to  $42.00  per 
week,  according  to  ability  to  pay.  Camperships  are 
available  for  the  child  requiring  financial  assistance. 
Any  diabetic  child  within  the  proper  age  group  is 
welcome. 

The  staff  includes,  in  addition  to  the  director 
and  counselors,  a physician  experienced  in  the  man- 
agement of  juvenile  diabetes,  a dietician  and  nurses. 

Fraternally , 

JOHN  W.  STEPHENS,  M.D. 

2250  N.  W.  Flanders 
Portland,  Oregon  97210 


Side  effects  and  precautions:  The  transitory  drowsiness  which 
may  occur  with  hydroxyzine  HCI  usually  disappears  spontane- 
ously in  a few  days  with  continued  therapy,  or  is  correctable 
by  dosage  reduction.  Dryness  of  the  mouth  may  be  seen  with 
higher  doses.  Involuntary  motor  activity  has  been  reported  in 
some  hospitalized  patients  on  higher  than  recommended  dosage. 
Hydroxyzine  HCI  may  potentiate  CNS  depressants,  narcotics  such 
as  meperidine,  barbiturates,  and  anticoagulants.  In  conjunctive 
use,  dosage  for  these  drugs  should  be  decreased.  Because 
drowsiness  may  occur,  patients  should  be  cautioned  against 
driving  a car  or  operating  dangerous  machinery.  Parenteral 
Solution  Precautions  and  contraindications:  This  dosage  form  is 
intended  only  for  I.M.  or  I.V.  administration  and  should  not, 
under  any  circumstances,  be  injected  subcutaneously  or  intra- 
arterially. When  the  usual  precautions  for  I.M.  injection  have 
been  followed,  reports  of  soft  tissue  reactions  have  been  rare. 
I.V.  administration  should  be  slow,  no  faster  than  25  mg.  per 
minute,  and  should  not  exceed  100  mg.  in  any  single  dose.  Par- 
ticular care  should  be  used  to  insure  injection  only  into  intact 
veins;  a few  instances  of  digital  gangrene  occurring  distal  to 
the  injection  site  have  been  attributed  to  inadvertent  intra- 
arterial injection  or  periarterial  extravasation,  both  of  which 
should  be  avoided.  More  detailed  professional  information  avail- 
able on  request. 


References:  1)  Hoyword-Butt,  J.  T.:  Rocky  Mountain  M.  J.  61:39  (De< 
1964.  2)  Grady,  R.  W.,  and  Rich,  A.  L.:  South.  M.  J.  54:766  (July)  196 
3)  Steinberg,  M.,  and  Holz,  W.  G. : New  York  j.  Med.  60:691  (Marc 
1960.  4)  Jouan,  F.:  Sante  publique  13:161  (July  5)  1958.  5)  Bizzari,  C 
et  a/.:  New  York  J.  Med.  63:529  (Feb.  15)  1963. 


EDITOR,  NORTHWEST  MEDICINE : 

I would  appreciate  it  if  an  announcement  could 
be  placed  in  northwest  medicine  about  the  dia- 
betic camps.  We  offer  a camping  period  for  both 
boys  (at  Camp  Orkila  on  Orcas  Island),  and  for 
girls  (which  is  held  in  cooperation  with  the  Camp- 
fire Girls  at  Camp  Sealth  on  Vashon  Island)  each 
summer.  We  would  like  an  announcement  in  north- 
west medicine  so  that  physicians  who  have  dia- 
betic children  as  patients  can  contact  us  and  give 
these  children  an  opportunity  to  go  to  a summer 
camp.  We  have  a dietitian  and  two  nurses  in  attend- 
ance constantly  at  both  camps.  At  Camp  Sealth  a 
physician  visits  the  camp  every  other  day  and  checks 
the  children  relative  to  their  diabetic  control.  At 
the  boy’s  camp  at  Camp  Orkila  there  will  be  a resi- 
dent physician  who  will  see  these  campers  daily. 

The  Lester  J.  Palmer  Memorial  Camps  for 
Diabetic  Boys  and  Girls  are  available  to  all  dia- 
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betic  children  in  the  Northwest.  The  camp  dates 
this  year  for  girls  will  be  July  16  through  July  30. 
The  boy’s  camp  will  be  from  August  2 through  Au- 
gust 13.  Funds  are  available  to  defray  the  cost 
of  camp  for  those  patients  whose  parents  cannot 
afford  to  send  them.  Physicians  with  diabetic  chil- 
dren in  their  practice  who  feel  that  they  would 
benefit  from  the  camping  experience  should  contact 
the  Washington  Diabetes  Association  at  1000  Seneca 
Street,  Seattle,  Washington. 

Sincerely, 

ROBERT  L.  NIELSEN,  M.D. 

1118  Ninth  Avenue 
Seattle,  Washington  98101 

More  on  Drug  Trials  and  Publicity 

EDITOR,  NORTHWEST  MEDICINE: 

Thank  you  for  your  prompt  response  to  my 
letter,  and  I appreciate  its  early  publication. 

I also  appreciate  the  opportunity  to  read  your 
editorial  in  response.  In  the  reading,  I was  a little 
disturbed  by  its  not  quite  responding  to  the  issues, 
correctly  stated,  at  the  beginning  of  your  second 
paragraph. 

The  basic  presumptions  in  your  statement  are 
that:  1.— the  original  article  was  one  of  sound  in- 
vestigative background  presenting  a large  experience 
with  patients  and  over  a sufficiently  long  period  of 
time  to  assure  that  any  reasonable  toxicity  would 
have  been  excluded,  and  2.— that  with  this  key 
article  having  appeared,  unrestricted  license  for 
use  of  the  medicine  was  automatically  granted  and 
that  all  subsequent  communications,  either  through 
lay  literature  or  enthusiastic  talks  before  such  groups 
as  Kiwanis,  teachers’  groups  and  other  similar  un- 
critical organizations  were  completely  justified.  To 
my  mind,  neither  of  these  presumptions  is  appro- 
priate. 

The  original  article  was  actually  introductory  in 
nature,  presented  a relatively  small  group  of  pa- 
tients and  did  not  pretend  to  have  exhaustively  ex- 
plored this  drug.  Content  of  the  material  was  little 
more  than  is  often  presented  in  Science  as  a para- 
graph commenting  on  a new  drug  or  procedure. 
Thus  this  article  can  hardly  represent  a sound 
scientific  basis  for  the  flood  of  enthusiastic  lay  ma- 
terial following. 

Secondly,  even  had  the  article  been  of  the 
exhaustive  nature  implied,  it  still  would  not  have 
permitted  the  almost  free  distribution  of  DM  SO  that 
exists.  Employees  of  Crown  Zellerbach  have  bottles 
of  it  in  their  homes  and  use  it  experimentally  for 
whatever  ailment  arises;  it  is  being  black  marketed 
in  Camas;  a physician  has  applied  this  to  persons 
with  twisted  ankles  on  the  ski  slopes  at  Mt.  Hood 


with  great  enthusiasm  but  no  real  control.  These 
are  matters  of  which  I have  only  secondary  knowl- 
edge, so  I did  not  make  a point  of  them  in  my  letter. 

Investigation  of  a new  drug  must  be  deliberate 
and  cautious.  The  public  looks  to  physicians  and, 
in  the  larger  context,  to  medicine,  for  the  judgment 
as  to  the  safety  and  effectiveness  of  any  drug  or 
procedure.  If  we,  by  less  than  a completely  responsi- 
ble position  in  such  matters,  permit  a disaster  like 
the  thalidamide  problem,  we  irreversibly  shake  the 
confidence  the  public  has  in  medicine’s  position  of 
leadership.  We  are  individually,  though  perhaps 
indirectly,  responsible  for  any  harmful  effects  that 
arise,  and  only  invite  further  government  controls. 

Sincerely, 

H.  P.  DYGERT,  M.D. 

2102  E.  McLaughlin  Blvd. 

Vancouver,  Washington 

Dangerous  Weapons 

EDITOR,  NORTHWEST  MEDICINE: 

Kudos  to  Dr.  A.  B.  Bergman  for  his  article  ap- 
pearing in  the  April,  1965  issue  of  northwest 
medicine  “Power  Lawn  Mowers  Are  Dangerous 
Weapons.” 

Nothing  was  mentioned  of  the  numerous  eye 
injuries  most  ophthalmologists  are  familiar  with, 
many  of  which  cause  blindness  or  loss  of  an  eye. 

In  this  past  month  alone  a patient  came  into 
the  office  after  receiving  a concussion  of  the  eye, 
and  lid  trauma,  from  a stone  shot  from  a power  lawn 
mower.  The  first  patient  he  ran  into  as  he  came 
into  the  door  was  the  father  of  a girl  who  lost  an 
eye  last  year  in  the  same  manner. 

We  got  rid  of  our  power  mower  several  years 
ago.  These  patients  have  also.  This  is  perhaps  the 
best  advice,  but  the  sale  of  these  “dangerous  weap- 
ons” will  continue,  regardless. 

The  two  avenues  of  approach  mentioned,  i.e., 
“consumer  education  and  production  safety  stand- 
ards in  the  power  mower  industry”  cannot  be  over- 
emphasized. Again  the  most  practical  measure 
is  to  get  rid  of  the  cause.  Another  practical  measure 
is  landscaping  to  provide  a minimum  area  of  lawn 
that  can  be  cared  for  with  the  reel  type  of  mower. 

Nothing  in  the  article  was  mentioned  concern- 
ing medico-legal  complications  involved  if  someone 
walking  by  the  house  or  a neighbor’s  youngster 
should  be  involved. 

Pointing  out  these  things,  as  Dr.  Bergman  has 
done,  is  long  overdue. 

Sincerely, 

BRUCE  S.  MC  CLELLAN,  M.D. 

304  Main  Street 
Renton,  Washington 
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MOKMiMGSIDE 

HOSPITAL 

Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• All  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 

Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 

HENRY  COE, 

Administrator 

10008  S.  E.  Stark  Street  Portland  16,  Oregon 
Inquiries  invited  Phone:  ALpine  2-5571 

Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 


Neuroses 


BOOKS 


RECEIVED:  The  following  books  have  been  received.  Pub- 
lication of  this  acknowledgement  is  to  be  considered  ade- 
quate return  to  the  sender.  Selected  titles  will  be  reviewed 
as  space  permits. 

Cancer  and  public  education.  By  John  Wakefield,  Execu- 
tive Officer,  Educational  Project,  Manchester  Committee 
on  Cancer;  Member  of  the  Commission  on  Cancer  Control 
and  Chairman  of  the  Committee  on  Public  Education  of  the 
International  Union  against  Cancer.  106  pp.  Illustrated. 
Price  $5.75.  Charles  C Thomas,  Springfield,  111.,  1964. 

Opportunities  in  psychiatry  career.  By  Henry  A,  Davidson, 
M.D.  144  pp.  Illustrated.  Price  $1.45.  Universal  Publishing 
and  Distributing  Corporation,  New  York,  N.Y.,  1964. 

Fundamentals  of  orthopaedics.  By  John  J.  Gartland,  A.B., 

M. D.,  Assistant  Professor  of  Orthopaedic  Surgery,  Jeffer- 
son Medical  College.  338  pp.  Illustrated.  Price  $8.00.  W.  B. 
Saunders  Company,  Philadelphia,  Pa.,  1965. 

X-ray  examination  of  the  stomach,  revised  edition.  By 
Frederic  E.  Templeton.  M.D.,  Clinical  Professor  of  Radi- 
ology, The  University  of  Washington,  Seattle.  598  pp.  Illus- 
trated. Price  $15.00.  The  University  of  Chicago  Press,  Chi- 
cago, 111.,  1964. 

Diamond  sythesis  and  the  behavior  of  carbon  at  very  high 
pressures  and  temperatures.  By  F.  P.  Bundy,  Superpressure 
Group,  General  Electric  Research  Laboratory,  Schenec- 
tady, N.Y.  Edited  by  Harold  E.  Whipple,  pp.  951-982. 
Illustrated.  Price  $2.00.  New  York  Academy  of  Sciences, 

N. Y.,  1964. 

Sea  surface  statistic  deduced  from  underwater  sound  meas- 
urements. By  H.  W.  Marsh,  AVCO  Corporation,  Marine 
Electronics  Office,  New  London,  Conn.  Edited  by  Harold 
E.  Whipple,  pp.  135-146  Illustrated.  Price  $1.50.  New  York 
Academy  of  Sciences,  N.Y.,  1964. 

Sixth  International  transplantation  conference,  parts  I 
and  II.  Edited  by  Harold  E.  Whipple.  806  pp.  Illustrated. 
New  York  Academy  of  Sciences,  N.Y.,  1964. 


Hyperbarbic  oxygenation.  Edited  by  Harold  E.  Whipple, 
pp.  647-890.  Illustrated.  Price  $7.00.  New  York  Academy  of 
Sciences,  N.Y.,  1965. 

Gel  electrophoresis.  Edited  by  Harold  E.  Whipple,  pp.  305- 
650.  Illustrated.  Price  $6.00.  New  York  Academy  of  Sci- 
ences, N.Y.,  1964. 

Trauma  to  the  liver.  By  Gordon  F.  Madding,  M.D.,  M.S., 
Surgery,  F.A.C.S.,  Associate  in  Surgery,  Stanford  Univer- 
sity Medical  School  and  Paul  A.  Kennedy,  M.D..  F.A.C.S., 
Clinical  Instructor  in  Surgery,  Stanford  University  Medical 
School.  134  pp.  Illustrated.  Price  $6.00.  W.  B.  Saunders 
Company,  Philadelphia,  Pa.,  1965. 

Treatment  of  strabismus.  By  Eugene  R.  Folk,  M.D  , As- 
sistant Professor  of  Ophthalmology,  University  of  Illinois, 
College  of  Medicine;  Attending  Ophthalmologist,  Motility 
Service,  Illinois  Eye  and  Ear  Infirmary,  Chicago.  96  pp. 
Price  $5.00.  Charles  C Thomas,  Springfield,  111.,  1965. 

Proteins,  their  chemistry  and  politics.  By  Aaron  M.  Alt- 
schul.  337  pp.  Illustrated.  Price  $7.50.  Basic  Books,  Inc., 
New  York,  1965. 


Respiratory  failure.  By  N.  R.  Anthonisen,  et  al.  Edited 
by  Harold  E.  Whipple,  pp.  651-958.  Illustrated.  Price  $10.00. 
New  York  Academy  of  Sciences,  N.Y.,  1965. 

Tonography  and  the  glaucomas.  By  Lawrence  L.  Garner. 
M.D.,  F.A.C.S.,  Director,  Glaucoma  Referral  Center,  Mar- 
quette University  School  of  Medicine,  Department  of 
Ophthalmology;  Director,  Glaucoma  Clinic,  Milwaukee 
County  General  Hospital;  Assistant  Clinical  Professor  of 
Ophthalmology,  Marquette  University  School  of  Medicine; 
Ophthalmologist,  Veterans  Administration,  Regional  Office; 
Project  Director.  Glaucoma  Methodology  Survey,  Milwau- 
kee County  Hospital,  Milwaukee,  Wisconsin.  407  pp.  Illus- 
trated. Price  $23.50.  Charles  C Thomas,  Springfield,  HI., 
1965. 


Metabolism  of  lipids  as  related  to  therosclerosis.  Compiled 
by  Fred  A.  Kummerow,  The  Burnsides  Research  Labora- 
tory, University  of  Illinois,  Urbana,  Illinois,  1965.  300  pp. 
Illustrated.  Price  $14.50.  Charles  C Thomas,  Springfield, 
111..  1965. 
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Are  you  as  proud  of  American  research 

as  you  should  be? 


Where  do  the  modern  drugs  you  prescribe  come 
from?  Between  1941-1964,  there  were  604  differ- 
ent, new  chemical  entities  made  available  as 
drugs  to  physicians  throughout  the  world.  About 
74%  of  these  came  from  the  research  labo- 
ratories of  three  of  the  four  countries  below.  If 
you  haven’t  already  done  so,  take  the  little  quiz. 


Now,  ready?  The  answers  may  surprise  you. 
The  United  States  led  all  the  rest  with  an  amaz- 
ing total  of  369  drugs;  Switzerland  was  next 
with  44,  and  Germany  next  with  33.  Italy,  a 
country  without  patent  protection  for  the  inven- 
tor, had  0.  That’s  a research  score  Americans 
can  well  be  proud  of. 


research 

quiz  For  two  decades, 
three  of  these  four 
countries  have  led  the 
world  in  drug  research. 
Of  the  604  significant 
drugs  discovered  in  the 
world  during  this  period, 
how  many  do  you  think 
came  from  each  country? 
(Answer  above) 


<77 

UNITED  STATES 


Pharmaceutical  Manufacturers  Association  — 1155  Fifteenth  St.,  N.W,  Washington,  D.C.  20005 

This  message  is  brought  to  you  as  a courtesy  of  this  publication  on  behalf  of  the  producers  of  prescription  drugs. 
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in  theory, 
allergy  begins 
like  this: 

When  antigens  invade  the  body,  antibodies, 
formed  chiefly  by  plasma  cells,  may  become 
attached  to  mast  cells.  If  the  same  antigen 
reappears  and  reacts  with  the  antibodies, 
the  mast  cell  disrupts  (as  pictured  below). 
Subsequently,  the  “exploding”  mast  cell 
deposits  granules  of  bound  histamine  or 


Robins 


in  allergy, 

Dimetane  Extentabs 

(brompheniramine  maleate,  8 mg.  & 12  mg.) 

work  with  no  more 
sedation  than  placebo* 

Although  the  mechanisms  of  allergy  are 
still  theoretical,  the  response  to  Dimetane 
(brompheniramine  maleate)  is  ample 
proof  that  a good  antihistamine  can,  and 
does,  work  — and  (as  reported  in  one  in- 
vestigation*) with  no  more  sedation  than 
placebo.  Dimetane  (brompheniramine 
maleate)  assures  your  allergy  patients 
prompt  relief  of  symptoms  while  usually 
permitting  them  to  lead  active,  alert 
lives.  And  a single  Extentab  provides  con- 
tinuous action  for  up  to  10-12  hours. 
‘Schiller,  I.W.  and  Lowell,  F.C.:  New  England  J. 
Med.  261:478,  1959. 


BRIEF  SUMMARY:  Contraindications:  Hypersen- 
sitivity to  antihistamines.  Not  recommended 
for  use  during  pregnancy.  Precautions:  Until 
response  is  determined,  patient  should  be 
cautioned  against  engaging  in  mechanical 
operations  requiring  alertness.  Side  Effects: 
Hypersensitivity  reactions,  including  skin  rashes, 
urticaria,  hypotension,  and  thrombocytopenia 
have  been  reported  rarely.  Occasional  transitory 
drowsiness,  lassitude,  nausea,  giddiness,  dry- 
ness of  the  mouth,  mydriasis,  increased  irrita- 
bility or  excitement  may  be  encountered.  Other 
dosage  forms  available ; conventional  tablets 
(4  mg.);  Elixir  (2  mg./5  cc.);  Injectable 
(10  mg./cc.  ampuls,  and  100  mg./cc. 
in  2 cc.  vials). 


A.  H.  ROBINS  CO.,  INC. 
Richmond,  Virginia  23220 


basic  therapy  in  low-back  pain:  bed,  board,  heat 


Whether  low-back  pain  is  in  the 
chronic  or  acute  phase,  the  appropri- 
ateness of  bed  rest  for  such  a patient 
is  beyond  controversy.  Boards  placed 
under  the  mattress,  for  a firmer  bed 
to  further  immobilize  the  spine,  are 
another  common  recommendation. 
And  most  investigators  consider  heat 
beneficial— moist  heat  in  particular.1-5 


and 


Robaxin®750 


brand  of 

Methocarbamol* 

750  nfg. 

in  each  tablet 
federal  law  pro*>lb. 


Robaxin-750 

/ .1  I | —J  |—  /-v  \ (CAPSULE-SHAPED  TABLETS) 

(methocarbamol  750  mg.) 


does  Robaxin  (methocarbamol)  often  provide 
muscle  relaxation  in  such  conditions  as  mus- 
culoskeletal injury,  chronic  neurological  disorders, 
and  orthopedic  situations. 


It  has  been  noted  that  low-back  disorders  fre- 
quently . . are  caused  by  truly  mechanical  condi- 
tions which  yield  to  conservative  treatment.”1  Basic 
to  this  conservative  treatment  are  bed  rest,  a board  for 
the  bed,  and  applied  heat.  In  addition,  a good  muscle 
relaxant  is  often  helpful,  as  “. . . muscle  relaxants  are 
useful  in  chronic  as  well  as  acute  low  backaches.”4 

Robaxin  (methocarbamol)  has  relieved  spasm  and 
pain  in  cases  where  the  patient  “had  not  responded  to 
conservative  measures  prior  to  drug  therapy.”6  A 100- 
patient  study  showed  that  Robaxin  provided  greater 
relief  of  muscle  spasm  for  a longer  period  of  time 
without  adverse  reactions  “than  any  other  commonly 
used  relaxants ”6 

A well-tolerated7  skeletal  muscle  relaxant  with 
“specificity  of  action,”7  methocarbamol  leaves  normal 
muscle  tone  unaffected.  Moreover,  there  is  little  like- 
lihood of  sedation7— a considerable  advantage  for  the 
patient  w'ho  must  remain  active  and  alert  on  his  job. 

Significantly,  clinicians  advise  using  a muscle  re- 
laxant “early  and  in  adequate  dosage.”8  In  this 
regard,  Robaxin  (methocarbamol)  — 'particularly  in 
the  750  mg.  dosage  (2  tabs,  q.i.d.)  — offers  optimal 
therapeutic  benefits  without  a significantly  increased 
incidence  of  side  effects.  And  just  as  it  works  well  as 
part  of  the  basic  regimen  for  low-back  pain,  so  also 


BRIEF  SUMMARY— Robaxin  (methocarbamol) 
Tablets : Contraindicated  in  hypersensitive  patients. 
Side  effects  (light-headedness,  dizziness,  drowsiness, 
nausea)  may  occur  rarely,  but  usually  disappear  on 
reduced  dosage.  Hypersensitivity  reactions  develop 
infrequently. 

ALSO  AVAILABLE:  Robaxin®  Tablets  (methocar- 
bamol, 500  mg.)  Robaxin  Injectable  (methocarbamol, 
1 Gm./lO  cc.) 

Robaxisal®  (methocarbamol  with  aspirin)  and 
Robaxisal-PH  Tablets  (methocarbamol  with 
Phenaphen®). 

REFERENCES:  1.  Soto-Hall,  R.:  Med.  Sci.  7.4:23,  1963. 
2.  McCarrol,  H.R.:  Paper  read  at  the  Annual  Meeting  of  the 
American  Medical  Association,  Atlantic  City,  June  16-20,  1963. 
See  Medical  News:  J.A.M.A.  185: 39  (July  13),  1963.  3.  Gordon, 
E.J.:  Med.  World  News  5:54,  1964.  4.  Cozen,  L.:  GP  26: 82, 
1962.  5.  Larson,  C.B.:  Postgrad.  Med.  25:142,  1959.  6.  Forsyth, 
H.F.:  J.A.M.A.  757:163,  1958.  7.  Weiss,  M„  and  Weiss,  S.:  J. 
Amer.  Osteopath.  Ass.  52:142,  1962.  8.  Rowe,  M.L.:  J.  Occup. 
Med.  2:219,  1960. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND,  VIRGINIA  23220 


Robins 


“My  cooking  agrees  with  everyone  but  me” 


She  complains  about  her  upset  stomach  and  blames  her  cooking. ..you 
diagnose  functional  G.l.  disturbance  and  associated  stress... as  manifested 
by  indigestion,  heartburn,  bloating,  or  constipation.  Prescribe 


DECHOUN-BB 

(Hydrocholeretic-Antispasmodic-Sedative,  Ames) 

Each  Tablet  Contains: 

BUTABARBITAL  SODIUM 15  mg  (Vi  gr) 

(Warning:  May  be  habit  forming)  to  ease  nervous  tension 

DEHYDROCHOLIC  ACID 250  mg  (33/4  gr) 

to  produce  a large  volume  of  watery  bile,  hydrate 
the  bowel  contents  and  gently  stimulate  intestinal 
motility 

BELLADONNA  EXTRACT 10  mg  (Vs  gr) 

to  reduce  smooth-muscle  hypertonus 


Average  Adult  Dose:  1,  or  if  needed,  2 tablets  three 
times  daily.  Precautions:  Observe  patients  periodically 
for  increased  intraocular  pressure  and  barbiturate  ha- 
bituation or  addiction.  Caution  drivers  against  pos- 
sible drowsiness.  Side  Effects:  Dehydrocholic  acid 
may  cause  transitory  diarrhea;  belladonna  — blurred 
vision,  dry  mouth.  Contraindications:  Biliary  tract 
obstruction,  acute  hepatitis,  glaucoma,  and  pros- 
tatic hyperplasia. 

Available  through  your  regular  supplier: 

Decholin-BB,  bottles  of  100  tablets. 

Ames  Company,  Inc.,  Elkhart,  Indiana  AMES 


72764 
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spastic 

gut 

soothe 

smooth 

muscle 

with 


It’s  enthusiasm  for  Belap  relief  that  brings  on  this 
exuberance.  Belap  simultaneously  relaxes  nervous 
tension  and  soothes  smooth  muscle  spasm  due  to 
Gl  hypermotility.  The  natural  belladonna  alkaloids 
combined  with  phenobarbital  provide  safe,  predict- 
able antispasmodic  and  sedative  action  to  relieve 
pain  and  distress  of  visceral  spasm  in  peptic  ulcer, 
abdominal  pain  and  cramps,  pylorospasm,  nausea 
of  pregnancy,  nervous  indigestion  and  motion  sick- 
ness. Use  Belap  Ty-Med  tablets  whenever  timed- 
release  medication  for  smooth,  round-the-clock  anti- 


cholinergic and  sedative  action  is  desired.  Even  the 
price  is  designed  to  keep  your  patient  calm  and 
collected. 


Each  Belap®  Tablet  contains: 


Phenobarbital  (Warning, 

No.  0 

No.  1 

No.  2 

may  be  habit  forming) 

8 mg. 

15  mg. 

30  mg. 

Belladonna  Extract 

8 mg. 

8 mg. 

8 mg. 

One  tablet  three  times  daily. 
Available  in  bottles  of  100  and  1000. 


Belap  Ty-Med*  (Modified  formula) 

Each  tablet  contains: 

Amobarbital  (Warning,  may  be  habit  forming)  50  mg. 
Homatropine  Methylbromide  7.5  mg. 

"Lemmon  brand  of  timed-release  medication. 

One  Ty-Med*  tablet  morning  and  night. 

Available  in  bottles  of  30  and  100  tablets. 

Observe  the  usual  precautions  for  barbiturates  and 
parasympatholytic  compounds. 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 


HAACK  LABORATORIES,  INC.,  Division  of  Lemmon  Pharmacal  Company,  Portland,  Oregon  97208 


MADE  IN  O.S.fS- 


1-64 


“I can’t  cope  any  more.. . 

I worry  about  everything. 

I don’t  sleep  well. . . 
wake  up  tired  and  irritable.  ” 

When  you  recognize  depression 
and  associated  anxiety. . . 
consider  starting  the  patient 
on  ‘Deprol 

1*  ‘Deprol’  can  help  lift  the  mood  of  the  depressed 
patient. 

2.  ‘Deprol’  usually  restores  normal  sleep  by  relieving 
the  associated  anxiety  and  tension  which  often  cause 
insomnia. 

3.  Patients  often  report  and  show  noticeable  im- 
provement within  a short  period  of  time. 

4.  In  seven  years  of  clinical  use,  side  effects  with 
‘Deprol’  at  recommended  dosage  have  been  infre- 
quent and  usually  easily  controlled. 

5.  No  incompatibility  with  other  medications  has 
been  reported  to  date.  However,  the  possibilities  of 
additive  effects  should  be  considered. 

Deprol 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 

WALLACE  LABORATORJES/C/wi&wry,  N.  J. 


Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less  se- 
vere depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate:  Careful  supervision 
of  dose  and  amounts  prescribed  is  advised. 
Consider  possibility  of  dependence,  particularly 
in  patients  with  history  of  drug  or  alcohol  ad- 
diction; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and  op- 
eration of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of  exces- 
sive alcohol  may  possibly  be  increased  by  me- 
probamate. Grand  mal  seizures  may  be  precipi- 
tated in  persons  suffering  from  both  grand  and 
petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 
Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concentra- 
tion, and  withdrawal  reaction  (status  epilepti- 
cus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride:  Benactyzine  hydro- 
chloride, particularly  in  high  dosage,  may  pro- 
duce dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommo- 
dation. Other  reported  side  effects  have  in- 
cluded gastric  distress,  allergic  response,  ataxia, 
and  euphoria. 

Meprobamate:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with 
peripheral  edema  and  fever,  transient  leuko- 
penia, and  a single  case  of  fatal  bullous  derma- 
titis after  administration  of  meprobamate  and 
prednisolone  have  been  reported.  More  severe 
and  very  rare  cases  of  hypersensitivity  may  pro- 
duce fever,  chills,  fainting  spells,  angioneu- 
rotic edema,  bronchial  spasms,  hypotensive 
crises  (1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be  sympto- 
matic in  such  cases,  and  the  drug  should  not  be 
reinstituted.  Isolated  cases  of  agranulocytosis, 
thrombocytopenic  purpura,  and  a single  fatal 
instance  of  aplastic  anemia  have  been  reported, 
but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  re- 
lief. Doses  above  six  tablets  daily  are  not  rec- 
ommended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 


“baixa 

significativa 
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e vomitosf 


Postoperative  vomiting: 
The  Latins  have  a word  for  it 


In  Rio  de  Janeiro  “Dramin”  is  the  word  for 
Dramamine.  That  is  why  it  is  often  the  Bra- 
zilian word  for  control  of  nausea  and  vomiting 
after  surgery.  Like  physicians  the  world  over, 
Monti*  achieved  a "significant  reduction  in 
the  incidence”  of  unpleasant  operative  after- 
effects ("baixa  significativa  da  incidencia  [das 
nauseas  e vomitos]”)  with  the  help  of  this 
classic  antiemetic. 


Dramamine,  of  course,  is  effective  thera- 
peutically as  well  as  prophylactically.  When 
emesis  is  a sequel  to  surgery  an  intramus- 
cular injection  of  50  mg.  (1  cc.)  Dramamine 
for  an  adult  usually  brings  immediate  and 
prolonged  relief. 

Precautions:  Dimenhydrinate,  notably  non- 
toxic itself,  may  mask  the  symptoms  of  strep- 
tomycin toxicity.  Patients  should  be  cautioned 
against  operating  automobiles  or  dangerous 
machinery  because  of  possible  drowsiness. 

*Monti,A.  A.  F:  Rev.Bras.Cir.43:288-297(Apr.)1962. 
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EDITORIAL 


Basis  of  Social  Security 


One  hundred  twenty-four  years  after  first  pub- 
lication, the  book,  Democracy  in  America  stands 
as  one  of  the  most  remarkable  records  of  political 
observation  ever  made.  Although  he  could  not 
name  what  he  saw  in  the  future  of  this  country, 
the  author  recognized  the  manner  in  which 
social  security  would  develop  and  the  gradual 
loss  of  bitterly  won  freedom  which  would  occur 
when  thinking  persons  failed  to  maintain  their 
interest  in  their  own  government. 

Alexis  de  Tocqueville  had  not  passed  his 
twenty-sixth  birthday  when  he  came  to  the 
United  States.  He  was  an  aristocrat  by  birth 
and  by  belief  yet  neither  his  youth  nor  his  back- 
ground cast  any  discernible  cloud  over  the  ac- 
curacy of  his  observation  or  the  astuteness  with 
which  he  formed  conclusions  from  what  he 
observed.  He  arrived  in  this  country  in  May  1831 
and  left  in  February  1832.  The  book  was  pub- 
lished first  in  1835. 

He  knew  that  democracy  did  not  provide  the 
most  skillful  government  but  he  also  recognized 
the  tremendous  stimulus  it  gave  to  industry  and 
business.  He  not  only  saw  but  seemed  to  feel  the 
restless  energy  and  ceaseless  activity  set  free  by 
democracy.  This,  he  believed,  was  its  greatest 
benefit.  At  the  same  time  he  could  see  the 
gradual  growth  of  central  power  by  permission 
of  complacent  majority. 

Social  security  was  to  appear  as  something 
provided  by  government  more  than  a hundred 

The  Congenita 

As  other  causes  of  infant  morbidity  and  mortal- 
ity have  been  brought  under  control  the  prob- 
lems of  early  recognition  and  prompt  treatment 
of  congenital  anomalies  have  become  increas- 
ingly important.  This  is  made  clear  by  Osterud 
and  Menashe  who  find  relative  increase  in  inci- 
dence of  defects  and  surprising  discrepancies 
between  birth  records  and  death  records.  Their 
studies  indicate  that  some  anomalies  are  either 
not  observed  or,  if  observed  and  recognized, 
have  not  been  reported.  This  may  account,  in 
part,  for  the  fact  that  insufficient  importance 
has  been  attached  to  these  defects. 

The  article  by  Osterud  and  Menashe,  in  this 
issue,  is  the  first  of  a series,  planned  to  run  in 
every  other  issue  for  the  next  three  years.  The 
idea  behind  this  series  developed  simultaneously 
at  the  University  of  Washington  School  of  Medi- 
cine and  the  University  of  Oregon  Medical 
School.  It  was  proposed  first  by  J.  B.  Beckwith 


years  after  his  visit  but  he  saw  its  origin  and 
traced  the  way  it  would  develop.  He  saw,  “—an 
innumerable  multitude  of  men,  all  equal  and 
alike,  incessantly  endeavoring  to  produce  the 
petty  and  paltry  pleasures  with  which  they  glut 
their  lives.” 

The  oppression  which  he  foresaw,  had  never 
existed  in  the  world  before.  He  could  not  even 
name  the  process  since  it  differed  markedly 
from  the  despotism  and  tyranny  which  had 
formed  such  a great  part  of  European  history. 
Therefore,  after  having  observed  the  attitude 
of  Americans  toward  their  lives  and  their  govern- 
ment in  1831,  he  set  down  his  conclusion: 

Above  this  race  of  men  stands  an  immense  and 
tutelary  power,  which  takes  upon  itself  alone  to 
secure  their  gratifications,  and  to  watch  over  their 
fate.  That  power  is  absolute,  minute,  regular,  provi- 
dent, and  mild.  It  would  be  like  the  authority  of  a 
parent,  if,  like  that  authority,  its  object  was  to  pre- 
pare men  for  manhood;  but  it  seeks,  in  the  contrary, 
to  keep  them  in  perpetual  childhood:  it  is  well  con- 
tent that  the  people  should  rejoice,  provided  they 
think  of  nothing  but  rejoicing.  For  their  happiness 
such  a government  willingly  labors,  but  it  chooses 
to  be  the  sole  agent,  the  only  arbiter  of  that  happi- 
ness; it  provides  for  their  security,  foresees  and  sup- 
plies their  necessities,  facilitates  their  pleasures, 
manages  their  principal  concerns,  directs  their  in- 
dustry, regulates  the  descent  of  property,  and  sub- 
divides their  inheritances:  what  remains,  but  to  spare 
them  all  the  care  of  thinking  and  all  the  trouble  of 
living?  H.L.H. 

Recent  events  have  made  de  Toqueville’s  prophecij 
even  more  significant  today  than  when  this  editorial 
was  first  published,  in  January  1960.  Ed. 

lly  Malformed 

and  within  a few  days  by  Harold  Osterud.  Both 
had  become  convinced  of  the  importance  of  the 
problem  after  doing  research,  Beckwith  in  path- 
ology, Osterud  in  health  department  records. 
Contributors  to  the  series,  of  whom  there  are 
nearly  twenty,  will  be  from  faculties  of  both 
medical  schools.  Those  invited  to  participate 
have  been  chosen  because  of  special  knowledge 
or  experience  in  one  specific  condition. 

Not  only  will  the  authors  be  those  best  in- 
formed but  the  information  they  provide  will  be 
the  most  recent  available.  Each  has  been  re- 
quested to  prepare  his  manuscript  not  more  than 
four  months  before  the  planned  date  of  publi- 
cation. This  is  a degree  of  freshness  that  may 
be  achieved  only  in  a periodical— not  in  a text- 
book. 

This  series  of  articles  will  be  published  with 
special  marks  permitting  the  pages  to  be  torn 
out  and  punched  for  filing  in  a standard  three- 
ring  binder.  ■ H.L.H. 
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because  food  is  a factor 
in  oral  penicillin  therapy... 


LB"  ibis  is  the  kind  oj  breakfast 
used  in  the  Griffith  and  Black  study  reported  ferec 


Consider  V-Cillin  K,  the  acid-stable  peni- 
cillin that  is  less  affected  by  gastric  acids 
than  is  oral  penicillin  G.  In  fact,  compara- 
tive data  show  that  V-Cillin  K given  with 
meals  produces  blood  levels  twice  as  high 
with  just  half  the  dose.  Such  pharmaco- 
logic characteristics  provide  your  patients 
consistently  dependable  therapy.  In  addi- 
tion, significant  economy  is  achieved,  since 
three  to  four  times  as  much  oral  penicillin 
G is  required  to  assure  equivalent  anti- 
bacterial activity.1 

1.  Griffith,  R.S.,  and  Black,  H.R.:  Current  Ther.  Res., 6: 253, 1964. 


Indications:  V-Cillin  K is  an  antibiotic  useful  in 
the  treatment  of  streptococcus,  pneumococcus, 
and  gonococcus  infections  and  infections  caused 
by  sensitive  strains  of  staphylococci.  Contraindica- 
tions and  Precautions:  Although  sensitivity  re- 
actions are  much  less  common  after  oral  than  after 
parenteral  administration,  V-Cillin  K should  not 
be  administered  to  patients  with  a history  of  allergy 
to  penicillin.  As  with  any  antibiotic,  observation 
for  overgrowth  of  nonsusceptible  organisms  dur- 
ing treatment  is  important.  Usual  Dosage  Range: 
125  mg.  (200,000  units)  three  times  a day  to  250 
mg.  every  four  hours.  Supplied:  Tablets  V-Cillin  K, 
125  or  250  mg.,  and  V-Cillin  K,  Pediatric,  125  mg. 
per  5-cc.  teaspoonful,  in  40,  80,  and  150-cc.-size 
packages. 


V-Cillin  K* 

Potassium  Phenoxymethyl  Penicillin 


Skey 


Additional  information  available  to  physicians  upon  request.  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 

500228 
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The  Congenitally  Malformed 

I.  The  Problem 

HAROLD  T.  OSTERUD,  M.D.  / VICTOR  D.  MENASHE,  M.D.  Portland,  Oregon 

With  improvements  in  neonatal  care,  first  year  deaths  due  to  prematurity, 
asphyxia,  and  atelectasis  are  less  frequent.  Congenital  anomalies  are  left  as 
the  leading  cause  of  death  in  those  under  one  year  of  age.  Anomalies  are  fewest 
in  first-born  infants,  more  apt  to  be  seen  in  males,  infants  of  low  birth  weight, 
those  in  multiple  births,  those  of  older  parents,  or  those  of  laboring  class.  Care- 
fully studied  statistics  in  Oregon  indicate  surprising  discrepancies  between 
recording  of  defects  on  birth  certificates  and  on  death  certificates.  Better 
identification  and  reporting  are  indicated  and  prompt  institution  of  treatment 
is  urged. 


Congenital  anomalies  are  now  the  leading 
cause  of  death  in  children  under  one  year  of 
age.1-2  In  the  past  decade,  deaths  due  to  pre- 
maturity, asphyxia,  and  atelectasis  have  declined 
with  improved  neonatal  care.  The  change  of  con- 
genital anomalies  from  third  place  to  the  lead- 
ing cause  of  death  under  one  year  is  in  large  part 
due  to  this  decline.  In  1963,  birth  defects  ac- 
counted for  15.4  per  cent  of  all  deaths  under  one 
year  of  age,  and  ranked  as  the  third  leading 
cause  in  the  1-4  age  group  with  9.4  per  cent,  and 
as  fourth  for  the  ages  5-14  with  6 per  cent  of  all 
deaths.3 

Medical  care  required  by  infants  with  mal- 
formations is  costly,  frequently  requiring  the 
care  of  several  consulting  specialists  and  years 
of  continuing  treatment  and  observation.  One 
needs  only  to  think  of  the  infant  with  myelodys- 
plasia, cleft  lip  and  palate,  or  congenital  heart 
disease,  to  bring  this  into  focus.  Importance  of 
the  early  identification  of  infants  with  anomalies 
is  apparent  since  our  surgical  colleagues  can  do 
so  much  to  correct  these  defects.  Prevention  of 
many  of  the  secondary  complications  is  depend- 
ent upon  early  recognition. 

It  is  also  important  that  these  children  be 
identified  from  an  epidemiologic  standpoint. 
If  the  goal  of  primary  prevention  is  to  be  achiev- 
ed, further  definition  of  birth  defects  is  needed 
to  describe  the  population  at  risk. 

cyclic  pattern 

Cause  specific  mortality  rates  for  congenital 
malformations  in  the  United  States,  and  in  Ore- 
gon, wax  and  wane  in  a cyclic  pattern.  In  the 
past  62  years  in  the  United  States,  there  have 


been  five  such  cycles,  three  with  an  incidence 
below  the  median  rate  of  12.6  per  1,000  live 
births  and  two  above.  Range  was  from  a high 
of  16  per  1,000  in  1916  to  a low  of  9.6  in  1933.  A 
similar  pattern  in  the  United  States  and  Oregon 
was  noted  for  congenital  heart  disease,  the  cause 
of  50  per  cent  of  the  deaths  from  congenital 
malformations.  This  cyclic  pattern  was  signifi- 
cant* for  the  mortality  rates  from  congenital  mal- 
formations and  congenital  heart  disease  in  Ore- 
gon and  the  United  States. 

The  lowest  mortality  rates  occurred  during 
the  depression,  from  1929  until  1940,  a period  in 
which  we  find  low  birth  rates  and  small  families. 
In  our  study  of  congenital  malformations  sig- 
nificantly fewer  deaths  were  noted  in  first  bom 
children.  During  the  depression,  the  proportion 
of  first  born  children  was  higher  than  during 
other  time  periods.  The  mortality  rates  for  con- 
genital malformations  and  congenital  heart  dis- 
ease began  to  rise  during  the  latter  years  of 
World  War  II,  coinciding  with  the  rising  birth 
rate.  For  the  past  decade,  the  mortality  rate  in 
the  United  States  has  remained  fairly  uniform, 
fluctuating  between  12.2  and  12.8  per  1,000  live 
births. 

In  the  United  States  in  1959,  it  was  estimated 
that  7.3  per  cent  of  all  live  births  were  of  mal- 
formed infants,  of  whom  13.6  per  cent  died  in  the 
first  year  of  life.3  Of  all  the  infant  deaths  in  the 
first  year  (2.8  per  cent  of  all  live  births),  34.3  per- 
cent involved  the  congenitally  malformed.  These 
percentages  represent  308,187  malformed  infants, 
of  whom  41,913  died  in  their  first  year  of  life. 

‘Significant  means  statistically  significant. 
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Table  1 


Leading  Causes  of  Death  From  Congenital  Malformations 
Classified  by  System  and  by  Per  Cent  Recorded  on  Birth 
and  Death  Certificates,  Oregon  Residents,  1957-1961 


System 

Ranked  by  Cause 

Recorded  on  Birth 
Certificate 

Recorded  on 

Death  Certificates 

of  death 

% Total 

% Total 

% Multiple® 

Malformation 

Cardiovascular 

Vent,  septal  defects 

8 

lo 

5 

Patent  ductus 

10 

14 

4 

Unspecified 

56 

12 

5 

Atrial  septal  defects 

5 

11 

4 

Pulmonary  stenosis 

5 

5 

1 

Transposition 

1 

5 

1 

Coarctation 

3 

5 

1 

Tetralogy  of  Fallot 

3 

5 

2 

Hypoplastic  left  heart 

1 

4 

1 

Others 

8 

24 

6 

Nervous 

Cerebral  agenesis00 

13 

29 

8 

Hydrocephalus0  ° ° 

13 

26 

5 

Meningocele,  etc.0000 

32 

20 

8 

Mongolism 

28 

14 

13 

Eye  defects 

7 

5 

4 

Others 

7 

6 

3 

Digestive 

Mai.  large  intestine 

2 

17 

i 

Biliary  atresia 

7 

17 

1 

Tracheo-esophageal  fistula 

and  esophageal  atresia 
Meckel’s  diverticulum 

2 

14 

6 

2 

10 

7 

Imperforate  anus 

4 

10 

9 

Mai.  small  intestine 

7 

8 

2 

Fibrocystic  disease 

4 

l 

Others 

72 

18 

12 

Genitourinary 

Polycystic  kidney 

4 

30 

8 

Malformed  kidneys 

3 

16 

9 

Malformed  ureters 

2 

14 

10 

Hydronephrosis 

2 

10 

7 

Mai.  ext.  genitalia 

* 15 

6 

5 

Undescended  testicle 

15 

6 

6 

Exstrophy  of  bladder 

ji 

5 

2 

Others 

55 

13 

8 

M usculoskeletal 

Mai.  lower  ext. 

20 

30 

28 

Club  feet 

35 

12 

12 

Mai.  skull 

2 

11 

9 

Mai.  diaphragm 

3 

11 

3 

Chondrodystrophy 

2 

9 

6 

Others 

38 

27 

23 

Respiratoriy0  ° 6 ° ° 

Hypoplastic  lungs 

6 cases 

25 

19 

Choanal  atresia 

8 

8 

Fibrocystic  lungs 

6 cases 

6 

Others 

6 cases 

47 

41 

Skin 

Epidermolysis  bullosa 

3 deaths  were  all  from  epidermolysis  bullosa 

‘Multiple  refers  to  the  recorded  defect  associated  with  defects  of  other  systems. 

“Cerebral  agenesis  refers  to  anencephalus,  microcephalus  and  unclassified  cerebral  agenesis. 
“‘Hydrocephalus  includes  only  hydrocephalus  without  other  associated  defects  of  the  nervous 
system. 

““Meningocele  includes  spina  bifida,  meningoceles,  myelomeningoceles,  myelocoeles,  and 
meningoencephalocoele. 

“‘“Respiratory  defects  are  rarely  reported  on  birth  certificates. 
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Oregon  experience 

An  epidemiologic  study  of  congenital  malfor- 
mations in  Oregon  has  been  in  progress  for  the 
past  three  years.  Birth  and  death  certificates, 
supplemented  with  data  from  clinical  records 
and  autopsy  reports,  were  selected  as  the  start- 
ing point.  During  the  five-year  period,  1957- 
1961,  only  0.8  per  cent  of  the  infants  born  were 
recorded  on  birth  certificates  as  malformed.  The 
cause  specific  rate  was  8.01  per  1,000  live  births, 
with  a range  of  no  cases  in  one  small  county  to  a 
high  of  17.95  in  another. 

These  rates  grossly  underestimate  the  inci- 
dence of  congenital  malformations  in  Oregon. 
For  example,  135  infants  were  identified  on  birth 
certificates  during  the  five-year  study  period  as 
having  congenital  heart  disease,  a rate  of  0.7  per 
1,000  live  births.  The  incidence  of  congenital 
heart  disease  in  recent  studies  has  been  estimated 
to  be  between  6.44  and  8.3r'  per  1,000  live  births. 
Is  this  difference  a reflection  of  the  difficulty  of 
diagnosing  congenital  heart  disease  at  birth,  or, 
are  physicians  failing  to  record  congenital  mal- 
formations on  the  confidential  medical  data  stub 
of  the  birth  certificate?  The  under-reporting 
was  undoubtedly  a combination  of  both  factors. 
Eighty-seven  infants  died  of  congenital  heart 
disease  under  two  days  of  age,  but  only  34  were 
recorded  on  birth  certificates  as  having  con- 
genital heart  disease,  clearly  the  result  of  the 
failure  to  record  the  defect  on  the  birth  certifi- 
cate. 

We  cannot  rely  upon  the  birth  certificate  for 
the  accurate  morbidity  of  all  birth  defects,  but 
the  obvious  and  easily  diagnosed  malformations 
should  be  recorded.  A centralized  registry  and 
surveillance  system  would  be  useful.  Studies  of 
case  records  in  hospitals,  clinics,  and  in  physi- 
cians’ offices  are  necessary  to  establish  the  inci- 
dence of  many  cardiovascular,  genito-urinary, 
digestive,  and  other  system  malformations  not 
usually  recognized  at  birth. 

How  important  is  it  that  we  improve  our 
sources  of  morbidity  data  for  birth  defects?  Dr. 
Morris  Fishbein  states:  “Few  people  are  suf- 
ficiently aware  of  the  continuous  rise  in  the 
incidence  of  congenital  malformations  or  birth 
defects.  Apparently  this  increased  incidence  is 
associated  with  the  increasing  longevity  of  man 
and  the  increasing  possibility  of  carrying  on  into 
the  next  generation  the  inherited  defects  of  a 
previous  generation.”0 


phocomelia 

Phocomelia,  characterized  by  reduction  de- 
formities of  the  long  bones,  has  forcibly  called 
our  attention  to  drug  induced  malformations.7  ” 
An  editorial  in  northwest  medicine  on  thalido- 
mide states:  “The  discovery  that  thalidomide 
was  the  cause  of  a so-called  epidemic  of  phoco- 
melia introduces  an  entirely  new  concept  into 
pharmacology.  The  fact  that  this  drug  has  pro- 
duced deformities  means  that  any  new  drug 
may  have  influence  on  fetal  development.  It 
means  that  all  new  drugs  will,  henceforth,  be 
tested  against  this  terribly  important,  undesirable 
effect.”10 


Fig.  1.  AP  of  thorax  and  upper  extremities  showing  bilat- 
eral phocomelia. 


This  editorial,  along  with  a specific  request 
from  the  Oregon  State  Health  Officer,  prompted 
a search  for  cases  of  phocomelia  in  Oregon. 
During  the  five-year  period  in  which  186,579 
infants  were  bom,  only  14  cases  of  phocomelia 
were  identified  from  birth  certificates.  Of  these, 
10  were  unilateral  (9  arms,  1 leg);  one  involved 
an  arm  and  leg;  and  one  involved  both  arms. 
Only  two  quadrilateral  cases  were  identified, 
(Figures  1 and  2).  None  were  associated  with 
thalidomide.  This  appears  to  confirm  the  rarity 
of  this  condition,  but  14  cases  represent  the  mini- 
mal incidence.  Better  reporting  is  needed  to 
establish  the  true  incidence. 

mortality  data  most  significant 

The  congenital  malformations  recorded  on 
birth  and  death  certificates  are  summarized  by 
system  and  sex  in  Figure  3.  The  mortality  data 
obtained  from  death  certificates  and  supple- 


339 

Northwest  Medicine,  May  1965 


STATE  OF  OREGON 


Fig.  2.  Radiograph  of  quadrilateral  phocomelia,  showing 
complete  absence  of  left  upper  extremity,  partial  absence 
of  right  upper  and  both  lower  extremities. 


CONGENITAL  MALFORMATIONS  RECORDED 


ON  DEATH  CERTIFICATES 
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Fig.  3.  Congenital  malformations  recorded  on  birth  and 
death  certificates,  supplemented  with  data  from  clinical 
records  and  autopsy  reports,  classified  by  sex  and  system 
as  associated  or  not  associated  with  malformations  of 
other  systems,  Oregon  residents,  1957-1961. 


merited  with  data  from  autopsies  (on  70  per  cent 
of  all  congenital  deaths)  was  found  to  be  much 
more  reliable  than  the  morbidity  data. 

In  Oregon,  there  were  946  deaths  from  con- 
genital malformations,  ranging  from  no  deaths 
in  one  county  to  a high  of  23  per  1,000  in  an- 
other. Median  cause  specific  death  rate  was 


Fig.  4.  Congenital  malformations  by  geographic  area,  re- 
corded on  birth  and  death  certificates,  classified  by  rate 
per  1,000  births  and  rate  per  1,000  deaths,  Oregon  residents. 
1957-1961. 


12.53  per  1,000  deaths.  Differences  in  the  num- 
ber of  deaths  from  congenital  malformations 
(also  true  of  births)  by  county'  is  statistically 
significant.  This  variation  is  probably  due  to 
the  fact  that  there  are  few  deaths  in  sparsely 
settled  counties.  When  the  state  was  divided  into 
five  areas,  as  in  Figure  4,  no  difference  in  the 
numbers  of  deaths  from  congenital  malforma- 
tions were  noted. 

The  population  in  which  congenital  mal- 
formations occur  was  found  to  be  widely  di- 
verse, and  not  selective  of  any  ethnic  or  eco- 
nomic group.  However,  birth  defects  occurred 
with  greater  frequency  in  certain  high  risk 
groups  of  infants.  Congenital  malformations 
were  recorded  more  frequently  among  males, 
(Figure  3).  Infants  of  low  birth  weight  have 
significantly  more  congenital  malformations  than 
infants  over  5.5  pounds  at  birth.  First  born  in- 
fants have  significantly  fewer  birth  defects.  A 
higher  risk  was  noted  in  multiple  births,  and  in 
most  twin  births  only  one  twin  had  a congenital 
defect.  Race  was  not  found  to  be  a significant 
factor  in  the  overall  incidence  of  malformations, 
but  Oregon  is  predominantly  Caucasian,  with 
only  1 per  cent  non-white  ( too  few  to  draw  valid 
conclusions  regarding  the  role  of  race). 

The  number  of  congenital  malformations  in- 
creases as  the  age  of  parents  increases.  Mothers 
who  frequently  abort  were  found  to  give  birth 
to  a significantly  greater  number  of  infants 
with  congenital  defects.  Socio-economic  factors 
appear  to  play  a role,  as  significantly  more  in- 
fants who  died  from  malformations  were  born 
to  fathers  who  were  laborers,3  and  fewer  than 
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Fig.  5.  Deaths  from  congenital  malformations,  classified  by 
age  at  death,  Oregon  residents,  1957-1961. 


deaths 


Fig.  6.  Deaths  from  congenital  malformations,  classified  by 
the  accumulative  totals  and  by  sex  and  age,  Oregon  resi- 
dents, 1957-1961. 


expected  were  born  to  fathers  employed  in  the 
professions  or  as  managers,  craftsmen  or  opera- 
tives. 

The  congenital  malformations  that  lead  to 
death  were  identified  on  birth  certificates  less 
frequently  than  were  the  easily  visualized  de- 
fects. Yet,  72  per  cent  of  the  deaths  from  con- 
genital malformations,  as  summarized  in  Figures 
5 and  6,  occur  under  1 year  of  age.  Of  these, 
19  per  cent  die  under  1 day,  37  per  cent  under 
one  week,  and  46  per  cent  under  28  days  of  age. 


The  presence  of  a minor  defect  discovered  at 
birth  calls  for  a thorough  study  of  the  infant,  as 
one-third  of  the  lethal  defects  were  associated 
with  malformations  of  a minor  nature.  Early 
diagnosis  and  treatment  are  absolutely  essential 
if  these  infants  are  to  be  salvaged.  To  achieve 
this,  every  mother  should  be  apprised  of  the 
importance  of  prenatal,  neonatal,  and  infant 
care.  ■ 

3181  S.W.  Sam  Jackson  Pk.  Rd.  (97201) 

(Dr.  Osterud) 


abstracto 

Con  las  mejoras  en  cuidado  de  el  periodo  neo- 
natal, la  mortalidad  de  el  primer  ano  de  vida 
debida  a primadurez,  asfixia  y atelectasia  son 
menos  frecuentes.  Las  anomalias  congenitus 
quedan  como  causa  principal  de  la  mortalidad 
en  menores  de  una  ano  de  vida.  Las  anomalias 
son  menores  en  el  primogenito  y son  mas  aptas 
de  presentarse  en  el  sexo  masculino,  ninos  de 
bajo  peso  al  nacer,  partos  multiples  asi  como 
los  de  padres  viejos  o en  los  de  la  clase  laborante. 
Estudios  cuidadosos  en  las  estadisticas  de  el 
estado  de  Oregon  indican  ana  sorprendente 
discrepancia  entre  los  records  anotando  los 
defectos  en  los  certificados  de  nacimiento  y los 
de  defuncion.  Una  mas  cuidadosa  identifica- 
cion  y anotacion  estan  indicados,  asi  como  un 
inmediato  tratamiento  urge. 
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Grease  Gun  Damage 

Subcutaneous  Injection  of  Paint.  Grease,  and  Other  Materials  by  Pressure  Guns 

ALFRED  I.  BLUE,  M.D./M  ORRIS  J.  DIRSTINE,  M.D.,  Seattle,  Washington 


Paint,  grease,  or  other  materials,  may  be  injected  subcutaneously  by  pressure 
guns,  leaving  little  superficial  evidence  of  injury.  When  injection  is  into  the 
terminal  phalanx,  which  is  a closed  space,  ischemic  necrosis  is  the  inevitable 
result  unless  pressure  is  relieved  promptly.  The  authors  recommend  immediate, 
full  length  opening  of  the  fingers  and  removal  of  all  possible  foreign  material. 


Pressure  gun  injuries  to  the  hands  are  uncom- 
mon and  reports  in  the  literature  concerning 
these  injuries  are  infrequent.  Most  such  injuries 
are  sustained  in  the  same  manner  and  they  re- 
quire immediate,  surgical  decompression. 

We  have  recently  seen  three  patients  with 
this  type  of  injury  to  the  left  index  finger.  They 
occurred  in  essentially  the  same  manner.  The 
patients  had  been  using  low  pressure  guns  and 
had  changed  to  high  pressure  guns. 


Fig.  1.  Case  1.  Necrosis  of  index  finger,  five  days  following 
gun  injury. 


They  had  been  in  the  habit  of  placing  the 
left  index  finger  over  the  tip  of  the  nozzle.  (The 
increased  pressure  within  the  gun  prevented 
clogging  of  the  nozzle.)  When  the  finger  was 
placed  over  the  high  pressure  nozzle,  and  the 


Fig.  2.  Case  1.  Hand  at  the  time  of  discharge. 


trigger  pulled,  the  finger  was  filled  with  material 
from  the  gun.  Stark,  et  al.,  in  1961,  presented  a 
comprehensive  review  of  grease  gun  injuries  to 
the  hand  and  reviewed  their  treatment.1  Tanzer, 
in  1963,  reported  one  case  of  a grease  gun  injury.2 
Workman,  in  1963,  reported  one  case  of  a power, 
paint  spray  injury.3  All  authors  recommended 
immediate  decompression  of  the  injured  area. 
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Fig.  3.  Case  2.  Day  of  injury.  Note  small  pin  hole  in  the 
volar  aspect,  distal  phalanx.  This  is  the  characteristic 
point  of  pressure  gun  injuries. 


Fig.  4.  Case  2.  Finger  opened  through  mid  lateral  incision. 
The  dark  material  in  the  volar  aspect  of  the  finger  is 
grease.  It  has  filled  the  volar  aspect  of  the  finger. 


The  following  are  case  reports  of  patients  whom 
we  have  recently  seen. 

CASE  REPORTS 

Case  1.  This  was  a 24-year-old  white  male  who  in- 
jured the  left  index  finger,  March  13,  1964,  when  he 
injected  the  finger  with  paint  from  a power  gun.  He 
went  to  his  family  physician,  who  gave  him  pain  re- 
lieving medication  and  sent  him  home.  The  patient 
later  returned  to  the  hospital  and  was  kept  overnight. 
The  following  evening,  the  tip  of  the  finger  became 


gangrenous,  (Figure  1).  The  distal  pulp  was  drained. 
Subsequently,  the  patient  was  transferred  to  Seattle. 
At  that  time,  salvage  of  the  finger  was  impossible. 
He  had  an  open  amputation  followed  by  a meta- 
carpal amputation,  (Figure  2).  The  wound  has 
healed  uneventfully. 

Case  2.  This  was  a 20-year-old  white  male  who 
injured  the  left  index  finger  April  24,  1964,  when  he 
placed  his  finger  over  the  nozzle  of  a power  paint 
spray  gun,  (Figure  3).  He  was  seen  by  the  nurse  at 
work.  He  was  sent  home.  The  hand  was  so  painful 
that  he  did  not  sleep  that  night.  He  consulted  a phy- 
sician the  following  morning,  and  was  referred  for 
treatment.  At  the  time  we  first  saw  this  patient,  he 
was  approximately  12  hours  post  injury.  The  finger 
was  very  swollen  and  painful.  He  was  taken  to 
surgery  immediately  and  the  finger  was  completely 
decompressed  with  a mid  lateral  incision,  (Figure 
4).  Despite  this,  he  subsequently  lost  the  distal  two 
phalanges  of  the  finger.  The  wound  is  now  healed 
and  he  is  back  at  his  usual  occupation. 


Fig.  5.  Case  3.  Scarring  and  loss  of  motion  of  index  finger 
necessitating  amputation  following  pressure  gun  injury. 


Case  3.  This  is  a 47-year-old  white  male  who  in- 
jured his  left  index  finger  August  15,  1963,  with  a 
hydraulic  gun.  The  fluid  was  hot.  He  was  admitted 
to  a hospital  and  the  distal  phalanx  was  incised  and 
drained  (Figures  5,  6).  He  was  then  placed  in  hot 
packs.  Approximately  10  days  later,  the  finger  was 
opened  through  a mid  lateral  incision.  The  finger 
healed  satisfactorily  but  has  loss  of  motion  and  sensa- 
tion. We  first  saw  him  April  3,  1964.  He  had  20  de- 
gree flexion  deformity  at  the  middle  joint  with  fur- 
ther flexion  to  45  degrees.  The  distal  joint  had 
flexion  deformity  of  25  degrees.  The  patient 
was  seen  in  consultation  and  ray  amputation  of  the 
metacarpal  was  recommended. 

discussion 

In  our  three  cases  the  patients  required  ampu- 
tations of  the  injured  finger.  These  amputations 
ranged  from  complete  ray  amputation  to  loss  of 
the  middle  and  distal  phalanges.  These  ampu- 
tations were  required  because  of  avascular 
changes.  They  are  due  in  part  to  the  anatomy 
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Fig.  6.  Case  3.  Finger  showing  atrophic  distal  phalanx  of 
the  finger. 


of  the  finger.  The  distal  phalanx  is  a closed 
space.  When  it  is  filled  with  material,  whether 
inflammatory  or  foreign,  ischemia  results.  The 
finger  can  tolerate  ischemia  for  only  a few  hours. 
The  length  of  time  will,  of  course,  vary  with 
the  amount  of  material  present  in  the  finger.  If 
the  finger  is  decompressed  immediately,  the  pa- 
tient is  given  the  best  chance  of  saving  a useful 
extremity. 

In  case  3,  the  distal  pulp  was  incised  and 
decompressed  immediately  and  the  finger  was 
salvaged  from  immediate  gangrene.  He  later 
required  further  decompression  throughout  the 
entire  length  of  the  finger. 


It  is  our  feeling  that  the  finger  should  be 
incised  immediately  throughout  its  entire  length 
with  a mid  lateral  incision.  The  surgery  should 
be  done  as  an  emergency,  in  a bloodless  field. 
As  much  of  the  foreign  material  as  possible 
should  be  removed. 

summary 

1.  Three  cases  of  power  gun  injuries  are  re- 
ported. 

2.  These  injuries  should  be  treated  by  im- 
mediate decompression  of  the  entire  length  of 
the  finger  with  a mid  lateral  incision. 

3.  Delay  in  treatment  will  possibly  result  in 
avascular  changes  with  fibrosis  and  may  require 
amputation  of  the  involved  digit.  ■ 

611  Cobb  Bldg.  (98101) 

abstracto 

Pintura,  graso,  u otras  moterias,  pueden  ser 
injectadas  subcutaneamente  con  pistolas  de  pre- 
sion,  dcjando  minima  huella  superficial  de  dano 
o lesion.  Cuando  la  inyeccion  se  hace  en  la  fa- 
lange  terminal  la  cual  contiene  tin  espacio  cer- 
rado,  necrosis  isquemica  es  el  resultado  inevi- 
table a menos  que  se  le  de  alivio  a la  presion 
inmediatamente.  Los  autores  recomendan  aper- 
tura  total  longitudinal  con  extirpacion  de  todo  el 
posible  cuerpo  extrano. 
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DIRE  EFFECTS  OF  NEW  DRUG  LAWS 

Several  presidents  of  smaller  companies  have  told  me  personally  that  they 
have  abandoned  all  research  efforts  in  the  field  of  new  drugs.  They  asserted  that  a 
small  company  cannot  afford  this  type  of  research  under  the  new  regulations.  And 
this  is  still  an  economy  of  free  enterprise!  The  larger  companies  have  not  been  able 
to  create  and  market  new  chemical  compounds  with  the  same  degree  of  efficiency 
as  prior  to  the  passage  of  the  new  law.  This  results  in  a definite  curtailment  of  the 
total  health  progress  of  the  nation  for  several  reasons. 

John  C.  Krantz,  Jr.,  M.D.,  Ph.D.,  in  Military  Medicine,  130:1  (January)  1965. 
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Thyroiditis 

CARL  P.  SCHLICKE,  M.D./J  O H N E.  HILL,  M.D./ 
HENRY  B.  ARGUINCHONA,  M.D.  Spokane,  Washington 


Acute  suppurative  thyroiditis  is  a rare  condition.  When  it  occurs,  incision 
and  drainage  should  be  carried  out.  Subacute  thyroiditis  is  quite  common,  often 
misdiagnosed  and  usually  responds  satisfactorily  to  the  administration  of  adreno- 
corticosteroids.  Chronic  lymphocytic  thyroiditis  is  probably  an  autoimmune 
disease.  If  the  administration  of  thyroid  hormone  does  not  result  in  complete 
alleviation  of  the  symptoms  or  findings,  or  if  suspicion  of  carcinoma  exists,  thy- 
roid resection  should  be  carried  out.  Riedel’s  struma  is  a rare  condition,  occa- 
sionally necessitating  surgical  decompression. 


Fourteen  years  ago  one  of  us  reported  a mod- 
est experience  with  various  forms  of  thyroiditis.1 
It  is  interesting  to  consider  the  changes  which 
have  taken  place  in  our  views  regarding  the 
pathogenesis  and  treatment  of  thyroiditis  since 
that  time.  Classification  remains  the  same, 
(Table  1).  Thyroiditis  may  be  acute,  subacute 
or  chronic.  The  process  may  be  focal,  spreading 
or  diffuse,  specific  or  nonspecific,  and  may  in- 
volve a thyroid  gland  previously  normal  or  goi- 
trous. All  forms  affect  predominantly  middle- 
aged  women,  much  less  frequently  men  and 
only  occasionally  the  younger  age  groups. 

Table  1 

Classification  of  Thyroiditis 

I.  Acute 

A.  Suppurative  (bacterial) 

B.  Nonsuppurative 

II.  Subacute  (pseudotuberculous;  giant  cell) 

III.  Chronic 

A.  Specific 

1.  Tuberculous 

2.  Syphilitic 

3.  Actinomycotic 

B.  Nonspecific 

1.  Lymphocytic  (struma  lymphomatosa; 

Hashimoto’s) 

2.  Ligneous  (struma  fibrosa;  Riedel’s) 

3.  Unclassified  or  intermediate  (deQuer- 
vain’s,  etc.) 

4.  Lymphoid  infiltration  in  hyperthy- 
roidism 

Acute,  suppurative  thyroiditis  is  extremely 
uncommon.  Etiology  is  usually  bacterial.  The 

From  the  Surgical  Section,  Rockwood  Clinic,  and  De- 
partment of  Pathology,  Sacred  Heart  Hospital,  Spokane, 
Washington. 

Presented  at  Sectional  Meeting,  American  College  of 
Surgeons,  Seattle,  Washington,  March  8,  1965. 


gland  becomes  swollen  and  inflamed  and  an 
abscess  may  develop.  If  incision  and  drainage 
are  not  carried  out,  rupture  may  occur  either 
externally  to  the  surface  of  the  neck,  or  intern- 
ally into  the  trachea,  esophagus  or  mediastinum. 
Postoperatively  antibiotics  may  be  used  as  indi- 
cated by  bacteriologic  culture  and  sensitivity 
studies. 

Subacute  thyroiditis,  (granulomatous,  pseudo- 
tuberculous, giant  cell)  occurs  much  fnore  fre- 
quently than  is  generally  recognized.  It  still  is 
widely  thought  to  be  due  to  a virus  but  reports, 
such  as  those  of  Eylan,  Zmucky  and  Sheba,  iden- 
tifying a mumps-like  virus  and  of  Felix-Davies 
who  found  a high  titer  of  mumps  virus  antibodv 
in  the  serum  of  patients  with  this  condition,  are 
infrequent.2-3  The  onset  is  sudden  and  may  fol- 
low an  acute  upper  respiratory  infection.  It  is 
manifested  by  the  appearance  of  a hard,  tender, 
painful  area  in  one  lobe  of  the  thyroid,  usually 
spreading  to  involve  the  remainder  of  the  gland. 
Cope’s  Delphian  node  may  be  palpable.  Tender- 
ness may  be  exquisite  and  pain  severe,  often 
radiating  to  the  ears,  throat  or  teeth.  Redness 
and  local  heat  may  be  present.  Although  symp- 
toms usually  are  mild,  in  some  instances  they 
may  be  severe  with  profound  toxemia  and  high 
fever.  Erroneous  diagnoses  of  pharyngitis,  cel- 
lulitis  and  cervical  adenitis  are  all  too  common. 
The  condition  usually  is  self-limited  running  a 
course  ranging  from  six  weeks  to  six  months, 
ultimately  subsiding  without  impairment  of  thy- 
roid function.  If  the  inflammation  is  intense 
there  may  be  enough  damage  to  the  thyroid 
gland  to  be  reflected  by  an  increase  in  the 
amount  of  protein  bound  iodine  in  the  blood 
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while  the  1' 31  uptake  is  low.  The  erythrocyte 
sedimentation  rate  often  is  elevated. 

At  the  time  of  our  previous  report  there  was 
considerable  enthusiasm  for  the  use  of  antithy- 
roid drugs  in  the  treatment  of  subacute  thyroid- 
itis as  a result  of  the  observations  of  King  and 
Rosellini.4  The  Cleveland  Clinic  group  advo- 
cated the  use  of  x-ray  irradiation.  ’ Currently,  if 
symptomatic  therapy  does  not  suffice,  the  use 
of  adrenocorticosteroids  is  quickly  effective  in 
most  patients.  The  drug  we  customarily  employ 
is  prednisone  in  a dose  of  5 mg  four  times  daily. 
Occasionally  exacerbations  may  follow  with- 
drawal of  the  drug  and  require  re-institution  of 
therapy.  Since  patients  with  subacute  thyroid- 
itis usually  are  treated  on  an  out-patient  basis 
and  not  more  than  three  or  four  a year  find 
their  way  into  our  hospital,  it  is  difficult  to  esti- 
mate the  true  incidence  in  the  community. 

Chronic  thyroiditis  may  be  specific  or  non- 
specific. Isolated  cases  due  to  tuberculosis,  syph- 
ilis and  actinomycosis  have  been  reported,  but 
are  so  rare  as  to  constitute  medical  curiosities. 
Nonspecific  chronic  thyroiditis  occurs  most  com- 
monly as  lymphoid  infiltration  of  varying  de- 
grees in  association  with  diffuse  parenchyma- 
tous hypertrophy.  The  forms  of  chronic  thyroi- 
ditis which  are  of  greatest  interest  clinically  are 
struma  lymphomatosa  ( Hashimoto’s  disease, 
chronic  lymphocytic  thyroiditis,  lymphadenoid 
goiter)  and  struma  fibrosa  (ligneous  thyroiditis, 
fibrous  thyroiditis,  Riedel's  struma).  All  cases 
do  not  fall  neatly  into  these  two  categories  and 
mixed,  intermediate,  and  atypical  varieties  njay 
be  encountered. 

At  the  time  of  our  previous  publication  there 
were  no  definite  concepts  of  pathogenesis  and 
operation  was  the  form  of  treatment  most  widely 
advocated.  Arguments  centered  mainly  about 
whether  Riedel’s  struma  represented  a late  form 
of  Hashimoto’s  disease  and  whether,  as  Levitt 
contended,  the  latter  represented  burned-out 
hyperthyroidism  with  extension  of  the  lympho- 
cytic infiltrate  often  encountered  in  this  con- 
dition.0 Graham  and  McCullagh  objected  to  this 
concept  on  clinical  grounds,  but  it  was  not  until 
Vickery  and  Hamlin  reported  findings  of  serial 
needle  biopsies  of  the  thyroid  gland  that  com- 
plete fallacy  of  this  concept  was  demonstrated/  8 

True  fibrous  invasive  thyroiditis  remains  an 
enigma.  The  frequency  with  which  it  is  re- 
ported depends  upon  the  rigidity  of  the  criteria 
which  the  surgical  pathologist  employs  for  its 


diagnosis.  The  classical  form,  in  which  the  in- 
vasion of  fibrous  tissue  completely  destroys  the 
architecture  of  the  thyroid  gland,  extends  be- 
yond its  capsule  and  encroaches  upon  surround- 
ing structures  such  as  the  trachea,  parathyroids, 
recurrent  laryngeal  nerves  and  cervical  muscula- 
ture, must  be  considered  a rarity.  Wedge  resec- 
tion of  the  isthmus  and  medial  portion  of  both 
lobes  of  the  thyroid  gland  to  decompress  the 
trachea  may  be  required  as  a life-saving  measure 
when  such  a situation  is  encountered. 

etiology  of  chronic  lymphocytic  thyroiditis 

The  greatest  interest  in  recent  years  has  cen- 
tered around  chronic  lymphocytic  thyroiditis. 
This  has  been  due  to  two  factors.  First  the  ap- 
parent increase  in  the  incidence  of  the  condition, 
and  second,  the  activities  of  the  immunologists. 
At  the  time  of  our  previous  study,  chronic  dif- 
fuse thyroiditis  was  encountered  in  less  than 
2 per  cent  of  the  patients  operated  on  for  goiter, 
whereas  in  recent  years  the  incidence  has  some- 
times been  as  high  as  16  per  cent.9 

The  first  clinical  immunologic  studies  to  be 
reported  were  those  of  Roitt  and  Doniach  and 
their  associates  in  1956. 10  Using  the  precipitin 
test  they  demonstrated  the  presence  of  anti- 
bodies against  thyroglobulin  in  the  serum  of  pa- 
tients with  Hashimoto’s  disease.  This  led  them 
to  suggest  that  such  patients  might  become 
immunized  to  their  own  thyroglobulin  and  that 
the  interaction  of  the  antibodies  with  the  antigen 
in  the  thyroid  gland  resulted  in  its  destruction. 
Witebsky  and  his  associates  confirmed  Heck- 
toen’s  earlier  experimental  observation  that  it 
was  possible  to  immunize  rabbits  against  thyroid 
extract  including  their  own.11  They  also  noted 
that  changes  occurred  in  the  thyroid  glands  of 
these  animals  not  unlike  those  seen  in  Hashi- 
moto’s disease.  Stuart  and  Allen  observed  base- 
ment membrane  changes  in  thyroiditis  and  oc- 
casionally in  Grave’s  disease.12  The  function  of 
the  basement  membrane,  they  postulated,  was 
maintenance  of  the  immunologic  integrity  of  the 
follicle.  Its  disruption  permitted  access  of  colloid 
to  the  interstitial  space  and  might  be  the  anatom- 
ic basis  for  antibody  formation.  The  cause  of  this 
disruption  remains  obscure.  When  it  occurs, 
round  cells  rapidly  invade  the  area,  antibodies 
are  produced  locally,  and  further  parenchyma- 
tous destruction  results.  Studies  with  fluorescein 
dye  have  shown  that  antibodies  later  are  formed 
in  the  regional  lymph  nodes  as  well.  Finally 
the  process  becomes  systemic  and  demonstra- 
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Table  2 

Autoantibodies  in  Hashimoto's  Disease* 


Autoantigen 

Thyroglobulin 

Non-thyroglobulin  colloid  component 
Thyroid  intracellular  microsomes 

Nuclear  component 

•After  Hall, is  Balbour,  et  al.io 


Test  for  autoantibody 
Precipitin 

Tanned-red-cell  agglutination 
Coons’  technique  on  fixed  sections 
Passive  cutaneous  anaphylaxis 
Coons’  fluorescent  technique  on  fixed 
section 

Complement  fixation 
Coons’  technique  on  unfixed  sections 
‘Cytotoxic  effect  of  serum  on  thyroid 
cell  tissue-culture 

Coons’  technique  on  unfixed  sections 


ble  levels  of  these  antibodies  appear  in  the 
serum  of  the  patient. 

Early  in  the  course  of  the  disease  thyroxin 
formation  is  blocked  and  an  abnormal,  iodin- 
ated  protein  appears  in  the  serum  (McConahey 
and  Owen).13  As  thyroid  cell  failure  occurs, 
reticular  activity  increases,  the  level  of  the  thy- 
rotropic hormone  in  the  serum  rises  ( El  Kabir, 
et  al11)  and  compensatory  goiter  develops.  This 
is  associated  with  clinical  appearance  of  hy- 
pothyroidism. Further  investigations  have  shown 
that  at  least  four  separate  auto-antigens  exist, 
(Hall,15  Balfour,  et  al,1"  Table  2).  Hall  and  his 
associates  have  also  found  evidence  of  a genetic 
predisposition  to  this  disease  in  that  a high  per 
cent  of  the  relatives  of  patients  with  circulating 
antibodies  have  elevated  titers  of  thyroid  anti- 
bodies in  their  serum  without  overt  thyroid 
abnormality.17 

problems  in  diagnosis 

Although  it  is  now  generally  agreed  that 
chronic  lymphocytic  thyroiditis  is  an  autoim- 
mune disease,  it  is  not  uncommon  to  find  anti- 
bodies present  in  the  sera  of  patients  with  other 
disorders  of  the  thyroid  gland.  High  titers  are 
suggestive,  but  not  specifically  corroborative  of 
Hashimoto’s  disease.  This  has  been  a great  dis- 
appointment to  clinicians  seeking  a reliable  di- 
agnostic test  for  Hashimoto’s  disease.  Our  own 
experiences  with  tanned-red-cell  agglutination 
and  latex  fixation  tests  have  been  discouraging. 

It  is  said  that  the  diagnosis  may  be  made 
clinically  by  noting  the  firm,  rubbery,  lobular 
enlargement  of  the  thyroid  and  the  relative 
paucity  of  symptoms.  In  our  experience,  diag- 
nostic accuracy  by  this  method  was  less  than 
20  per  cent.  There  is  an  increasing  trend  to- 
ward attempts  to  obtain  microscopic  proof  of 
the  pathologic  changes  by  needle  biopsy.  We 
have  not  shared  the  enthusiasm  displayed  by 


some  for  this  method.  Boehme,  et  al,  in  a double 
blind  study  of  optimum  needle  biopsies  of  263 
surgically  removed  thyroid  glands,  found  a di- 
agnostic accuracy  of  only  52  per  cent.13  Pollock 
and  Sprong  have  pointed  out  that  key  areas  may 
be  missed  by  needle  biopsy  in  contrast  to  liver 
or  kidney  biopsy  where  histopathologic  changes 
are  more  apt  to  be  uniform  throughout  the  or- 
gan.19 Crile  and  Vickery  have  reported  implanta- 
tion of  carcinoma  at  the  site  of  a needle  biopsy.20 

associated  carcinoma 

Our  own  anxiety  has  been  due  to  the  fact 
that  we  have  found  an  8 per  cent  incidence  of 
thyroid  carcinoma  in  our  patients  with  Hashi- 
moto’s disease.  Figure  1 indicates  the  incidence 
of  thyroiditis  among  patients  undergoing  thy- 
roidectomy at  Sacred  Heart  Hospital  from  1951 
through  1964  as  well  as  the  incidence  of  asso- 
ciated carcinoma.  Crile,21  Black22  and  others 
have  belittled  the  significance  of  what  they 


Fig.  1.  Incidence  of  thyroiditis  of  all  types  among  patients 
undergoing  thyroidectomy  at  Sacred  Heart  Hospital.  The 
relative  increase  in  patients  operated  on  for  thyroiditis  in 
spite  of  sharp  decrease  in  the  number  of  thyroidectomies 
performed  will  be  noted. 
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choose  to  call  micro-carcinoma.  We  find  this 
indifference  difficult  to  accept. 

treatment 

If  the  diagnosis  could  be  established  with 
certainty  without  operation,  it  would  seem  rea- 
sonable to  treat  struma  lymphomatosa  as  a com- 
pensatory goiter  by  administration  of  thyroid 
hormone  (USP  desiccated  thyroid  0.2  gm  daily  or 
triiodothyronine  [Cytomel]  75  to  100  jug  daily). 
By  its  depressant  effect  on  the  production  of 
thyrotropic  hormone  this  will  usually,  but  not 
always,  reduce  the  size  of  the  gland.  It  will,  of 
course,  as  a rule  correct  the  associated  hypo- 
thyroid state.  However,  if  after  three  to  six 
months  of  conservative  treatment  the  patient  is 
still  handicapped  by  an  unsightly  cosmetic  de- 
formity, suffers  from  pressure  symptoms,  or  has 
persistent  firm  nodules  palpable  in  the  gland, 
surgical  intervention  is  indicated.  If  no  malig- 
nant changes  are  found  this  may  take  the  form 
of  a conservative  resection  which  for  some  rea- 
son or  other  seems  to  arrest  the  pathologic  pro- 
cess. Possibly  it  is  a matter  of  quantitatively  re- 
ducing the  amount  of  available  antigen  and 
sealing  off  the  remainder.  If  carcinoma  is  pres- 
ent, it  has  been  our  practice  to  do  a total  lobec- 
tomy on  the  affected  side,  to  remove  all  but  a 
small  posterior  fragment  of  the  other  lobe,  and 
to  cany  out  conservative  or  radical  cervical 
lymph  node  dissection,  depending  on  the  degree 
of  nodal  involvement.  ■ 

312  W.  8th  Ave.  (99204)  (Dr.  Schlicke) 
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abstract  o 

La  tiroiditis  aguda  supurada  es  una  enferme- 
dad  rara.  Cuando  se  present  a debe  hacerse 
incision  tj  el  drenaje.  La  tiroiditis  sub-aguda  es 
bastante  comun,  a menudo  es  diagnosticada 
erronamente  y responde  usualmente  a la  adminis- 
f radon  de  adrenocorticoides.  La  tiroiditis  cronica 
linfocitica  es  proba  blamente  una  enfermedad 
autoimmune.  Si  la  administracion  de  hormona 
tiroidea  no  resulta  en  el  alivio  de  los  sintomas 
o signos,  o si  se  sospecha  carcinoma,  la  reseccion 
del  tiroides  debe  llevarse  a cabo.  El  estruma  de 
Riedel  es  raro  y requiere  en  ocasiones  la  decom- 
presion  quirurgica. 
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Care  of  Urinary  Retention  Catheters 

JULIAN  A N S E L L,  M.  D.  Seattle,  Washington 


Preventive  measures  described  in  the  literature  as  a means  of  avoiding 
infection  accompanying  urinary  catheter  drainage  are  reviewed.  Based  on  these 
principles,  a bacteriologically  closed  system  is  presented  for  urinary  drainage, 
and  the  system  evaluated  and  compared  with  semi-closed  and  open  urinary 
drainage.  The  incidence  of  infection  in  previously  uninfected  patients  requiring 
indwelling  urinary  catheters  is  3 per  cent  when  the  closed  system  is  used, 
25  per  cent  with  semi-closed  drainage,  and  67  per  cent  when  no  attempt  is  made 
to  prevent  contamination  of  urine  in  drainage  receptacles. 


The  first  part  of  this  paper  deals  with  some 
of  the  literature  bearing  on  catheter  care.  In 
the  second  part,  a closed  urinary  drainage  sys- 
tem is  described,  and  the  incidence  of  infection 
associated  with  closed,  semi-closed,  and  open 
drainage  systems  is  compared. 

background 

The  possibility  of  contamination  by  careless 
technique  on  introduction  of  the  catheter  has 
long  been  recognized,1  but  other  sources  of  con- 
tamination of  equal  clinical  importance  will  be 
emphasized  here. 

Pasteur,  among  other  investigators,  demon- 
strated that  with  a drainage  receptacle  open  to 
contamination  from  the  air  (hereafter  called 
open  drainage)  bacterial  invasion  of  the  urine 
occurs  within  48  to  72  hours.2  One  hour  popula- 
tion doubling  for  bacteria  in  urine  at  room  tem- 
perature is  well  known  to  clinical  microbiolo- 
gists.3 Therefore,  once  bacteria  enter  a recepta- 
cle containing  urine,  the  consequences  are  ob- 
viously growth  and  proliferation  of  bacteria  un- 
less preventive  measures  are  taken.  Cross  con- 
tamination of  urinary  apparatus  in  hospital 
wards  was  proven  by  Orskov.4-5  Miller,  Gilles- 
pie, Slade  and  associates  indicated  that  multiple 
breaks  in  technique  were  involved.6  By  a nicely 
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contrived  arrangement  of  consecutive  steps  in 
asepsis  associated  with  catheter  care,  which  was 
repeated  in  reverse  order  at  different  hospitals, 
they  showed  that  closed  drainage  was  essential, 
and  re-emphasized  the  importance  of  proper 
sterilization  of  instruments. 

While  it  is  possible  that  bacteria  enter  the 
urinary  tract  per  urethram  alongside  the  cathe- 
ter as  suggested  by  Kass  and  Schneiderman, 
they  fail  to  discuss  the  type  of  drainage  used  in 
their  study  or  the  precautions  taken  to  prevent 
contamination  of  the  catheter  lumen.7 

In  1951,  Weyrauch  and  Basset  showed  that 
motile  bacteria  move  up  drainage  tubing  at  the 
rate  of  approximately  46  cm  per  hour.8  In  the 
absence  of  motile  bacteria,  non-motile  organisms 
do  not  migrate,  but  when  both  types  of  bacteria 
are  present,  both  motile  and  non-motile  move 
up  the  tubing  unless  urine  flow  is  maintained 
at  more  than  50  ml  per  hour,  in  which  case 
bacteria  are  unable  to  “swim  upstream  against 
the  current.”  Thus,  motile  bacteria  that  have  en- 
tered the  drainage  system  at  any  point  may 
migrate  through  drainage  tubes  into  the  blad- 
der. On  the  basis  of  these  studies,  Weyrauch 
suggested  inclusion  of  an  antiseptic  in  drainage 
bottles  and  fluid  intake  which  would  promote  a 
urinary  flow  of  more  than  50  ml  per  hour.8 
It  is  perhaps  this  maintenance  of  high  rates  of 
flow,  as  much  as  the  presence  of  neomycin  and 
polymyxin  in  the  solution,  that  prevents  infec- 
tion in  the  continuous  irrigation  advocated  by 
Martin,  et  al.9 

Gibbon’s  studies  in  paraplegic  patients  em- 
phasize the  importance  of  small  size  catheters 
and  possible  breaks  in  technique  when  the  cathe- 
ter is  separated  from  drainage  tubing.10  With 
special  plastic  catheters  and  careful  techniques, 
he  was  able  to  maintain  sterile  urine  for  periods 
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Steps  in  Aseptic  Catheterization 

1.  To  insure  patient  cooperation,  establish  good 
rapport  with  simple  explanation  followed  by  unhurried, 
purposeful,  reassuring  action. 

2.  Wash  meatus  gently  and  thorougly  with  mild 
antiseptic  (soap  and  water;  Phisohex;  aqueous  Ze- 
phiran). 

3.  Wear  gloves,  or  pass  catheter  with  instrument. 
Do  not  handle  catheter  with  bare  hands. 

4.  Lubricate  urethra  generously.  Inject  10-15  ml 
water  soluble  lubricant  directly  into  urethra. 

5.  Be  gentle! 


up  to  six  weeks  in  paraplegics  requiring  in- 
dwelling catheters.  Desautels  advocates  the  use 
of  catheter  dressings  to  prevent  contamination 
alongside  the  catheter.11 

The  use  of  prophylactic  antibiotics  is  of  de- 
batable value.  Clarke  feels  that  antibiotic  ther- 
apy after  the  catheter  has  been  discontinued 
is  worthwhile.12  Sexton  studied  a series  of  pa- 
tients requiring  indwelling  catheters  following 
gynecological  procedures.  Half  were  treated  with 
sulfisoxazole  during  the  period  of  drainage  and 
the  rest  served  as  controls.  In  a three  year  follow- 
up of  312  cases,  the  incidence  of  persistent  in- 
fection was  close  in  both  groups  but  the  immedi- 
ate post-drainage  symptoms  of  infection  were  cut 
from  23  per  cent  in  the  controls  to  3 per  cent  in 
the  treated  group.  Sexton  does  not  indicate  what 
type  of  drainage  system  was  used.13  We  found 
that  antibiotics  given  before  and  during  uro- 
logical instrumentation  were  most  useful  in  pro- 
tecting the  uninfected  patient.  A bacteriocidal 
agent  that  provided  high  tissue  levels,  such  as 
intramuscular  kanamycin,  was  most  effective.14 

To  summarize  the  experience  of  others,  we 
may  state  that  in  order  to  avoid  infection  ac- 
companying the  use  of  indwelling  catheters 
the  following  points  should  be  observed: 

1. — Meticulous  aseptic  and  gentle  atrau- 
matic technique  on  passage  of  the  catheter. 

2. — Use  of  the  smallest  catheter  sufficient 
to  do  the  job. 

3. — Bacteriologically  sealed  drainage  sys- 
tems with  antiseptic  in  the  collecting  bottle 
to  prevent  growth  of  any  possible  contami- 
nant. 

4. — Continuous  egress  of  urine  and  high 
fluid  intake. 

5. — If  irrigation  is  required,  a closed  sys- 
tem is  best. 

6. — Prophylactic  use  of  antibiotics  may  be 
valuable  when  brief  drainage  is  anticipated. 


Prophylactic  antibiotics  for  prolonged  drain- 
age of  over  14  days  may  be  detrimental. 

closed  drainage  system 

It  was  with  these  factors  in  mind  that  the 
system  of  drainage  in  use  at  the  University  of 
Washington  Hospital  was  designed,  (Figure  1). 


If  hand  irrigation  is  necessary,  it  is  carried  out 
according  to  directions  in  Figure  2.  When  very 
frequent  irrigation  is  anticipated,  continuous 
irrigation  with  saline  is  maintained  through  a 
three-way  catheter.  Under  no  circumstances  is 
the  tubing  disconnected  for  any  reason  other 
than  irrigation  or  daily  replacement.  No  special 
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drain  into  sterile  Kidney  basin . 


E 


Kepi  ace  glass  connector  in  catheter 

Fig.  2.  Technique  of  hand  irrigation. 

dressings  are  used  for  catheters;  urethral  exud- 
ate is  washed  away  daily  with  soap  and  water. 
Attending  personnel  guilty  of  leaving  catheters 
clamped  or  drainage  tubing  disconnected,  except 
in  association  with  irrigation,  without  a direct 
order  to  do  so,  were  asked  to  fill  out  accident 
reports  in  each  instance. 

method  of  investigation 

During  an  18-month  period,  histories  of  all 
patients  on  the  Urology  Service  at  the  Univer- 
sity of  Washington  Hospital,  the  King  County 
Hospital  and  the  Seattle  Veterans  Administration 
Hospital  requiring  indwelling  catheters  were  re- 
viewed. Urine  cultures,  as  well  as  colony  counts 
and  sensitivities,  were  obtained  before,  during, 
and  after  catheterization.  At  the  University  of 
Washington  Hospital,  the  closed  drainage  sys- 
tem described  above  was  used.  At  King  County 
Hospital,  a semi-closed  drainage  system  (un- 
sealed vent  less  than  4 mm  in  diameter)  with 
30  ml  10  per  cent  formalin  added  to  each  drain- 
age bottle  was  employed;  while  at  the  Seattle 
Veterans  Administration  Hospital,  patients  wore 
completely  open,  drainage  devices  (unsealed 
vent  greater  than  4 mm  in  diameter). 

Patients  whose  pre-catheterization  cultures 
grew  no  significant  counts  and  who  had  cultures 
taken  during  and  after  catheter  drainage  were 
included  for  study.  Patients  were  excluded 
whose  last  culture  was  obtained  less  than  one 


week  after  all  antibiotics  were  discontinued. 
Thirty  University  Hospital  patients  with  closed 
drainage,  thirty-one  King  County  Hospital  pa- 
tients with  semi-closed  drainage,  and  thirty-three 
patients  from  the  Seattle  Veterans  Administra- 
tion Hospital  with  open  drainage  met  the  criteria 
for  inclusion  in  this  study. 

results  of  investigation 

In  length  of  drainage,  the  three  groups  were 
quite  comparable.  The  average  age  of  the  King 
County  Hospital  group  was  highest,  the  Veter- 
ans Administration  Hospital  intermediate,  and 
the  University  Hospital  the  lowest.  In  contrast, 
the  group  at  the  University  Hospital  had  more 
complicated  urinary  problems  and  the  average 
patient  had  two  catheters  indwelling,  whereas 
the  patients  at  Veterans  Administration  Hospital 
and  King  County  Hospital  generally  required 
but  one  catheter. 

The  average  length  of  catheterization  was 
longest  at  the  University  Hospital  (16  days)  but 
the  median  length  of  four  days  was  the  same 
at  all  institutions. 

A colony  count  of  105  organisms  per  ml  in  a 
clean  voided  specimen  was  considered  signifi- 
cant. When  obtained  from  a catheter,  103  organ- 
isms per  ml  was  considered  significant. 

closed  drainage 

According  to  the  above  criteria,  only  one  of 
30  patients,  or  3 per  cent,  on  closed  drainage 
developed  infection  following  use  of  an  in- 
dwelling catheter.  It  was  assumed  that  this  one 
infection  was  the  result  of  a break  in  technique 
of  catheter  care. 

semi-closed  drainage 

In  the  King  County  Hospital  series  of  31 
patients  similarly  studied,  eight,  or  approximate- 
ly 25  per  cent,  of  those  on  semi-closed  drainage 
were  subsequently  infected.  These  results  are 
very  close  to  those  noted  by  Pvrah  and  Emmett 
with  similar  systems.115 

open  drainage 

In  this  group  of  33  patients  at  the  Seattle 
Veterans  Administration  Hospital,  where  drain- 
age receptables  open  to  the  air  are  in  use,  22, 
or  67  per  cent,  became  infected. 

conclusion 

We  conclude  from  these  studies  that  it  is  pos- 
sible by  meticulous  observation  of  aseptic  tech- 
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niques  to  reduce  contamination  to  a minimum, 
and  prevent  urinary  tract  infection  by  way  of 
indwelling  catheters  in  the  great  majority  of 
patients  requiring  them.  ■ 

U.  of  W.  School  of  Medicine  (98105) 


chemical  nomenclature 

generic  trade 

sulfisoxazole  Gantrisin 

kanamycin  Kantrex 

abstract  o 

Medidas  preventives  descritas  en  la  literature 
como  medios  par  evitar  la  infeccion  asociada  al 
drenafe  urinario  por  sonde  son  sujetos  de  revi- 
sion. Basados  en  estos  principios  un  sistema 
bacteriologicamente  “cerrado'’  para  drenaje  uri- 
nario se  presenta,  se  evalua  y compare  con  los 
sitemas  semicerrados  y abiertos  para  drenaje. 
La  incidencia  de  infeccion  en  pacientes  previa- 
mente  no  infectados  que  requieren  sonda  a 
permanencia  es  de  3 por  ciento  usando  el  sistema 
cerrado,  25  por  ciento  con  el  sistema  semicer- 
rado,  y 67  por  ciento  cuando  no  se  hace  ningun 
atento  en  prevenir  la  contaminacion  de  la  orina 
en  los  recipientes  de  el  drenaje. 
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SEARCH  FOR  USEFUL  DRUGS 

The  Food  and  Drug  Administration  has  a job  to  do  and  it  is  doing  it  well.  It  must 
not  compromise  on  safety  or  fraud.  But  it  must  realistically  face  up  to  a greater 
responsibility  of  encouraging  potentially  new  useful  compounds  with  the  same  intensity 
it  would  seek  to  discard  new  harmless  and  ineffective  compounds.  Nothing  must 
interfere  with  our  research  efforts.  In  this  task,  the  FDA  must  call  upon  the  assistance 
of  the  university  scientist,  because  both  possess  common  long-term  goals,  both  have 
skills  to  share,  and  the  talent  is  too  scarce  to  waste  and  the  problems  are  too  important 
to  work  apart.  I am  confident  the  leadership  is  equal  to  the  task  and  that  it  will  respond. 

L.  T.  Coggleshell,  M.D.,  in  Clinical  Research  22:3  (October  )1964. 
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Phenylketonuria 

y 

Incidence  in  Washington  and  Report  oj  Three  Cases  in  One  Family 


L.  D.  PE  R G A M I T,  M.D.  Spokane,  Washington 


Phenylketonuria,  is  an  inborn  metabolic  disease.  The  defect  is  either  absence 
or  inactivity  of  a liver  enzyme,  phenylalanine  hydroxylase,  which  converts  phe- 
nylalanine to  tyrosine.  Blood  phenylalanine  rises  as  soon  as  the  newborn  is  fed 
protein.  A screening  test,  devised  by  Guthrie,  utilizes  a blood  impregnated  filter 
paper  disc  placed  on  agar  inoculated  with  Bacillus  subtilis.  If  a zone  of  growth 
occurs,  the  test  is  positive  for  phenylketonuria.  Urine  or  diaper  sampling  with 
a ferric  chloride  solution  or  commercially  prepared  Phenostix  may  be  used  as 
an  office  procedure.  Diagnosis  is  confirmed  by  finding  an  elevated  blood  phen- 
ylalanine level.  Treatment  should  be  instituted  early.  It  requires  reduction  of 
proteins  in  the  diet  and  use  of  a milk  substitute. 


Phenylketonuria,  one  of  the  most  common  of 
the  rarer  inborn  errors  of  metabolism  of  the 
newborn,  has  leaped  into  the  limelight  of  im- 
portance to  those  of  the  medical  profession  who 
take  care  of  newborn  infants.  Since  early  de- 
tection and  treatment  of  this  condition  are  es- 
sential to  the  normal  mental  development  of  the 
affected  child,  it  is  important  that  every  new- 
born be  tested  for  this  disease. 

Untreated  children  may  be  so  severely  men- 
tally retarded  as  to  require  later  institutionaliza- 
tion at  a great  cost  in  suffering  of  parents  as 
well  as  financial  cost  to  the  community.  It  is 
estimated  that  the  average  cost  of  maintaining 
an  individual  in  an  institution  will  run  in  the 
range  of  $100,000  a life-time.1  With  adequate 
diagnosis  and  treatment  a child  with  phenylke- 
tonuria can  be  saved  from  institutionalization 
and  become  a productive  citizen. 

metabolic  defect 

Phenylketonuria  is  an  hereditary  condition. 
This  inborn  error  is  transmitted  as  a simple,  re- 
cessive, Mandelian  factor.  Hence,  a child  bom 
to  a heterozygous  mating  of  two  carriers  of  the 
factor  has  a 25  per  cent  chance  of  having  the 
disease.  The  defect  is  either  absence  or  inactivity 
of  a liver  enzyme,  phenylalanine  hydroxylase, 
which  converts  phenylalanine  to  tyrosine.  Milk 
and  protein  foods  are  high  in  phenylalanine. 


They  are  not  converted,  but  accumulate  as 
phenylalanine  in  the  body  fluids  and  tissues. 

This  high  cencentration  of  phenylalanine 
causes  a disturbance  in  pigment  metabolism  and 
damage  to  the  central  nervous  system.  Blood 
phenylalanine  level  of  normal  individuals  is  1-3 
mg  per  100  ml.  In  untreated  phenylketonuric 
children  under  the  age  of  3,  levels  may  run  as 
high  as  100  mg  per  100  ml,  whereas  in  older 
untreated  children  levels  of  20-50  mg  per  100  ml 
may  be  found.2  At  serum  levels  of  12-15  mg  per 
100  ml  the  accumulation  of  phenylalanine  may 
spill  over  into  the  urine.  It  is  not  until  the  new- 
born begins  to  ingest  his  first  food,  milk,  that 
the  phenylalanine  level  begins  to  climb.  Parting- 
ton states  that  breast  milk  may  have  less  protein 
than  cows  milk.  Therefore  a breast  fed  infant 
might  be  liable  to  a lesser  defect  than  bottle- 
fed  babies. 

brain  damage 

The  newborn  s brain  seems  to  be  very  suscep- 
tible to  the  affects  of  excessive  phenylalanine. 
In  order  to  salvage  the  child,  early  diagnosis 
and  early  dietary  regimen,  using  food  low  in 
phenylalanine,  must  be  instituted  promptly. 
There  is,  however,  a great  variation  in  degree 
of  central  nervous  system  damage  occurring 
in  untreated  individuals.  Knox  reviewed  the  lit- 
erature to  1959  on  the  least  damaged  of  un- 
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treated  phenylketonuric  children  and  concluded 
that  2 to  2.5  per  cent  had  an  I.Q.  above  60. 3 
Other  authors  have  reported  that  the  I.Q.  may 
continue  to  regress,  in  untreated  phenvlketonurics 
until  around  8-14  years  of  age,  but  that  the  rate 
of  decline  slows  down  considerably  in  late  child- 
hood. 

other  symptoms 

The  high  elevation  of  phenylalanine  leads  to 
a musty  or  mousey  odor  of  the  child.  Reduction 
of  available  tyrosine  interferes  with  production 
of  melanin.  As  a result  the  affected  child  often 
has  very  light  skin  and  blondish,  light  hair.  The 
few  Negro  children  so  affected  are  described  as 
having  brown  hair.  Affected  children  are  often 
hyperirritable  and  hyperactive.  Convulsive 
seizures  will  occur  if  there  is  encephalopathy. 
Eczema  occurs  in  about  25  per  cent.  Vomiting 
and  poor  weight  gain  in  the  early  months  of 
infancy  may  also  occur.  Neurologic  signs  are  in- 
frequent. 

incidence 

It  is  estimated  there  are  about  7,500  phenyl- 
ketonuric individuals  in  the  United  States  of 
whom  about  25  per  cent  are  in  institutions.  It  is 
estimated  that  one  in  70  persons  in  the  United 
States  may  be  carriers.  The  disease  is  very  rare 
in  Negroes  and  Jews.4  In  a study  in  London, 
at  the  Hospital  for  Sick  Children  at  Great  Or- 
mond Street,  four  times  the  normal  rate  was 
observed  in  those  with  some  Irish  ancestdty.® 
Until  recently,  figures  indicated  one  case  of 
phenylketonuria  in  about  20,000  births.  How- 
ever, more  recently  this  figure  has  been  low- 
ered to  about  one  in  10,000  births.' 8 7 

Washington  data 

Four  hospitals  in  Spokane  participated  in  a 
national  program.  A total  of  7,966  newborns 
were  tested,  between  February,  1963,  and  De- 
cember, 1964.  Two  hospitals  in  Western  Wash- 
ington also  participated  adding  2,955  newborns. 
An  additional  703  infants  were  reported  from  18 
small  hospitals  throughout  the  state.  In  all  10,921 
newborns  were  tested.  Five  cases  of  phenylke- 
tonuria were  found.  For  Washington  this  would 
be  an  incidence  of  about  one  in  2,184  births. 
However,  all  five  of  the  phenylketonuric  chil- 
dren were  found  in  Spokane  hospitals,  in  which 


7,966  newborns  were  tested.  This  would  give 
Spokane  an  incidence  of  about  one  in  1,593.  This 
is  six  times  the  national  average. 

In  Washington,  in  1960,  there  were  80  children 
known  to  have  phenylketonuria.  Forty  were  in- 
stitutionalized. Sixteen  families  in  the  state  have 
more  than  one  phenylketonuric  child  in  the 
family.7 

testing  procedures 

The  Guthrie  screening  test  was  used  in  all 
preliminary  exams.  A drop  of  heel  blood  is  ab- 
sorbed on  a piece  of  filter  paper.  At  the  State 
Department  of  Health  impregnated  discs, 
punched  from  the  paper  are  placed  on  an  agar 
plate  streaked  with  Bacillus  subtilis  and  the 
plate  is  incubated.  A zone  of  growth  surround- 
ing a test  disc  indicates  phenylalanine  blood  level 
above  12  mg  per  100  ml.  This  is  a positive 
reading  for  phenylketonuria.  The  mother  is 
given  three  strips  of  filter  paper  on  discharge 
from  the  hospital.  She  is  asked  to  dip  them  in 
the  baby’s  urine  and  send  them  to  the  State 
Health  Department,  about  three  weeks  after  the 
birth.  They  are  checked  for  phenvlpyruvic  acid 
as  further  proof  of  phenylketonuria  and  to  rule 
out  false  blood  positives. 

In  the  office,  two  simple  diaper  tests  can  be 
carried  out.  Phenistix  paper  using  commercially 
prepared  paper  strips  of  a buffered  ferric  salt, 
is  dipped  in  urine  or  pressed  against  a wet 
diaper.  It  turns  purple  if  positive.  Application 
of  10  per  cent  ferric  chloride  solution  to  a wet 
diaper  will  produce  a blue  green  color  which 
appears  rapidly  and  disappears  rapidly.  It  is 
suggestive  of  phenylketonuria.  The  confirm- 
atory diagnosis  must  be  made  by  blood  pheny- 
lalanine determination. 

treatment 

Early  replacement  of  breast  or  cow’s  milk  with 
a low  phenylalanine  milk  preparation  and  the 
avoidance  of  proteins  in  the  diet  are  essential. 
About  25  mg  of  phenylalanine  per  kg  body 
weight  is  allowed  in  early  infancy.  Dietary  in- 
take is  adjusted  to  produce  blood  phenylala- 
nine of  about  2-4  mg  per  100  ml.  The  mother 
must  learn  protein  values  of  foods  and,  by  math- 
ematical formula  (about  5 per  cent  of  protein 
being  phenylalanine),  can  estimate  the  amount 
of  phenylalanine  present  in  the  diet.  She  must 
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learn  food  equivalents  so  she  can  vary  the  diet 
and  keep  phenylalanine  consumption  to  adequate 
level.  Phenylalanine  blood  level  too  low  can 
produce  a failure  to  thrive,  anorexia,  lethargy, 
vomiting  and  long  bone  changes. 

The  length  of  time  that  a child  should  be 
continued  on  such  a diet  is  still  being  debated.” 
One  researcher  states  he  discontinued  the  diet 
after  four  years,  for  three  children  with  no  ap- 
parent decline  of  their  mental  development.10 
Some  entertain  a possibility  of  continuing  the 
diet  to  five  years  of  age,  while  others  recom- 
mend its  continuance  to  at  least  eight  years  of 
age.11  It  would  appear  that  further  observation 
is  essential  before  the  time  required  for  this 
regimen  is  known. 


CASE  REPORT 

In  a family  of  four  children,  three  were  found 
to  have  phenylketonuria.  Diagnosis  in  the  first  and 
third  children  was  made  after  the  youngest  was 
discovered  in  the  recent  nationwide  testing  pre- 
cedure.  The  unaffected  child  is  the  second-born. 

The  first  was  born  March  31,  1954.  Birth  and 
neonatal  period  were  unremarkable.  The  mother 
had  moderate  hypochromic  anemia  throughout 
pregnancy.  The  baby’s  development  appeared  nor- 
mal except  development  of  speech  delayed  to  age  of 
four  and  decreased  attention  span.  He  attended 
first  grade  for  one  month,  after  one  year  in  kin- 
dergarten, but  was  removed  for  the  balance  of  the 
year  because  of  emotional  immaturity  and  was  re- 
started the  following  year.  He  has  continued  in 
school  but  is  having  difficulty  in  doing  the  work 
of  his  grades.  In  October,  1960,  I.Q.  was  in  the 
70-80  range.  In  April,  1962,  repeat  evaluation 
showed  the  same.  First  blood  phenylalanine,  done 
in  June,  1963,  showed  a level  of  16.5  mg  per  100 
ml.  In  September,  1964,  an  electroencephalogram 
was  normal  and  his  serum  phenylalanine  level  was 
24.8  mg  per  100  ml.  His  physical  growth  and  de- 
velopment are  in  the  50th  percentile  for  his  age. 
His  I.Q.  had  declined  to  58. 

The  third  child  was  born  March  1,  1960.  Preg- 
nancy and  birth  were  uneventful  except  for  low 
birth  weight  of  5 pounds  8 ounces.  She  had  hypo- 
chronic  anemia  at  age  of  2 months  and  was  on 
iron  therapy  for  ten  months.  She  gained  poorly  and 
took  foods  poorly,  vomiting  frequently  in  the  early 
months.  Physical  growth  and  development  were 
slow.  She  weighed  16  pounds  1 ounce  at  1 year 
and  21  pounds  8 ounces  at  three  years.  She  was 
irritable  and  hyperactive.  At  3 years  4 months  her 
first  phenylalanine  blood  level  was  10.5  mg  per  100 
ml.  After  she  was  placed  on  a Lofenalac  and  pro- 
tein restricted  diet  her  hyperactivity  and  hyper- 
irritability decreased.  Blood  phenylalanine  in  Oc- 
tober, 1963,  after  3 months  on  treatment,  was  7.4 
mg  per  100  ml.  Her  I.Q.  checked  in  October, 
1963,  was  46.  In  September,  1964,  an  electroen- 
cephalogram was  normal,  serum  phenylalanine  12.4 


mg  per  100  ml,  and  Phenistix,  15  mg.  Her  I.Q. 
was  unchanged.  Now  five,  she  does  not  take  care  of 
her  toilet  needs,  has  a vocabulary  of  about  20-25 
words  which  the  mother  can  understand  and  physi- 
cally is  still  in  the  lower  third  percentile  of  weight 
and  height.  In  December,  1964,  her  actions  and 
understanding  were  closer  to  those  of  a 2-year-old 
than  to  one  of  her  chronologic  age. 

The  fourth  child  was  born  May  5,  1963.  Preg- 
nancy and  delivery  were, uneventful.  She  was  found 
to  be  positive  for  phenylketoruria  as  part  of  the 
testing  series  and  started  on  Lofenalac  at  about 
six  weeks  of  age.  Her  phenylalanine  level  was  above 
20  mg  per  100  ml  by  Phenistix  and  Guthrie  tests. 
After  being  on  a Lofenalac  diet  for  three  weeks 
her  blood  phenylalanine  was  0.22  mg  per  100  ml. 
Her  serum  levels,  however,  have  tended  to  run  in 
a range  of  around  2 mg  per  100  ml.  At  the  age  of 
one  year  the  mother  decided  to  add  to  the  diet  all 
proteins  usually  given  to  a normal  child  of  that  age 
and  the  level  ascended  to  6.7  mg  per  100  ml.  After 
removal  of  these  foods  from  the  diet  the  blood 
phenylalanine  returned,  in  2 weeks,  to  normal  level. 
Her  weight  development  has  been  somewhat  slow 
but  may  be  attributed  in  part  to  a somewhat  lower 
than  normal  intake  of  food  and  the  phenylalanine 
necessary  for  growth.  However,  her  mental  and 
psychologic  growth  are  in  the  normal  range  for  her 
age.  Her  development  quotient,  done  in  Septem- 
ber, 1964,  was  estimated  at  93-94. 

Parents  and  the  one  unaffected  sibling  were 
tested  for  blood  phenylketones  in  July,  1963,  and 
all  were  found  in  normal  range.  A recheck  in  Sep- 
tember, 1964,  showed  these  levels  again  in  tbe 
normal  range.  All  children  have  reddish-blond  hair 
and  light  skin  which  is  supposedly  a characteristic 
of  phenylketonuric  children.  However,  since  the 
coloring  is  the  same  as  that  of  the  mother  and  the 
unaffected  sibling  it  was  of  no  diagnostic  value  in 
the  affected  children. 


conclusions 


1.  In  the  recently  concluded  nation-wide 
sample  testing  of  newborns  for  phenylketonuria 
by  Guthrie,  incidence  of  phenylketonuria  was 
one  in  10,000  newborns. 

2.  In  participating  hospitals  in  Washington, 
10,921  newborns,  the  incidence  was  one  phenyl- 
ketonuric infant  in  slightly  over  2,000.  All  of 
those  found,  however,  were  in  Spokane,  where 
7,966  were  tested.  Local  incidence  was  one  in 
1,593  newborns.  This  is  six  times  the  national 
average. 

3.  An  obvious  need  for  genetic  counselling  is 
arising.  This  may  require  testing  all  members 
of  families  to  whom  phenylketonurics  have  been 
born. 

4.  Laws  making  testing  of  newborns  for 
phenylketonuria  compulsory  would  be  desir- 
able. ■ 


702  Paulsen  Bldg.  (99201) 
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coloca  en  agar  inaculado  con  Bacilo  subtilis.  Si 
ocurre  una  zona  de  crecimientola  prueba  es  posi- 
tiva  para  fenilquetonuria.  La  orina  o los  pahales 
tambien  pueden  probarse  con  una  solucion  de 
\cloruro  ferrico  o en  el  mercado  existe,  el  Pheno- 
stix,  que  puede  usarse  en  el  consultorio.  El  diag- 
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tutes de  la  leche. 
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CONS  OF  CURRICULUM 

As  for  the  present  curriculum  I am  pretty  sure  there  will  be  unanimous  agree- 
ment on  the  following  propositions. 

1. — It  is  too  long.  Admittedly  the  training  of  a doctor  must  be  a lengthy  business, 
but  training  can  go  hand  in  hand  with  responsibility.  A student  with  only  the  menace 
of  an  examination  to  spur  him  on  will  naturally  do  the  minimum  necessary  to  gain 
a pass.  An  intern,  with  personal  responsibility  for  patients,  will  work  himself  to  the 
bone,  and  if  he  is  properly  guided  and  not  exploited  he  will  benefit  in  the  process. 
We  should  adapt  the  undergraduate^  curriculum  and  the  preregistration  training  to 
meet  these  simple  truths. 

2. — It  is  out  of  date.  Admittedly  to  learn  the  course  and  relationships  of  the 
greater  superficial  petrosal  nerve  is  a valuable  exercise  in  memorisation  as  well  as 
a constant  reminder  of  the  usefulness  of  pelmanism;  but  equal  practical  value  and  a 
larger  intellectual  satisfaction  could  be  gained  by  memorising  the  Chinese  alphabet. 
Admittedly  also  the  technical  details  of  the  fifty-two  varieties  of  herniotomy  have  an 
interest  for  the  would-be  herniotomist  but  can  hardly  be  regarded  as  essential  elements 
in  the  training  for  a liberal  profession. 

3. — The  educational  methods  are  obsolete.  On  Clydeside  to  teach  ship-building 
apprentices  how  boats  are  built  we  do  not  give  them  an  old  hulk  to  tear  to  bits.  We 
give  them  blueprints  and  working  models  and  up-to-date  visual  aids.  Yet  to  teach 
the  structure  of  the  body  we  still  anatomise  corpse.  Our  methods  of  clinical  instruction 
are  equally  obsolete  and  inefficient,  these  tedious  ward  rounds,  itinerant  reiteration 
of  the  obvious  to  the  tune  of  aching  feet  and  wandering  thought;  those  amnesic  periods 
of  self-hypnosis  in  the  penumbra  of  the  operation  theatre. 

4. — Clinical  science  is  just  as  basic  as  preclinical  sciences.  In  the  days  when 
all  physicians  were  empiricists  and  all  surgeons  merely  dexterous  technicians  the 
basic  sciences  comprised  only  the  laboratory  disciplines  of  anatomy,  physiology  and 
pathology,  but  these  days  are  past  and  much  of  the  basic  science  of  medicine  nowadays 
can  best  be  taught  in  the  clinical  professorial  units  and  their  associated  departments. 

From  Guy's  Hospital  Gazette,  February  6,  1965,  Sir  Charles  Illingworth. 
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Renal  Tumor:  Diagnostic  Aids  and  Pitfalls 

IOUIS  J.  SCHEINMAN,  M.D.  / MORTIMER  S.  RAYMAN,  M.D.  Seattle,  Washington 

The  classic  symptoms  of  renal  adenocarcinoma  are  hematuria,  pain  and  a 
mass  in  the  flank.  Certain  laboratory  tests  are  of  diagnostic  help.  Hypercalcemia 
and  increased  urinary  lactic  dehydrogenase  activity  may  occur , as  may  elevated 
sedimentation  rate,  and  polycythemia  or  anemia.  X-ray  studies  include  pyelo- 
graphy, and  aortography.  Scintillation  scanning  may  revel  space  occupying 
lesions  better  than  either  of  these.  Sometimes,  as  demonstrated  by  this  case 
report , surgical  exploration  is  necessary  to  differentiate  between  renal  cyst  and 
neoplasm. 


Renal  clear  cell  adenocarcinoma  is  the  most 
common  renal  tumor.  In  the  adult  it  is  usually  a 
slow  growing,  relatively  late  metastasing  neo- 
plasm, amenable  to  cure  by  surgery.  Although 
metastasis  is  usually  late,  sometimes  a metastatic 
lesion  is  recognized  before  the  primary  tumor  is 
known  to  exist.  The  tumor  is  encapsulated,  at 
first.  Later  it  infiltrates  the  kidney  and  metasta- 
sizes, usually  via  blood  stream,  to  lungs,  bones, 
liver,  regional  lymph  nodes,  spleen,  adrenal, 
and  opposite  kidney,  in  that  order  of  frequency. 

Its  classic  triad  of  symptoms  are  hematuria, 
pain,  and  flank  mass.  Bleeding,  particularly  in- 
termittent bleeding,  is  the  most  significant  evi- 
dence of  renal  tumor  and  should  always  lead  to 
a thorough  investigation  of  the  urinary  tract. 
Pain  occurs  in  about  80  per  cent  of  cases,  and  is 
usually  a dull  ache  resulting  from  tension  on 
the  renal  capsule  or  from  pressure  on  adjoining 
structures.  Severe  renal  colic  may  result  from 
passage  of  blood  clots.  The  flank  mass  is  usu- 
ally demonstrated  to  be  renal  by  intravenous 
or  retrograde  urography.  Unexplained  fever, 
weight  loss,  elevated  sedimentation  rate  and 
anemia  may  occur.  Several  more  recently  de- 
veloped laboratory  and  radiologic  diagnostic  aids 
are  of  interest  and  will  be  discussed  here. 

other  findings 

Polycythemia.  Association  of  polycythemia  or 
erythrocytosis  with  some  types  of  tumors  has 
been  repeatedly  reported.  Bliss  was  the  first  to 
record  polycythemia  in  association  with  renal 
carcinoma.1  Causal  relationship  between  tumor 
and  erythrocytosis  is  suggested  by  hematologic 


remission  following  surgical  removal  of  the  neo- 
plasm, and  by  demonstration  of  increased 
erythropoietin  activity  in  plasma  or  in  tumor 
extracts  in  some  of  the  affected  subjects.  Stimu- 
lus for  this  activity  may  be  compression  of  renal 
tissue  and  has  been  reported  to  occur  with  a 
variety  of  kidney  diseases  including  hydrone- 
phrosis, polycystic  disease,  cysts,  and  nephro- 
sclerosis. ■* 

Hypercalcemia  occurs  in  conjunction  with 
some  malignant  tumors.  Murphy  and  Fishbein 
report  a series  of  90  cases  of  renal  tumor  in 
which  23  per  cent  gave  a history  of  urolithiasis.2 
Twenty  patients  had  serum  calcium  values  great- 
er than  12  mg  per  100  ml  and  13  of  these  had 
demonstrable  bone  metastases.  They  believe 
osteolysis  by  metastatic  carcinoma  causes  hyper- 
calcemia. However,  Albright  has  suggested  that 
some  tumors  might  produce  parathyroid  hor- 
mone, and  the  phenomenon  of  hypercalcemia 
associated  with  malignant  tumors  without  bony 
metastasis  has  been  recorded  with  increasing 
frequency.3  Ansell  and  staff,  of  the  University 
of  Washington  have  recently  reviewed  this 
subject.  They  reported  two  cases  of  renal  tumors 
exhibiting  hypercalcemia  with  parathyroid  mani- 
festations. They  also  observed  that  gastrointest- 
inal, neuromuscular  and  cardiovascular  symp- 
toms reflecting  hypercalcemia  may  cause  diag- 
nostic difficulties.  Postoperativelv  (nephrec- 
tomy) serum  calcium  levels  returned  to  normal 
in  both  patients.  They  suggest  that  a substance 
similar  to  parathyroid  hormone  is  elaborated  by 
some  malignant  tumors.4-5 

Enzymes.  Increased  urinary  lactic  dehydro- 
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genase  (ULDH)  activity  has  recently  been  re- 
ported in  patients  with  renal  and  bladder  cancer. 
This  enzyme  is  necessary  for  the  conversion  of 
pyruvate  to  lactate  during  the  anaerobic  phase 
of  glycolysis.  Tumor  cells  have  impaired  respira- 
tion and  rely  principally  upon  anaerobic  glycoly- 
sis for  energy.  Elevated  serum  levels  of  LDH 
have  been  reported  in  leukemia,  myocardial  in- 
farction, various  solid  tumors,  acute  hepatitis, 
and  renal  disease.  Apparently  there  are  five  or 
more  separate  forms  (isozymes)  of  LDH  which 
can  be  separated  by  electrophoresis  or  chroma- 
tography; i.e.  serum  LDH  elevation  due  to 
myocardial  infarction  can  be  distinguished  from 
elevation  caused  by  liver  necrosis. 

Many  patients  with  kidney  neoplasms  show 
marked  elevations  of  ULDH  activity,  which  falls 
to  normal  levels  within  ten  days  after  nephrec- 
tomy. Elevation  occurs  also  in  certain  benign 
renal  diseases.  Wacher  et  al,  reviewed  90  cases 
of  various  renal  diseases  and  essential  hyper- 
tension. They  conclude  that  LTLDH  is  signifi- 
cantly elevated  in  most  patients  with  potentially 
fatal  renal  diseases,  and  elevation  of  enzyme 
activity  correlates  with  the  histologic  activity 
of  the  disease.  They  suggest  this  laboratory  pro- 
cedure as  a screening  test.6 

Scintillation  scanning  of  the  kidneys  after 
intravenous  injection  of  radioactive  mercurials 
permits  graphic  plotting  of  the  location  of  func- 
tioning renal  tissue.  Space  occupying  lesions 
are  delineated  perhaps  better  than  by  intra- 
venous pyelography  because  mercury  accumu- 
lates very  well  in  renal  parenchyma,  even  in 
poorly  functioning,  compressed  renal  tissue.*  The 
renal  scan  may  give  satisfactory  detail  even  in 
the  face  of  moderate  azotemia.  One  cannot, 
however,  distinguish  between  a cyst  and  tumor 
by  this  procedure. 

Renal  angiography  has  recently  assumed  a 
formidable  place  in  diagnosis  of  renal  disease. 
Radiographic  examination  of  the  aorta  with  con- 
trast media  was  first  accomplished  by  the  trans- 
lumbar  route  and  described  by  dos  Santos  in 
1929. 7 Percutaneous  retrograde  femoral  aortog- 
raphy was  first  described  by  Farinos  in  1941, 
and  was  refined  by  Seldinger  to  permit  direct 
catheterization  of  the  renal  artery.*  ” 

The  vascular  pattern  of  the  normal  kidney 
is  typical;  therefore,  abnormalities  in  the  arterial 
pattern  are  important.  It  is  helpful  in  differ- 
entiating avascularity  in  a space  occupying  lesion 
presumable  due  to  a cyst,  in  contrast  to  the 


pooling  and  puddling  of  the  contrast  medium 
in  the  blood  sinuses,  which  is  supposed  to  be 
indicative  of  tumor.  However,  despite  its  useful- 
ness, this  procedure  may  be  misleading  and 
should  not  be  relied  upon  to  differentiate  renal 
cyst  from  tumor.  In  interpretation  of  aortograms 
only  positive  findings  should  be  relied  upon. 

Surgical  exploration  of  a kidney  mass  is  still 
the  most  dependable  method  for  accurate  diag- 
nosis. Although  modem  diagnostic  techniques 
usually  leave  little  to  be  determined  during 
operation  they  cannot  always  be  relied  upon 
completely.  The  following  case  report  illustrates 
this  point. 


CASE  REPORT 

A 63-year-old  white  housewife  was  admitted  to 
Providence  Hospital,  December  5,  1964  because 
of  the  first  attack  of  steady,  increasingly  severe  pain 
in  the  left  flank  and  the  left  side  of  the  abdomen 
for  the  preceding  10  hours.  It  was  only  temporarily 
relieved  by  morphine.  There  was  microscopic  hema- 
turia. There  was  no  gross  hematuria,  dysuria,  fre- 
quency, chills  or  fever. 

Routine  examination  had  been  done  in  the  office 
three  months  before.  History  revealed  only  post- 
prandial dyspepsia.  Cholecystogram  in  1962  was 
negative.  No  abdominal  masses  were  palpated,  and 
urinalysis  and  chest  x-ray  were  normal.  There  was 
no  history  of  previous  urinary  symptoms. 

On  physical  examination  in  the  hospital,  a mobile, 
non-tender  mass  was  palpable  in  the  region  of  the 
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left  kidney.  Intravenous  pyelogram,  (Fig.  1)  showed 
a mass  11  cm  long,  at  the  lower  pole  of  the  left 
kidney,  in  which  no  dye  was  demonstrable.  Cathe- 
terized  urine  was  loaded  with  erythrocytes  and 
many  gram-negative  rods,  which  on  culture  proved 
to  be  Aerobacter  aerogenes.  She  was  given  chloram- 
phenicol, 500  mg  four  times  a day,  fluids  forced 
orally  and  parenterally,  opiates  for  pain,  and  dimen- 
hydrinate  injections  for  the  nausea  which  developed, 
presumably  from  the  opiates. 

Her  pain  rapidly  decreased,  but  spikes  of  fever  to 
103.6  F appeared  after  24  hours  in  the  hospital. 
Temperature  gradually  lowered  and  was  normal  on 
the  sixth  hospital  day.  Gross  hematuria  appeared 
within  the  first  24  horns  and  lasted  for  two  days. 
Because  of  persistent  microscopic  hematuria,  nitro- 
furantoin 100  mg  twice  a day  was  added  on  the 
fourth  hospital  day,  but  decreased  to  50  mg  twice  a 
day  on  the  fifth  day  because  of  increased  nausea. 
On  the  sixth  hospital  day,  catheterized  urinalysis 
showed  'disappearance  of  erythrocytes,  but  persist- 
ence of  many  pus  cells.  They  were  reduced  to  25 
to  30  white  blood  cell  per  high  power  field  by 
the  fourteenth  hospital  day. 

On  the  ninth  hospital  day,  a satisfactory  renal 
arteriogram  was  performed,  (Figure  2).  It  was 
interpreted  as  follows:  “A  large  mass  in  the  lower 
pole  of  the  left  kidney  with  upward  displacement 
of  the  vessels.  There  is  no  evidence  of  a tumor 
blush  and  the  area  remains  non-opacified.  Impres- 
sion: Large  mass  in  lower  pole  of  left  kidney  which 
does  not  increase  in  density  and  therefore  is  inter- 
preted as  a large  cyst.” 


Fig.  2.  Aortography:  left  renal  angiogram  and  nephrogram 
demonstrate  a lesion  described  as  cystic  mass  of  the  lower 
pole.  There  was  no  suggestion  of  neoplasm. 


On  the  ninth  hospital  day,  urinary  LDH  was 
1180  units  per  ml,  and  serum  LDH  was  390  units 
per  ml.  Normal  values  at  this  hospital  are  1 to  5 
units  per  ml  for  urinary  LDH  and  170-280  units 
per  ml  for  serum  LDH.  Serum  calcium  was  6.0 
mEq/liter.  Normal  in  this  hospital  is  4.5  to  5.5 
mEq/liter.  Hematocrit  was  38. 

On  December  16,  1964,  the  left  kidney  was  ex- 
posed. There  was  a large  soft  mass  in  the  lower 
pole,  from  which  no  fluid  could  be  aspirated.  There- 
fore, nephrectomy  was  performed. 


Pathological  report  of  left  kidney  was:  “Primary 
adenocarcinoma  of  the  left  kidney  with  widespread 
necrosis  and  intrinsic  hemorrhage;  oxyphil  corti- 
coadenoma;  small  cortical  adenocarcinoma,  proba- 
bly a satellite  lesion.”  There  was  no  evidence  of 
pyelonephritis,  (Figure  3). 


Fig.  3.  The  large  lower  pole  adenocarcinoma  with  hemor- 
rhagic and  necrotic  changes. 


Postoperatively,  she  was  given  chloramphenicol 
for  24  hours,  and  also  methenamine  mandelate, 
ascorbic  acid,  and  nitrofurantoin.  She  had  an  un- 
eventful postoperative  course  and  was  discharged 
on  December  22,  the  sixth  postoperative  and  eight- 
eenth hospital  day.  She  was  asymptomatic  but  had 
persistent  pyuria.  Culture  revealed  Aerobacter  aero- 
genes. She  was  taking  methanamine  mandelate, 
ascorbic  acid,  and  nitrofurantoin. 

Follow-up  urinary  LDH  on  December  18  was 
down  to  160  units  per  ml,  and  serum  calcium  was 
down  to  4.0  mEq/liter.  On  December  22  serum 
calcium  was  5.0  mEq/liter. 

Follow-up  examinations  in  the  office  revealed 
gradual  disappearance  of  the  pyuria  over  the  next 
month,  and  she  remained  asymptomatic. 


discussion 

Angiograms,  although  technically  satisfactory, 
were  quite  misleading.  They  gave  every  indica- 
tion that  the  lesion  was  cystic.  The  fact  that  the 
patient  had  two  disease  processes,  infection  and 
tumor,  also  could  have  been  misleading  since 
the  gross  hematuria  noted  in  the  hospital  could 
have  been  attributed  to  inflammation.  However, 
it  was  significant  that  infection  was  fairly  well 
controlled  before  the  ULDH  test  was  done. 

Elevation  of  enzyme  activity  and  abnormal 
calcium  level  were,  therefore,  left  as  indica- 
tions of  possible  tumor  activity.  Return  of  these 
levels  to  normal,  after  surgery,  indicates  that 
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the  tumor  actually  was  responsible,  directly  or  in- 
directly, for  the  changes  noted. 

These  new  tests  are  of  considerable  current 
interest  and  are  of  decided  value  when  properly 
interpreted.  ■ 

626  Stimson  Bldg.  (98101)  (Dr.  Scheinman) 


chemical  nomenclature 

generic 

chloramphenicol 
dimenhydrir.ate 
nitrofurantoin 
methenamine  mandelate 


trade 

Chloromycetin 

Dramamine 

Furadantin 

Mandelamine 


abstracto 

Los  smtomas  clasicos  de  adenocarcinoma  renal 
son:  hematuria,  dolor,  y tumoracion  cn  un  flanco. 
Ciertas  pruebas  de  laboratorio  son  de  utilidad 
diagnostica.  Puede  haber  hipercalcemia  y 
aumenlo  de  la  deshidrogenasa  lactica  urinaria, 
asi  como  aumento  en  la  velocidad  de  sedimenta- 
cion  y policitemia  y anemia.  Los  estudios  radio- 
logicos  incluyen  pielografia  y aortografia.  El 
examen  por  centelleo  puede  revelar  una  lesion 
ocupando  espacio  mejor  que  culaquiera  de  esos 
procedimientos.  Algunas  veces,  segun  se  dc- 


muestra  por  el  reporte  de  un  caso,  la  exploracion 
quirurgica  es  necesaria  para  distinguir  entre  el 
quiste  y la  neoplasia  renal. 
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UNSUNG  HEROES  OF  DRUG  RESEARCH 

Someone  ought  to  devise  a salute  to  mice  and  monkeys,  rabbits  and  rats,  and 
all  of  the  other  actual  and  eponymic  guinea  pigs  of  the  animal  world.  Without  them, 
pharmaceutical  research  would  grind  to  a halt.  Either  that,  or  it  would  be  transformed 
from  a scientific  pursuit  into  a deadly  gamble  . . . The  fantastic  progress  made  in 
pharmaceutical  chemistry  since  1930  has  been  due  in  large  measure  to  the  availability 
of  the  unsung  heroes  of  the  living  world:  experimental  animals. 

Editorial  in  Journal  of  the  Medical  Society  of  New  Jersey,  September,  1964. 
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For  good  nutrition,  recommend  variety  in  foods 

...like  soup 


Like  you,  Campbell  knows  that  a wide  variety  of  foods  with  a 
wide  range  of  essential  nutrients  is  basic  to  good  nutrition. 
And  variety  is  the  key  ingredient  in  Campbell’s  more  than  30 
different  kinds  of  soup.  What’s  more,  the  many  tastes,  tex- 
tures and  colors  of  soups,  such  as  this  hearty  Chicken  Gumbo 
Soup,  can  lend  interest  and  appetite  appeal  to  patients’  meals. 

SPECIAL  DIETS  CAN  BE  IMPROVED  WITH  VARIETY 

For  patients  who  need  to  lose  weight,  you  can  suggest  this 
or  any  of  our  six  other  poultry  soups  (calories  range 
from  an  average  of  43  to  93  per  7 oz.  serving). 

Or,  for  high  protein  diets,  recommend  wholesome 
Beef  Soup  (approx.  9.1  gm.  of  protein),  Bean  with 
Bacon  Soup  (approx.  6.8  gm.  of  protein)  and  Split 
Pea  with  Ham  Soup  (approx.  8.1  gm.  of  protein). 


You’ll  find  many  Campbell’s  Soups  useful  in  planning  these  spe- 
cial diets,  or  others  such  as  low  fat,  low  residue  or  high  calorie. 

PLANNING  DIETS  FOR  YOUNG  AND  OLD 

An  anxious  mother  will  appreciate  the  fact  that  her  finicky, 
indifferent  child  can  find  special  favorites  among  Campbell’s 
many  different  kinds  of  soups.  The  lagging  appetite  of  an 
elderly  patient,  too,  can  often  be  stimulated  by  the  familiar 
goodness  of  one  of  these  wholesome  Campbell’s  Soups. 

Nutritional  analyses  of  all  our  soups  are  available  for 
your  convenience  in  planning  diets.  For  a copy,  write 
to  Campbell  Soup  Company,  Dept.  64,  Camden,  N.  J. 

Recommend  Campbell’s  Soups  to  your  patients... 
and,  of  course,  enjoy  them  yourself.  There’s  a soup  for 
almost  every  patient  and  diet  ...for  every  meal. 


one  place  your  hay-fever  patient  doesn’t  need 
ORNADE®  (unless  he  has  a cold) 

Trademark 

Each  capsule  contains 

8 of  Teldrin®  <brand  ...but  if  your  patient  can’t  get  away  from  hay  fever,  relieve 

of  chlorpheniramine  a j j 

maieate)  so  mg  of  phenyi-  sneezinq,  weepinq  and  nasal  congestion  for  24  hours  with 

propanolamine  hydrochlo-  ^ 7 ' ° ^ 

ride,  and  2.5  mg.  of  isopro-  one  'Omade’  Spansule®  brand  sustained  release  Capsule  q12h 
pamide,  as  the  iodide.  r 1 

Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with  glaucoma,  prostatic 
hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  obstruction,  or  bladder  neck  obstruction.  Use 
with  caution  in  the  presence  of  hypertension,  hyperthyroidism,  or  coronary  artery  disease.  Drowsiness; 
excessive  dryness  of  nose,  throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare  occasions 
but  are  usually  mild  and  transitory. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 

Smith  Kline  & French  Laboratories  yp 
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,as  a \wh'te  outer  up 

^rareyton 
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■ Clinicians  throughout 
the  world  consider 
meprobamate  a therapeutic 
standard  in  the 
management  of  anxiety 
and  tension. 

■ The  high  safety-efficacy 
ratio  of  ‘Miltown"  has 
been  demonstrated  by 
more  than  a decade 

of  clinical  use. 


Indications:  ’Miltown’  (meprobamate)  is  effective  in  re- 
lief of  anxiety  and  tension  states.  Also  as  adjunctive 
therapy  when  anxiety  may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 

Contraindications:  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  or  meprobamate-containing 
drugs. 

Precautions:  Careful  supervision  of  dose  and  amounts 
prescribed  is  advised.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use  for 
weeks  or  months  at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-existing  symptoms, 
or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if  these 
symptoms  are  present.  Effects  of  excessive  alcohol  may 
possibly  be  increased  by  meprobamate.  Grand  mal  sei- 
zures may  be  precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  character- 
ized by  an  urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia,  and  a 
single  case  of  fatal  bullous  dermatitis  after  administra- 
tion of  meprobamate  and  prednisolone  have  been  re- 
ported. More  severe  and  very  rare  cases  of  hypersensi- 
tivity may  produce  fever,  chills,  fainting  spells,  angio- 
neurotic edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stomatitis  and  proc- 
titis. Treatment  should  be  symptomatic  in  such  cases, 
and  the  drug  should  not  be  reinstituted.  Isolated  cases 
of  agranulocytosis,  thrombocytopenic  purpura,  and  a 
single  fatal  instance  of  aplastic  anemia  have  been  re- 
ported, but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG  activ- 
ity has  been  reported,  usually  after  excessive  meproba- 
mate dosage.  Suicidal  attempts  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 

Usual  adult  dosage:  One  or  two  400  mg.  tablets  three 
times  daily.  Doses  above  2400  mg.  daily  are  not 
recommended. 

Supplied:  In  two  strengths;  400  mg.  scored  tablets  and 
200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 


\ 


Wallace  Laboratories  j Cranbury,  N.J. 


CM- 4534 


Oregon  Medical  Association— 2164  s.  w.  park  place,  Portland  5,  Oregon 


president  James  H.  Seacat,  M.D.,  Salem 

secy.-tre as.  Robert  T.  Boals,  M.D.,  Salem 

executive  secretary  Mr.  Roscoe  Miller,  Portland 

annual  meeting,  September  21-25,  1965,  Portland 

Residency  Fellowship 

Michael  J.  Noonan,  of  Portland,  was  among  15 
physicians  granted  two-year  residency  fellowships 
in  pediatrics  by  Wyeth  Laboratories.  He  will  study 
at  University  of  Oregon  Medical  School.  The 
awards,  given  annually  to  a group  of  physicians  who 
are  planning  to  do  advanced  study  on  the  medical 
care  of  children,  are  for  $4,800. 

Examiners  Board  Licenses  26  Doctors 

At  the  conclusion  of  a regular  meeting  of  the 
Board  of  Medical  Examiners  of  the  State  of  Oregon 
held  April  7-10,  David  B.  Judd,  secretary,  an- 
nounced that  26  doctors  qualified  for  licensure  to 
practice  medicine  and  surgery,  or  osteopathy  and 
surgery,  in  Oregon.  Those  who  received  licenses  to 
practice  medicine  and  surgery  are:  Patrick  J.  Doyle, 
Leland  R.  Ellis,  Frances  R.  Grimm,  Seymour  Haber, 
and  Martin  L.  Pernoll,  all  of  Portland;  John  M. 
Glezen,  George  Kjaer,  and  Richard  H.  Woods,  all 
of  Seattle,  Washington;  Bennett  I.  Alberts,  Louis- 
ville, Kentucky;  Jeanne  Boucher-Leif,  Longview, 
Washington;  George  E.  Burgermeister,  Beaverton, 
Oregon;  Vincent  S.  W.  Ghiu,  Travis  AFB,  California; 
Lyall  S.  Gran’,  Jr.,  Beaverton,  Oregon;  Lawrence 
P.  Cutner,  Oroville,  California;  Paul  D.  Foster,  Lar- 
son AFB,  Washington;  Robert  L.  Hyde,  Florence, 
Arizona;  Justin  A.  Isert,  Indianapolis,  Indiana;  Wil- 
liam R.  Knox,  Sheridan,  Wyoming;  Bernard  Kre- 
dentser,  Edmonton,  Alberta,  Canada;  William  C. 
Lawton,  Steilacoom,  Washington;  Earle  M.  Le- 
Vernois,  Cuyahoga  Falls,  Ohio;  Robert  E.  Taylor, 
Staten  Island,  New  York;  Bennett  E.  Uhlig,  Kansas 
City,  Kansas;  and  Janice  L.  Willms,  Gooding,  Idaho. 

Those  licensed  to  practice  osteopathy  and  surgery 
are:  Dale  Dodson,  Northfield,  Minnesota;  and  Rob- 
ert H.  Pierce,  Detroit,  Michigan. 

During  the  meeting  of  the  Board,  Ray  L.  Caster- 
line, Medford,  was  re-elected  president,  and  David 
B.  Judd,  Eugene,  was  re-elected  secretary-treasurer. 


OREGON 


The  next  regular  meeting  of  the  Board  of  Medi- 
cal Examiners  is  set  for  July  16  and  17,  1965.  The 
filing  deadline  date  for  this  meeting  is  June  11, 
1965.  The  State  Board  Written  Examination  will 
be  given  on  July  14  and  15,  1965. 


Mrs.  Josph  F.  Haslinger,  Portland,  and  Mrs.  Paul  K. 
Sievers,  Hillsboro,  assisted  with  Washington  County  Med- 
ical Society  Auxiliary’s  collection  of  drugs,  vitamins  and 
medical  supplies  for  shipment  overseas. 

Operation  D.V.M. 

More  than  6 1/4  tons,  over  12,000  pounds,  of 
drugs,  vitamins  and  medical  supplies  were  collected 
by  the  Woman’s  Auxiliary  to  Oregon  Medical  Asso- 
ciation for  shipment  to  needy  hospitals  and  mis- 
sions abroad  through  the  Direct  Relief  Foundation. 

Mrs.  Roland  D.  Eby,  wife  of  a Beaverton  physi- 
cian and  state  chairman  of  “Operation  D.V.M.” 
(Dings,  Vitamins  and  Medical  Supplies)  reports 
that  18  county  medical  auxiliaries  have  been  work- 
ing since  last  December  on  the  collection  of  sam- 
ples from  physicians’  offices  in  Oregon. 

Medical  students  in  Pharmacology  under  the  di- 
rection of  Norman  A.  David,  Professor  of 
Pharmacy  of  the  University  of  Oregon  Medical 
School,  helped  sort  and  pack  the  drugs,  vitamins 
and  medical  supplies  for  shipment. 
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All  collections  are  shipped  to  Direct  Relief  Foun- 
dation, depot  for  distribution,  and  organized  for 
filling  of  urgent  requests  for  medical  supplies  from 
various  foreign  countries  which  have  hospitals  and 
missions  in  need. 

Last  year,  the  physicians’  wives  of  Oregon  ship- 
ped two  tons  of  medical  materials  which  was  dis- 
tributed to  twenty-seven  foreign  countries  including: 
Costa  Rica,  Guatamala,  Mexico,  Nicaragua,  Burma, 
Guam,  Hong  Kong,  India,  Indonesia,  Japan,  Korea, 


Laos,  Macao,  Philippines,  Taiwan,  South  Vietnam, 
Brazil,  Bolivia,  Chile,  Colombia,  Peru,  Basutoland, 
Cape  Province,  Congo,  Malawi,  Haiti,  and  Malta. 

OBITUARY 

dr.  w.  Robert  day,  pediatrician  in  Portland,  died 
March  30.  He  was  35.  A 1955  graduate  of  Univer- 
sity of  Oregon  Medical  School,  Dr.  Day  interned 
at  Evanston  Hospital,  Illinois. 


amain  nyUdrin  HCI 


ARLIDIN,  administered  orally  for  more  than  two  weeks,  increased  cerebral  blood  flow  43%  in 
patients  with  cerebrovascular  insufficiency,  with  a decrease  in  cerebrovascular  resistance  in 
most  cases.1 

ARLIDIN  has  been  found  "of  particular  value  clinically  in  relieving  some  of  the  symptoms  of 
cerebral  vascular  insufficiency  (vertigo,  lightheadedness,  mental  confusion,  diplopia)”  and  in 
the  rabbit  it  increased  both  cerebral  vascular  flow  and  clearance  of  radioactive  l13,  from  both 
the  white  and  gray  matter  of  the  brain. 

ARLIDIN-treated  patients  with  cerebral  vascular  insufficiency  improved  in  intellectual  function 
compared  to  a placebo-treated  control  group.3 

Indicated  whenever  an  increase  in  blood  supply  is  desirable  in  circulatory  insufficiencies  of 
the  extremities,  brain,  eye  and  ear. 

Side  Effect:  Occasional  palpitation.  Precautions:  Use  with  caution  in  the  presence  of  a re- 
cent myocardial  lesion,  paroxysmal  tachycardia,  severe  angina  pectoris  and  thyrotoxicosis. 
Contraindication:  Acute  myocardial  infarction. 

Consult  product  brochure  for  full  information.  6 mg.  tablets,  bottles  of  100  and  1000 

REFERENCES:  1.  Eisenberg,  S.:  Am.  J.  Med.  Sciences  240:85,  July  1960.  2.  Winsor,  T.  et  a I . : Am.  J.  Med. 
Sciences  239:594,  May  1960.  3.  Treptow,  K.  R.  et  al.:  Arch.  Neurol.  9:52,  Aug.  1963. 

u.  s.  vitamin  & pharmaceutical  oorp. 

800  Second  Avenue,  New  York,  N.  Y.  10017 
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Prescribed  and  recommended  by  more  physicians 
in  the  West  than  any  other  vitamin-mineral  formula. 
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pain 

and 

swelling 
of  hemorrhoids 

effectively  relieved 

with  NEW  formula 

PNS' 

suppositories 


Each  suppository  contains: 

Pontocaine®  (brand  of  tetracaine)  HCI  . . . 10  mg. 

Neo-Synephrine®  (brand  of  phenylephrine)  HCI  5 mg. 

Superinone®  (brand  of  tyloxapol) 25  mg. 

Bismuth  subcarbonate •.  . . . 100  mg. 


PNS  Suppositories  contain  Pontocaine  (tetracaine  — 
Winthrop)  for  long-acting,  nonirritating  anesthesia, 
Neo-Synephrine  (phenylephrine  - Winthrop)  for 
dependable  decongestion,  bismuth  subcarbonate  for 
protective  coating  of  ulcerations  and  Superinone 
(tyloxapol  - Winthrop)  for  its  spreading  effect. 

Tolerance:  PNS  Suppositories  are  generally 
very  well  tolerated.  Slight  burning,  lasting 
a minute  or  two,  has  occurred  in  a few  instances. 
However,  should  evidence  of  sensitivity  appear, 
use  of  the  suppository  should  be  discontinued. 

Directions:  Insert  1 suppository  rectally  after 
each  bowel  movement  and  on  retiring. 

How  Supplied:  Boxes  of  12. 


Winfhrop 

Winthrop  Laboratories 
New  York,  N.  Y. 


369 

Nortlucest  Medicine,  May  1965 


PERCODAN 


in  moderate  to 
moderately  severe  pain.. . 


Each  scored  yellow  PERCODAN*  Tablet  contains  4.50  mg. 
oxycodone  hydrochloride  (Warning:  May  be  habit-form- 
ing), 0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit-forming),  0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

Throughout  the  wide  middle  range  of  pain  PERCODAN 
assures  speed,  duration,  and  depth  of  analgesia  by  the 
oral  route  plus  the  reliability  that  counts  so  much. 
PERCODAN  acts  within  5 to  15  minutes. ..usually  provides 
uninterrupted  relief  for  6 hours  or  longer  with  just  ]_ 
tablet. ..rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours.  Precautions, 
Side  Effects  and  Contraindications— The  habit-forming 
potentialities  of  PERCODAN  are  somewhat  less  than  those 


of  morphine  and  somewhat  greater  than  those  of  codeine. 
The  usual  precautions  should  be  observed  as  with  other 
opiate  analgesics.  Although  generally  well  tolerated, 
PERCODAN  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  PERCODAN  should  be  used  with  caution 
in  patients  with  known  idiosyncrasies  to  aspirin  or 
phenacetin,  and  in  those  with  blood  dyscrasias.  Also 
Available:  PERCODAN®-DEMI,  each  scored  pink  tablet 
containing  2.25  mg.  oxycodone  hydrochloride  (Warning: 
May  be  habit-forming),  0.1 9 mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.19  mg.  homatropine 
terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 

32  mg.  caffeine.  *U.  S.  Pats.  2.628,185  and  2.907,768  I 

Literature  on  request. 

ENDO  LABORATORIES  INC., Garden  City,  NewYork  I 


73rd  Annual  Meeti 


Speaking  for  the  the  Officers  and  Councilors  and  members  of  the 
Idaho  State  Medical  Association,  I am  privileged  to  extend  to  all  of  the 
medical  doctors  in  the  Northwest  a warm,  personal  invitation  to  attend 
our  73rd  Annual  Meeting  at  Sun  Valley,  June  27-30,  1965. 

The  formula  for  our  annual  meeting  consists  of  a portion  of  stimulating 
scientific  lectures  and  delightful  social  events  mixed  together  in  a setting 
of  natural  splendor! 

An  excellent  scientific  session  has  been  planned  by  J.  Douglas  Davis, 
Idaho  Falls,  Chairman  of  the  1965  Program  Committee.  Seven  prominent 
physicians-surgeons  will  present  three  sparkling  papers  each,  during  the 
two  and  a half  day  session.  Topics  have  been  selected  with  great  care 
to  present  a balanced  program  designed  to  bring  the  specialist  and  the 
generalist  the  latest  and  most  interesting  in  medical  developments. 

Our  program  is  arranged  so  as  to  allow  some  free  time  to  enjoy 
Sun  Valley's  broad  array  of  recreational  facilities.  There  is  an  18-hole 
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championship  golf  course,  trap-shooting,  swimming,  horse-back  riding,  ice 
skating,  tennis,  fishing  and  just  plain  relaxing  in  the  clean  mountain  air. 

Your  most  comfortable  clothes  will  be  in  fashion,  but  you  will  want 
to  bring  a dinner  jacket  or  dark  suit  for  the  annual  President's  Banquet, 
Tuesday  evening,  June  29.  Your  wife  will  need  a formal  or  cocktail  dress. 
Speeches  are  very  short,  and  the  dress-up  event  is  long  on  excellent  food 
and  fellowship. 

A cocktail  party  and  the  world  famous  Sun  Valley  Buffet  Dinner— 
a gourmet's  delight— are  on  the  schedule  Sunday  evening,  June  27. 

On  Monday,  there  will  be  an  Outdoor  Barbecue  at  Trail  Creek  Cabin. 
You'll  be  glad  you  brought  a warm  jacket  or  coat,  for  the  days  are 
warm  and  the  evenings  cool. 

The  featured  speaker  for  this  year's  meeting  is  Major  General  E.  B. 
LeBailly,  Washington,  D.  C.,  Director  of  Information  for  the  United  States 
Air  Force.  We  know  you  will  find  General  LeBailly's  address,  "The  Air 
Force  Today  and  Tomorrow,"  informative  and  thought  provoking. 

Dr.  Davis  and  his  committee  have  invested  a great  deal  of  personal 
care  in  arranging  a meeting  that  promises  to  be  educational  and  enter- 
taining. We  are  sure  you  will  find  it  so! 

Reservations  can  be  obtained  by  dropping  a note  to  Mr.  Adolph 
Roubicek,  The  Lodge,  Sun  Valley,  Idaho. 

We  look  forward  to  seeing  you  at  Sun  Valley  in  June. 

Corwin  E.  Groom , M.D. 

President 

Idaho  State  Medical  Association 


J.  Douglas  Davis,  M.D. 


It  has  been  the  goal  of  the  Program  Committee  again  this  year  to 
arrange  a Scientific  Session  that  will  bring  outstanding  speakers  before 
doctors  of  the  Northwest  in  an  interesting  presentation  of  the  latest  in 
medical  developments. 

It  has  also  been  our  goal  to  schedule  speakers  with  messages  of  value  to 
you,  no  matter  what  field  of  medicine  you  pursue. 

Seven  prominent  speakers  will  present  informative  discussions  on  internal 
medicine,  obstetrics  and  gynecology,  urology,  blood,  pediatrics,  sports  medicine 
and  surgery. 

We  hope  you  will  join  us  at  Sun  Valley,  June  27-30  for  an  outstanding  medical 
meeting. 

J.  DOUGLAS  DAVIS,  M.D. 

Program  Chairman 
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Featured  Speaker 


Address:  The  Air  Force  Today  and  Tomorrow 

y 


Major  General  E.  B.  LeBailly 
Washington,  D.C. 


General  LeBailly,  who  is  Director  of  Information  for  the  U.S.  Air  Force,  has 
compiled  an  impressive  military  record.  He  flew  20  missions  over  Germany 
in  World  War  II  and  as  Air  Commander  led  large  masses  of  bombers 
against  Berlin  and  other  prime  targets  on  some  of  the  largest  bombing 
missions  of  the  war.  While  Commander  of  the  Third  Bomb  Wing  in  Korea, 
he  led  his  B-26  night  intruders  in  50  missions. 
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Ralph  C.  Benson,  M.D.,  Portland.  Oregon 

Professor  and  Chairman,  Department  of  Obstetrics  and  Gynecology, 
University  of  Oregon  Medical  School 

The  Obstetrician’s  Responsibility  in  Premature  Birth 
One  Hundred  Shirodkar  Operations:  Lessons  Learned 
Premature  Rupture  of  the  Membrane— Prompt  Parturition  or  Procrasti- 
nationP 


Donald  B.  Slocum,  M.D.,  Eugene,  Oregon 

Assistant  Clinical  Professor  of  Orthopedic  Surgery,  University  of  Oregon 

Medical  School 

Ligamentous  Injuries  to  the  Knee 
Internal  Derangements  of  the  Knee 
Athletic  Injuries  to  the  Ankle 


Lowell  R,  King,  M.D.,  Chicago,  Illinois 

Assistant  Professor  of  Urology,  Northwestern  University  Medical  School 
Bladder  Outflow  Obstruction  and  Vesico-Ureteral  Reflux 
Selection  of  Patients  for  Urinary  Diversion 
Therapy  for  Urinary  Tract  Infections  in  Children 


William  R.  Waddell,  M.D.,  Denver,  Colorado 

Professor  and  Chairman,  Department  of  Surgery,  University  of  Colorado 

Medical  Center 

Recent  Advances  in  Surgery  of  the  Liver 
Physiological  Basis  for  Operations  on  Peptic  Ulcer 
The  Present  Status  of  Renal  Transplantation 
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Cecil  J.  Watson,  M.D.,  Minneapolis,  Minnesota 

Professor  and  Chairman,  Department  of  Medicine,  University  of  Minne- 
sota Medical  School,  Minneapolis,  Minnesota 

Hepatic  Encephalopathy:  Basic  Mechanisms,  Recognition  and  Treatment 
The  Problems  of  Jaundice:  Some  Basic  and  Practical  Considerations  in 
Diagnosis 

Acute  Porphyria:  Clinical  Variations,  Diagnosis  and  Treatment 


Sam  T.  Gibson,  M.D.,  Washington,  D.C. 

Director  of  Blood  Program,  American  National  Red  Cross 
Clinical  Management  of  Plypogamtnaglobulinemia 
Current  Status  of  the  Use  of  Plastic  Equipment  and  Component  Therapy 

in  Blood  Transfusions 

Serum  Hepatitis  as  Related  to  Blood  Banking 


Lee  Forrest  Hill,  M.D.,  Des  Moines,  Iowa 

5 Past  President,  American  Academy  of  Pediatrics 
h Jpf  Expected  Behavior  in  Young  Children 

■I  r The  Challenge  of  Jaundice  in  Pediatric  Practice 

Ir  The  Febrile  Convulsion 
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Depend  on  low-cost, 
low-dosage  Prolixin 
— once-a-day 


Prolixin  is  a dependable  tranquilizer  that  provides  your  pa- 
tient with  low  cost  therapy.  No  other  tranquilizer  costs  less. 
Safe  and  convenient  for  office  use— Prolixin  in  a single  daily 
dose  provides  prolonged  and  sustained  action.  Markedly 
low  in  toxicity  and  virtually  free  from  usual  sedative  effects 
—Prolixin  is  indicated  for  patients  who  must  be  alert.  Clin- 
ical experience  indicates  fluphenazine  hydrochloride  is 
especially  effective  in  controlling  the  symptoms  of  anxiety 
and  tension  complicating  somatic  disorders  such  as  pre- 
menstrual tension,  menopause,  or  hypertension-also  useful 
for  anxiety  and  tension  due  to  environmental  or  emotional 
stress.  When  you  prescribe  Prolixin  you  offer  your  patient 
effective  tranquilization  that  is  low  in  cost,  low  in  dosage 
and  low  in  sedative  activity. 


SIDE  EFFECTS,  PRECAUTIONS,  CONTRAINDICATIONS:  As  used  for 
anxiety  and  tension,  side  effects  are  unlikely.  Reversible  extrapyra- 
midal  reactions  may  develop  occasionally.  In  higher  doses  for  psy- 
chotic disorders,  patients  may  experience  excessive  drowsiness, 
visual  blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions, 
nausea,  anorexia,  salivation,  edema,  perspiration,  dry  mouth,  polyuria, 
hypotension.  Jaundice  has  been  exceedingly  rare.  Photo-sensitivity 
has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines; 
routine  blood  counts  are  recommended.  If  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  the  drug  and  institute  appro- 
priate treatment.  Do  not  use  epinephrine  for  hypotension  which  may 
appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atro- 
pine may  be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or 
in  patients  with  subcortical  brain  damage.  Use  cautiously  in  convul- 
sive disorders. 

AVAILABLE:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  information,  see  your  Squibb  Product  Reference  or  Product 
Brief. 


Squibb 


Squibb  Quality-the  Priceless  Ingredient 
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Mineral:  Plastic  frame  of 
jeweled  sunglasses.  Whether 
used  in  high-fashion 
ornamentation  or  in  common, 
every-day  items,  plastics  are 
but  one  of  many  potential 
sensitizers  or  primary 
irritants  to  be  considered 
in  establishing  the  cause 
of  contact  dermatitis. 


Whatever 
the  cause  of 
contact 
dermatitis 


Availability : Cream  0.025% — 
for  initiation  of  therapy — 

5 and  15  gm.  tubes,  425  gm.  jars. 
Cream  0.01% — for  maintenance 
therapy — 45  gm.  tubes. 

Ointment  0.025% — for  emollient 
effect — 15  gm.  tubes. 

Neo-Synalar  Cream — for  infected 
dermatoses — 5 and  15  gm.  tubes. 
Solution  0.01% — for  intertriginous 
or  hairy  sites — 20  cc.  plastic 
squeeze  bottles. 


sunalam 

**  [FLUOCINOLONE  ACETONIDE] 


• offers  highest  topical 
corticosteroid  activity1,5,6 

• provides  rapid  anti- 
inflammatory, antipruritic 
effects1-4 

• produces  therapeutic 
results  comparable  to 
systemic  and  intralesional 
corticosteroids,  with 
fewer  hazards2,7 


1.  Cahn,  M.  M.  and  Levy,  E.  J.: 

J New  Drugs  1 : 262  (Nov-Dec)  1961. 

2.  Kanee,  B.:  Canad  Med  Assn  J 

88: 999  (May  18)  1963.  3.  Meenan, 
F.  O.:  J Irish  Med  Assn  52: 75 
(Mar)  1963.  4.  Samitz,  M.  H.: 

Curr  Ther  Res  4:589  (Dec)  1962. 

5.  McKenzie,  A.  W.:  Arch  Derm 
S£:611  (Nov)  1962.  6.  Scholtz,  J.  R., 

et  al:  Scientific  Exhibit,  12th 
Internatiopal  Congress  Dermatology 
(Sept)  1962.  7.  Scholtz,  J.  R. : 

Calif  Med  95 : 224  (Oct)  1961. 


Precautions : Synalar  preparations 
are  virtually  nonsensitizing  and 
nonirritating.  Neomycin  rarely 
produces  allergic  reactions.  As  with 
all  antibiotics,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible 
organisms;  if  this  occurs, 
appropriate  therapy  should  be 
instituted.  Although  side  effects  are 
not  ordinarily  encountered  with 
topically  applied  corticosteroids,  as 
with  a drug,  a few  patients  may 
react  unfavorably.  Where  there  is 
systemic  infection  or  severe  local 
infection,  systemic  antibiotics 
should  be  considered,  based 
on  susceptibility  testing. 

Contraindications : Tuberculous, 
fungal  and  most  viral  lesions  of  the 
skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not 
for  ophthalmic  use. 


when  contact  dermatitis  is 
complicated  by  infection 

neo- 

sunalar 

[0  025%  FLUOCINOLONE  ACETONIDE.  0 5%  NEOMYCIN  SULFATE) 


an  original  steroid  from 

SYNTEXE3 


LABORATORIES  INC  . PALO  ALTO.  CALIF. 


WASHINGTON 


V 


Washington  State  Medical  Association — 1309  seventh  avenue,  Seattle  1, Washington 


president  Roland  D.  Pinkham,  M.D.,  Seattle 

secretary  Cad  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 

annual  meeting  September  12-15,  1965,  Seattle 


Dr.  Goodner  Receives  Lederle  Award 

The  University  of  Washington  School  of  Medi- 
cine announced  the  awarding  of  a $29,550  Lederle 
Medical  Faculty  Award  to  Charles  J.  Goodner, 
Assistant  Professor  of  Medicine.  Dr.  Goodner  is  the 
first  UW  faculty  recipient  of  this  award. 

The  three-year  award  was  established  by  the 
Lederle  Laboratories  Division  of  American  Cyana- 
mid  Company  to  provide  financial  encouragement 
to  a full-time  medical  faculty  member  engaged  in 
teaching  integration  of  clinical  medicine  with  the 
basic  sciences. 

Dr.  Goodner,  a native  of  Seattle,  has  been  on 
the  medical  faculty  since  1962.  A 1955  graduate  of 
the  University  of  Utah  College  of  Medicine,  he  is 
director  of  the  Diabetes  Clinic  at  King  County 
Hospital  and  attending  physician  at  Veterans  Ad- 
ministration Hospital. 

Dr.  Goodner  held  a Cancer  Teaching  Fellowship 
at  the  University  of  Utah  School  of  Medicine  dur- 
ing 1952-1953,  and  was  a research  fellow  at  UCLA 
Los  Almos  Scientific  Laboratory  in  1954. 

The  Disadvantaged 

The  University  of  Washington  School  of  Medi- 
cine, Division  of  Continuing  Medical  Education  is 
sponsoring  a symposium  for  social  workers,  or  those 
in  related  fields,  that  will  review  recent  trends 


in  mental  retardation,  illegitimacy,  emotional  dis- 
turbances, and  poverty.  The  program,  called  “The 
Disadvantaged:  A Symposium,”  will  be  given  June 
17  and  18.  For  further  information  or  registration 
blanks,  write  to  John  Lein,  M.D.,  Director,  Division 
of  Continuing  Medical  Education,  University  of 
Washington  School  of  Medicine,  Seattle,  Washing- 
ton 98105. 

OBITUARIES 

dr.  Howard  a.  haskin,  43,  died  in  Vancouver  on 
April  1.  He  was  graduated  from  Northwestern  Uni- 
versity Medical  School  in  1949,  and  had  a general 
practice.  Death  was  due  to  massive  cerebral  hem- 
orrhage. 

dr.  b.  l.  corbin,  49,  osteopathic  physician,  died  Feb- 
ruary 27.  He  practiced  for  21  years  in  Seattle,  and 
recently  became  a member  of  the  Washington  State 
Medical  Association  and  the  27th  Medical  Society. 
Dr.  Corbin  was  a graduate  of  Chicago  College  of 
Osteopathy  and  Washington  College  of  Physicians 
and  Surgeons.  He  died  of  carcinoma  of  the  lung. 

dr.  francis  j.  dwyer,  61,  died  March  12  in  Aber- 
deen where  he  had  practiced  for  19  years.  A native 
of  Ontario  he  was  graduated  from  Wayne  State 
University  College  of  Medicine  in  1939  and  took 
residency  training  in  surgery  at  Harper  Hospital, 
Detroit.  Dr.  Dwyer  practiced  in  Seattle  a short 
time  before  moving  to  Aberdeen.  Death  was  due  to 
liposarcoma. 

dr.  whiting  b.  mitchell  of  Des  Moines  died  Jan- 
uary 31  of  heart  failure,  cerebral  thrombosis,  and 
arteriosclerosis.  He  was  78.  Dr.  Mitchell’s  degree 
was  awarded  by  University  of  Minnesota  Medical 
School  in  1911.  He  was  a World  War  I veteran. 

dr.  Raymond  c.  morse,  practitioner  in  Puyallup  for 
39  years,  died  April  1.  His  degree  was  granted  by 
Northwestern  University  Medical  School  in  1907 
and  he  remained  in  Chicago  for  internship  at  Cook 
County  Hospital.  Dr.  Morse  was  one  of  the  founders 
of  Puyallup  Valley  Ho.spital.  He  was  89. 
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J.  E.  Byes— Salem-Eugene-Portland  L.  M.  George,  Jr.— Portland 


W.  A.  Herzog— Tacoma 


R.  A.  Nims— Seattle 


F.  A.  Cantlon,  Jr.— Spokane 


“We’re  puzzled”*... 

. . . why  some  physicians  use  synthetic  preparations  or  thyroglobulin 
. . . why  some  use  nonbrand  thyroids  or  write  "thyroid  U.S.P." 

. . . when  ARMOUR  THYROID  offers  so  many  more  advantages 


1.  useful  PBI  results — not 
possible  with  synthetic 
orextracted  preparations 

2.  complete  thyroid 
therapy — containing 
both  thyroxine  and 


triiodothyronine  in 
natural  ratio 
3.  uniform  potency— 
doubly  assayed, 
chemically  and 
biologically 


4.  predictable  clinical 
response 

5.  proven  stability 

6.  lowest  cost 

6 advantages. 

*Your  Armour  representatives 


Only  ARMOUR  THYROID  gives  you  all  these 

That's  why  it's  important  to  specify 


ARMOUR 

THYROID 

RELATED  ARMOUR  PRODUCTS: 

Thyrar®  (Beef  Thyroid)  Thytropar®  (Thyrotropin! 


NEW — for  a continuous  supply  of  Armour  Thyroid  for  you  or 
your  immediate  family  simply  complete  and  return  this  coupon 

I 1 

| Gentlemen:  Please  send  my  first  bottle  of  100  Armour  Thyroid  I 
| tablets  offered  on  your  new  continuous  Physicians  Personal  I 
| Use  Program.  | 

I M.D.  I 


ADDRESS 


ARMOUR  PHARMACEUTICAL 
COMPANY  • KANKAKEE,  ILLINOIS 


CITY 

% gr.  'A  gr.  1 gr. 
Please  circle  potency  requested. 


STATE  ZIP  CODE 

2 gr.  3 gr.  5 gr. 
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Responds  Promptly  to 

PROTAMIDE 

—colloidal  solution  of  denatured 
proteolytic  enzyme— 

Relief  of  pain  is  prompt  in  non-traumatic  neuritis,  including 
herpes  zoster,  when  Protamide  is  administered  early  in  the 
course  of  the  disease.1-4  Equally  important,  complete 
recovery  usually  follows  in  three  to  five  days— even  in 
ophthalmic  herpes  zoster.5-6 


Dosage:  1 ampul  I.  M.  daily  for  2 to  5 days; 
longer  if  pain  persists. 

Caution:  Avoid  I.  V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each, 
for  intramuscular  injection. 


DETROIT  11,  MICHIGAN 


References:  1.  Baker,  A.  G.:  Penn.  Med.  J.  63: 697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med.  (Aug.  20)  1952,  pp.  16-19. 

3.  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw. 
Med.  (Nov.)  1955.  5.  Sforzolini,  G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959.  6.  Gile,  J.  H.:  W.  Virginia  Med.  J. 
59:120-122  (May)  1963. 
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IDAHO 


Idaho  State  Medical  Association — 364  sonna  building,  Boise,  Idaho 

president  Corwin  E.  Groom,  M.D.,  Pocatello 

secretary  A.  Curtis  Jones,  M.D.,  Boise 

executive  secretary  Mr.  A.  L.  Bird,  Boise 

annual  meeting  June  27-30,  1965,  Sun  Valley 


Welcome  New  Members 

The  following  physicians  have  been  elected  to 
membership  in  component  medical  societies:  Koo- 
tenai-Benewah  Medical  Society : John  M.  Lanham, 
Spirit  Lake;  Southeastern  Idaho  District  Medical 
Society:  Robert  C.  DeWeese,  Edward  E.  Fisher, 
David  M.  Jones,  and  Richard  E.  Ostler,  all  of  Po- 
catello; and  George  G.  Hales,  August  E.  Miller,  Jr., 
and  LaYar  M.  Withers,  all  of  Blackfoot;  Idaho  Falls 
Medical  Society:  Charles  R.  Boge,  Rulon  D.  Robi- 
son, and  Alfred  W.  Brunt,  Jr.,  all  of  Idaho  Falls. 
Hoyt  B.  Woolley,  who  recently  returned  to  Idaho 
Falls,  has  been  reinstated  as  a member. 

Staff  Installed 

William  D.  Fomey,  Boise,  has  been  installed  as 
president  of  the  medical  staff  of  St.  Luke’s  Hos- 
pital; Ralph  R.  Jones  is  president-elect  and  Richard 
G.  Gardner  is  secretary-treasurer. 

New  Society  Officers 

Bear  River  District  Medical  Society : President, 
Paul  H.  Daines,  Montpelier;  President-Elect,  Clair 
R.  Cutler,  Preston;  Secretary-Treasurer,  Leo  R. 
Hawkes,  Preston;  Delegate,  Paul  H.  Daines;  Alter- 
nate Delegate,  Clair  R.  Cutler. 

Shoshone  County  Medical  Society:  President,  E. 
E.  Gnaedinger,  Wallace;  President-Elect,  Robert  W. 
Cordwell,  Kellogg;  and  Secretary-Treasurer,  Glen 
M.  Whitesel,  Kellogg. 

Board  of  Medicine  Section 

Governor  Robert  E.  Smylie  has  appointed  Orland 
B.  Scott,  Kellogg,  and  Robert  E.  Lloyd,  Boise,  to 
the  State  Board  of  Medicine  for  six-year  terms. 

In  making  the  appointments,  Governor  Smylie 
asknowledged  acceptance  of  resignation  of  S.  M. 
Poindexter  of  Boise,  as  a member  of  the  Board  of 


Medicine,  and  said  that  he  was  accepting  the  resig- 
nation with  “deep  regret.” 

In  his  letter  to  Dr.  Poindexter,  Governor  Smylie 
said,  “ I acquiesce  in  your  decision  which  was  based 
on  personal  considerations.  I cannot  let  this  occasion 
pass  without  saluting  both  personally  and  officially 
your  long  and  distinguished  service  to  the  medical 
profession  and  to  the  people  of  Idaho  in  this  very 
responsible  and  difficult  position. 

“As  Chairman  of  the  Board  your  activities  on 
the  national  scene  have  brought  luster  to  the  name 
of  our  state  and  have  been  in  the  highest  tradi- 
tions of  your  great  profession.  Your  service  under 
three  Governors  through  all  the  years  to  date  of 
the  Board  of  Medicine’s  existence  are  a monument 
of  consequence  to  your  skill  in,  and  devotion  to,  the 
public  service.  Be  assured,  good  friend,  of  my  con- 
tinuing regard  and  best  washes.” 

Prior  to  enactment  of  the  present  Medical  Prac- 
tice Act.  Dr.  Poindexter  has  served  as  a member  of 
the  Medical  Examining  Committee  for  7 years  and 
had  served  as  Chairman  of  the  Board  of  Medicine 
since  1949. 

State  Legislative  Scene 

With  a 74-day  regular  session,  plus  a week-long 
special  session,  Idaho’s  38th  legislature  finally  closed 
shop  on  March  25.  The  session  in  general,  the  work 
it  accomplished  and  the  record  it  established  will 
undoubtedly  be  brought  before  the  public  many 
times  during  coming  months  and  in  various  political 
campaigns. 

The  legislators  managed  to  debate  and  pass 
several  historic  matters,  among  them  the  sales  tax, 
groundwork  for  property  tax  equalization,  the  water 
resources  agency,  and  the  biggest  budget  ever. 

During  the  session  the  association’s  State  Legis- 
lative Committee  met  weekly  to  review  and  evalu- 
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ate  many  measures  that  had  been  introduced.  It 
was  the  task  of  this  committee  to  carry  out  the 
directives  of  the  House  of  Delegates  and  the  Offi- 
cers and  Councilors  and  to  plan  campaigns  for  or 
against  the  bills.  During  the  session  a total  of  33 
bills  of  interest  to  the  medical  profession  were 
studied  and  acted  upon. 

The  Narcotics  Control  Act,  H.  B.  300,  sponsored 
by  the  Attorney  General’s  Office  and  the  State  De- 
partment of  Law  Enforcement  and  passed  by  both 
houses,  was  vetoed  by  Governor  Robert  E.  Smylie 
on  March  30.  The  Senate  had  previously  killed  a 
House  approved  appropriation  of  $40,000  to  ad- 
minister the  act. 

In  vetoing  the  bill,  Governor  Smylie  said  that 
without  adequate  administration,  “the  bill  would 
create  chaos  and  uncertainity  of  the  worst  order.” 
He  also  noted  that  the  Attorney  General  had 
described  narcotics  in  Idaho  as  a problem,  but  not 
a major  one. 

The  Legislative  Dispensary,  under  the  capable 
guidance  of  C.  A.  Robins  of  Lewiston,  again  proved 
to  be  an  extremely  popular  association  public  re- 
lations project!  The  association  received  excellent 
publicity  and  many  favorable  comments  from  leg- 
islators of  both  political  parties. 

Idaho  physicians  received  a testimonial  for  their 
activities  from  two  men  who  should  know,  John 
A.  Edwards,  Council,  and  Kitchener  E.  Head, 


Driggs,  both  members  of  the  House. 

They  congratulated  Idaho  physicians  for  their 
opposition  to  a packet  of  bills  designed  to  force 
recognition  of  optometrists  by  medical  service  bu- 
reaus and  various  insuring  groups. 

Dr.  Edwards  and  Dr.  Head  said  at  one  point  they 
felt  defeated  in  their  battle  against  the  bills.  How- 
ever, they  were  greatly  encouraged  as  support 
for  their  stand,  prompted  by  numerous  contacts 
and  telephone  calls  from  physicians,  began  to  grow. 

The  most  offensive  of  the  bills  lost  in  the  House 
and  the  others  died  in  the  Senate. 

In  the  field  of  medical  education,  an  appropria- 
tion of  $400,000  was  approved  for  Idaho’s  share  in 
the  WICHE  student  exchange  program  in  medi- 
cine, dentistry  and  veterinary  medicine. 

H.J.M.  7,  calling  for  the  state  to  conduct  “ne- 
gotiations with  the  several  medical  schools  in  the 
WICHE  compact  area”  as  recommended  by  the 
Governor’s  Medical  Education  Committee,  was 
adopted. 

A new  committee  of  Idahoans  to  serve  as  mem- 
bers of  the  Medical  Education  Committee  to  con- 
duct negotiations  with  medical  schools  has  been 
appointed.  Alfred  M.  Popma,  Boise,  an  Idaho 
WICHE  Commissioner,  has  been  named  Chairman. 
Other  members  include  Walter  H.  Stephans,  Mos- 
cow, Vice-President  of  Administration,  University 
of  Idaho,  and  Senator  Periy  Swisher  of  Pocatello. 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINIL 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  V2  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  manager  at  the 
editorial  office  not  later  than  20th  of  month  preceding  date  of 
issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared  in  the 
journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


GENERAL  PRACTITIONER-WANTED-Two  - man  partnership 
needs  associate  for  very  busy  office.  Excellent  opportun- 
ity for  one  who  has  had  residency  in  surgery.  Greater  Se- 
attle area  with  choice  of  hospital  facilities.  Write  Box  41-A. 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wash.  98121. 


ALLIED  PERSONNEL  OFFICES,  INC.— Our  recruiting,  screening 
and  referral  services  can  be  of  valuable  assistance  to  you 
in  securing  the  medically  trained  person  or  situation  you 
desire.  Seattle  offices  247  Logan  Bldg..  MA.  4-4793,  Everett 
office,  703  Medical  Dental  Bldg.,  AL.  2-3157. 


EXCELLENT  OPPORTUNITY  FOR  GP-PALOUSE,  WASH.— Physi- 
cian needed  immediately  for  town  of  1100  population. 
Productive  farming  region,  two  state  universities  only 
15  miles  away.  Space  available  and  ready  for  occupancy. 
Write  Chamber  of  Commerce,  Palouse,  Wash. 


GP  OPPORTUNITY— RAINIER  VALLEY,  SEATTLE— Established 
20-year  practice  of  deceased  physician.  Attractive  suite 
completely  equipped  and  ready  for  occupancy.  Call 
Seattle  LA  3-0431,  or  SU  4-2221. 


GENERAL  PRACTITIONER  DESIRES  ASSOCIATE-Share  mod- 
ern, new  medical  building  in  fast-growing  residential 
Eugene,  Oregon.  Lab,  x-ray  and  minor  surgery  facilities 
available.  Ample  parking.  Five  minutes  to  hospital.  John 
W.  Petty,  M.D.,  3467  Hilyard  St.,  Eugene,  Oregon  97405. 

GENERAL  PRACTICE  OPPORTUNITY-SEATTLE  - Associate  in 
general  practice  with  2-man  group.  Write  Box  15-B,  North- 
west Medicine,  500  Wall  Street,  Seattle,  Wash.  98121. 


GP  OPPORTUNITY  NEAR  MEDFORD,  OREGON-Our  com- 
munity of  12,000  people  has  one  over-worked  physician 
who  needs  an  associate.  We  have  a new  medical  building 
in  a multi-million  dollar  shopping  center  just  waiting  for 
you,  on  most  reasonable  terms.  Excellent  climate,  top 
recreational  opportunities.  Seven  miles  from  Medford.  Call 
or  write  Mr.  John  Laden  or  Mr.  W.  J.  Williams,  Cox  2458, 
White  City,  Oregon,  97542,  phone  826-2521. 


GP  ASSOCIATE  WANTED  NORTH  SEATTLE  LOCATION— 

Write  or  call  Wm.  F.  Meade,  M.D.,  8118  Greenlake  Dr. 
No.  Seattle,  Wash.  98103,  LA  2-2314. 


GENERAL  PRACTITIONER  WANTED  VANCOUVER,  WASH- 

Busy  lucrative  practice  for  physician  and  surgeon.  Four 
treatment  rooms,  reception  room,  physicians  office,  busi- 
ness office  and  lounge.  Modern  equipment,  x-ray,  EKG 
and  lab.  Air  conditioned  and  newly  decorated.  Ample  park- 
ing on  premises.  Between  two  accredited  hospitals.  OX  4- 
5181,  OX  4-2854  or  Portland  BU  9-0100. 


PORTLAND,  OREGON  PRACTICE  OPPORTUNITY-Well-estab- 
lished,  ideally  located  downtown  medical  office  needs 
associates.  Internist  and  generalist  or  general  surgeon 
preferred.  Potential  for  2 or  3 men  to  assume  entire 
office  in  near  future.  Write  Box  #123,  1717  S.  W.  Park  Ave., 
Portland,  Oregon  97201. 


GP  OPPORTUNITY  SUBURBAN  SEATTLE-Great  need  for  GP 
or  pediatrician  exists  in  Des  Moines,  Wash.,  25  miles  from 
downtown  Seattle.  Nearest  pediatrician  5 miles  away.  Air 
conditioned  medical  suite  available  in  New  Marine  Drive 
Medical  Dental  Bldg.  Contact  Victor  Menashe,  D.M.D., 
TR  8-2673. 


G.P.  TO  TAKE  OVER  PRACTICE— Fully  equipped  office  with 
all  records.  No  strings.  l/2  block  from  100-bed  hospital. 
N.W . Seattle.  Leaving  for  residency.  Call  collect  SU  3-1177. 


HOUSE  RESIDENT— Salaried  general  practice  residency  avail- 
able July  1,  1965.  Call  administrator  233-4567,  or  write 
Holladay  Park  Hospital,  220  N.E.  Multnomah  St.,  Portland, 
Oregon  97232. 


PROFESSIONAL  AND  TECHNICAL  AIDES 


PHYSICAL  THERAPISTS—  Provide  professional  therapeutic 
services  to  patients  in  a state  mental  institution.  Locate  in 
Pendleton,  Oregon.  Must  have  graduated  from  an  approved 
school  of  physical  therapy.  Salary  range  $460  to  $655 
depending  upon  experience.  Apply  Oregon  Civil  Service 
Commission,  Public  Service  Building,  Salem,  Oregon  97310. 

NURSES  WANTED— Vacancies  at  various  locations  in  Ore- 
gon’s Mental  Health  program.  This  is  professional  and  super- 
visory nursing  work.  Must  have  completed  training  at  a 
recognized  school  of  nursing.  Salary  range  $400  to  $525 
depending  on  experience.  Apply  Oregon  Civil  Service 
Commission,  Public  Service  Building,  Salem,  Oregon  97310. 


LOCATIONS  DESIRED 


OUT  OF  STATE  GP— 1 9-years  practice,  wishes  to  relocate  in 
Washington.  Write  Box  18-B,  Northwest  Medicine,  500 
Wall  St.,  Seattle,  Wash.  98121. 


ORTHOPEDIST — Age  31,  married,  seeks  ass’n.  with  ortho- 
pedic group  in  Washington  or  Oregon.  Consider  assistant- 
ship  also.  Urologist,  eligible  to  board,  age  32,  married, 
seeks  clinic  appointment  in  Washington  or  Oregon.  Creden- 
tials on  file  with  Continental  Pacific  Coast  Medical  Bu- 
reau, Agency,  Suite  507,  9777  Wilshire  Blvd.  Beverly  Hills. 
No  obligation  of  any  kind  to  employing  office. 


OFFICE  SPACE 


MEDICAL  SUITE— OLYMPIA— Prefer  neurologist  or  psychiatrist 
for  suite  available  in  Medical-Dental  Building,  Olympia. 
Contact  Mr.  Ray  Moen,  FL  7-7779,  519  Washington  St., 
Olympia,  Wash. 


WELL-EQUIPPED  GP  OFFICE— Busy  location  near  excellent 
hospital.  Very  reasonable  rent.  Asking  only  a fair  price  for 
equipment.  Richard  Lucke,  M.D.,  2208  Market  St.  N.W., 
Seattle,  Wash. 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA— Fully  serviced 
professional  offices,  from  $2.00  to  $3.50  per  sq.  ft.  annually. 
Mr.  Jack  Hayes,  Henry  Broderick,  Inc.,  MA  2-4350,  Seattle. 


SPACIOUS  PHYSICIAN'S  OFFICE  FOR  RENT-In  building  with 
2 dentists,  near  Northgate.  Reasonable  rent.  Call  EM  3-0363, 
Seattle. 


EDMONDS  BRAND  NEW  MEDICAL  CLINIC-Two  furnished 
suites  available,  utilities  and  janitor  service  included.  15 
min.  to  Seattle  center  via  freeway.  Pr.  8-4333  or  Pr.  8-2205. 


PROFESSIONAL  SUITE— SEATTLE— One  physician,  dentist  or 
pharmacist  suite  in  new  medical-dental  building  5 min- 
utes to  hospital.  Near  park.  Near-by  free  parking  for 
doctor  and  patients.  Reasonable  rent,  contact  Evan  H. 
Shu,  M.D.,  1605  Washington  St.,  So.  EA  3-9292,  Seattle, 
Wash.  98144. 


CLINIC  BUILDING,  KENT,  WASH.-Rapidly  growing  Lake 
Meridian  area.  Two  suites  of  1,684  total  sq.  ft.  in  new 
building.  Ample  black  top  parking.  Contact  Mrs.  H.  H. 
Heaton,  AL  5-6066  or  WE  5-5203. 


FURNISHED  OFFICE  AVAILABLE  PART  TIME-Use  of  completely 
furnished  and  staffed  office  for  qualified  specialist,  in  new 
clinic  opposite  Aurora  Village  in  North  End  Seattle.  Terms 
and  time  open.  Call  LI  6-2434  or  SU  2-6404. 
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GENERAL  PRACTITIONER  WANTED-LACY,  WASH.  - Space 
available  and  ready  for  occupancy  in  new  air-conditioned 
building.  Private  reception  room,  3 exam,  rooms,  lab,  and 
private  lavatory,  office  and  business  office.  Ample  parking. 
Two  dentists  occupy  rest  of  building.  Area  one  of  the 
fastest  growing  in  Northwest.  Write  R.  C.  Sauls,  D.D.S., 
4445  Lacy  Blvd.,  Olympia,  Wash. 


SPACIOUS  PHYSICIAN'S  OFFICE  FOR  RENT— In  attractive  air- 
conditioned  building  with  two  other  GPs.  Rapidly  growing 
area  with  excellent  schools  and  accredited  hospital  avail- 
able. Contact  R.  S.  Waltz,  M.D.,  1818  Pacific  Ave.,  Forest 
Grove,  Oregon  97116,  phone  EL  7-3106. 


FIRST  HILL  MEDICAL  SUITE-SEATTLE— Physician  suite  of  800 
sq.  ft.  Adequate  facilities  and  plumbing.  If  desired  will 
remodel  to  needs.  Ample  parking.  Rent  to  be  negotiated. 
Contact  Wm.  Taraday,  D.D.S.,  EA  5-4343. 


MEDICAL  OFFICE  FIRST  HILL— SEATTLE— For  rent  a fully- 
equipped  office  with  an  adjoining  examining  room  avail- 
able. This  includes  a receptionist-typist  and  a convenient 
near-by  parking  area  for  patients.  Call  EA  2-5966. 


RESORTS 


BEACH  HOUSE— SUMMER  RENTAL-One  block  from  the  beach, 
3 small  bedrooms,  furnished  except  linens.  June  1 to  Sept. 
1.  $100  per  week,  minimal  rental  2 weeks,  $25  deposit  with 
reservation.  Write  to  Mr.  George  Faris,  66-6th,  Seaside, 
Oregon. 


EQUIPMENT 


X-RAY  FOR  SALE— G.E.  500  ma  and  85  KV.  Tilt  table,  spot 
film  fluoroscope.  Write  F.  Granat,  M.D.,  653  W.  Nickerson, 
Seattle,  for  inspection.  Owner  retiring. 


MEDICAL  EQUIPMENT  FOR  SALE— Good  used  x-ray,  cheap, 
exam  tables,  suction  machine.  SU  4-2444,  Seattle. 


60  YEARS 

SERVING  THE  MEDICAL  PROFESSION 
IN  THE  NORTHWEST 

Office  Supplies,  Printing,  Lithographing 
Statement  and  Remittance  Envelopes 
Office  and  Reception  Room  Planning 
Steel  and  Wood  Furniture,  Shelf  Filing 


TRICK  & MURRAY 

300  Westlake  No.  at  Thomas  Street 
MA  2-1440  Seattle,  Wash.  98109 

Off-Street  Parking 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292-2641  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of  your 
problems  relating  to  Alco- 
holism as  a courtesy  to  the 
profession.  Telephone  at 
any  hour.  Illustrated  litera- 
ture on  request. 

MEDICAL  STAFF 
John  R.  Montague,  M.D. 
Merle  M.  Kurtz,  M.D. 

Marvin  J.  Weinstein,  M.D. 
Norris  H.  Perkins,  M.D. 

John  W.  Evans,  M.D.,  Consult- 
ing Psychiatrist 

Physicians 
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Meetings 


OF  MEDICAL 


SOCIETIES 


AMA  Annual — New  York,  June  20-24, 

1965,  Chicago,  June  26-30,  1966. 

AMA  Clinical — Philadelphia,  Nov.  28 — 
Dec.  1,  1965,  Las  Vegas,  Nov.  27-30, 

1966. 

Idaho  State  Medical  Association — June 
27-30,  1965,  July  6-9,  1966,  June  28- 
July  1,  1967,  Sun  Valley. 

North  Pacific  Society  of  Neur.  & Psy. — 
Pres.,  Edward  K.  Kloos,  Portland 
Sec.,  W.  W.  Thompson,  Portland 

Northwest  Allergy  Forum — May  21,  22 
— Benson  Hotel,  Portland 

Northwest  Proctological  Society — Aug. 

29-Sept.  2,  1965,  Yakima. 

Northwest  Regional  Meeting,  American 
College  of  Physicians,  Oct.  28-29, 
1966,  Vancouver. 

Northwest  Rheumatism  Society 

Pres.,  John  E.  Stanwood,  Lebanon 
Sec.,  A.  C.  Jones,  Portland 
Oregon  Medical  Association — 

Sept.  21-25,  1965,  Portland 
Washington  State  Medical  Association — 
Sept.  12-15,  1965,  Seattle 
West  Coast  Allergy  Society — 

Pres.,  James  E.  Stroh,  Seattle 
Sec.,  A.  G.  Corrado,  Richland 


OREGON 

Ore.  Acad.  Ophth.  & Otolar. — Cosmo- 
politan Motor  Hotel,  4th  Tues., 
Sept.-May 

Pres.,  R.  L.  Erickson,  Salem. 

Sec.,  S.  C.  Stenerodden,  Salem. 
Oregon  Dermatologic  Society — Portland, 
2nd  Wednesday  (Nov.,  Jan.-Apr.) 
Pres.,  Joyle  Dahl,  Portland. 

Sec.,  Albert  E.  Larner,  Portland. 
Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April, 
Oct.). 

Pres.,  Kenneth  D.  Gaver,  Salem. 
Sec.,  Wayne  M.  Pidgeon,  Portland. 
Oregon  Pathologists  Association — Port- 
land, 2nd  Friday  (Feb.,  Apr.,  Oct., 
Dec.) 

Pres.,  John  Christopher,  Salem 
Sec.,  K.  D.  McMilan,  Eugene 


Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
through  school  year 

Pres.,  George  R.  Satterwhite,  Port- 
land 

Sec.,  Robert  S.  Miller,  Beaverton 

Ore.  Soc.  Obst.  & Gynec. — Portland, 
Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.  thru  May) 

Pres.,  Martin  Sichel,  Portland 
Sec.,  J.  W.  Fergus,  Portland 

Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland 
Pres.,  Gerald  Whitlock,  Portland. 
Sec.,  Emerson  J.  Collier,  Portland. 

Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Congress  Hotel 

Pres.,  Irl  Clary,  Portland. 

Sec.,  David  Sellers,  Portland 

Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  J.  L.  Stevenson,  Jr.,  Portland. 
Sec.,  R.  J.  Meechan,  Portland. 

Portland  Surgical  Society — 4th  Tuesday 
(Sept.-May),  University  Club,  Port- 
land 

Pres.,  Clare  Peterson,  Portland 
Sec.,  Wm.  R.  Sweetman,  Portland. 

WASHINGTON 
King  County  Acad.  Gen.  Pract. — 4th 
Mon.,  exc.  June,  July,  Aug.,  Dec. 
Pres.,  David  W.  Rabak,  Seattle 
Sec.,  Howard  R.  Pyfer,  Seattle 

Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct.-May)  Seattle,  Tacoma, 
or  Everett 

Pres.,  Louis  J.  Sarro,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 

Seattle  Academy  of  Surgery — 3rd  Wed. 
bi-monthly;  Seattle  Yacht  Club 
Pres.,  Paul  O’Hallaren,  Seattle. 
Sec.,  Nicholas  Sarro,  Seattle 


Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
July,  Aug.,  Dec. 

Pres.,  Charles  G.  Stipp,  Seattle. 
Sec.,  Glen  E.  Hayden,  Seattle. 

Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  Arctic  Club 
Pres.,  Charles  Kaplan,  Seattle 
Sec.,  Richard  Dion,  Seattle 

Seattle  Surg.  Soc. — 4th  Mon.  (Sept.- 
June) 

Pres.,  Rodney  Hearne,  Seattle. 

Sec.,  J.  Garth  Mooney,  Seattle. 

Spokane  Society  of  Internal  Medicine — 
Quarterly,  Ridpath  Motor  Inn, 
March  5,  1966. 

Pres.,  Arch  Logan,  Jr.,  Spokane 
Sec.,  Roy  T.  Pearson,  Spokane 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  F.  Barronian,  Tacoma 
Sec.,  Calvin  R.  Lantz,  Tacoma 

Tacoma  Surgical  Club  — 3rd  Tuesday 
(Sept.-May) 

Pres.,  R.  O.  Diefendorf,  Bremerton 
Sec.,  Stanley  W.  Tuell,  Tacoma 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June) 

Pres.,  L.  L.  Herr,  Seattle. 

Sec.,  John  E.  Nelson,  Seattle 

Washington  Academy  of  General  Prac- 
tice 

Pres.,  Richard  A.  Stiles,  Yakima 
Sec.,  Helene  M.  Templeton,  Seattle 

Washington  State  Radiological  Society 
— Seattle,  Quarterly 
Pres.,  Kenneth  E.  Gross,  Tacoma 
Sec.,  Owen  Martin,  Seattle. 

Wash.  St.  Soc.  of  Anesthesiologists 

Pres..  Edward  Eylander,  Tacoma 
Sec.,Kiyoaky  Hori,  Tacoma 

Wash.  St.  Soc.  of  Allergy. 

Pres.,  Paul  Van  Arsdel,  Jr.,  Seattle. 
Sec.,  S.  H.  Tarica,  Seattle. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  Ralph  Foster,  Yakima 
Sec.,  G.  Douglas  Romney,  Yakima 
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One  of  the  three  pleasant  patient's  lounges  in  the  new  Shadel  Hospital.  The 
hospital,  designed  specifically  for  the  treatment  of  alcoholism,  is  located  at 
12001  Ambaum  Boulevard,  S.W.,  Seattle.  CH.  4-8100. 


The  setting  for  the  52-bed  hospital  is  in  a suburban  area  which  provides 
the  convenience  of  close  contact  with  all  of  the  medical  facilities  of  the  City  of 
Seattle,  combined  with  the  quiet  surroundings  and  peaceful  atmosphere  of  a 
secluded  district. 

The  design  of  the  hospital  is  both  modern  and  functional  and  will  maintain 
the  personal  and  homelike  atmosphere  which  has  been  synonymous  with  Shadel 
Hospital  treatment. 


APPROVED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION 


MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 


Human 
tetanus 
antitoxin 
that  provides 
protection 
with  far 
greater 
safety 
and  far 
fewer  units 


Hyper-Tet  is  a gamma  globulin  fraction  of  venous 
blood  from  hyperimmunized  humans  and  contains  no 
heterologous  protein.  Far  fewer  units  of  Hyper-Tet 
are  required  for  prophylaxis  than  with  equine 
or  bovine  antitoxin.  Recent  studies1'3  show  these  lower 
dosages  of  tetanus  immune  globulin  (human) 
established  protective  levels  well  above  the 
recommended  immunity  level4  for  up  to  5 weeks. 


Hyper-Tet  can  cause  none  of  the  reactions  usually 
connected  with  heterologous  antitoxins.  It  can  be 
injected  immediately.  Skin  or  conjunctival  sensitivity 
tests  should  NOT  be  given. 


The  tetanus  antitoxin 
without  horse  serum 
and  its  reactions 


Hyper-Tet'“[TETANus  immune  globulin— human] 


Hyper-Tet  is  available  in  250  and  500  unit  vials.  A 250  unit 
dose  is  now  regularly  used  in  routine  prophylactic  cases.  In 
cases  where  the  injury  is  severe  and  where  the  risk  of  potential 
tetanus  infection  is  higher,  a dose  in  excess  of  250  units  may 
be  indicated  and  antibiotic  prophylaxis  may  also  be  advisable.5 

Side  Effects  and  Precautions:  The  likelihood  of  anaphylactoid  or 
serum  reactions  due  to  intramuscular  injection  of  gamma 
globulin  is  remote.  Very  rare  serious  reactions  have  been 
reported,  however,  and  their  extreme  rarity  makes  it 
impossible  to  predict  their  occurrence.  Slight  soreness  at  and 
over  the  injection  site  may  be  noted.  Do  not  give 
intravenously.  There  are  no  known  contraindications. 


References : 1 . Rubbo,  S.  D„  and  Suri,  J.  C. : Brit.  M.J.  2 :79  (July  1 4)  1 963. 

2.  Rubinstein,  H.  M.:  Am.  J.  Hyg.  76:276,  1962.  3.  McComb,  J.  A.:  New  England 
J.  Med.  270 :1 75  (Jan.  23)  1 964  4.  Effective  tetanus  protective  level  established 
by  Sir  David  Bruce.  5.  Editorial : Tetanus  Immunization,  JAMA  161 :883, 1 956. 
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Emergency  Management  of  Massive  Pulmonary  Embolism 
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Complete  information  for  usage  available  to  physicians  upon  request. 
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Provides  balanced 
nutritional  values 

® Fibre-free  HYPOALLERGENIC  formula. 

(2)  An  excellent  formula  for  regular 
infant  feeding. 

® An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 

SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 

Strikingly  similar  to  mother's  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 

Clinical  data  furnish  evidence  of  SOYALAC’S  value 
in  promoting  growth  and  development. 

Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 


'SoMifc cmd 

A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information,  and  a supply  of  samples. 


onto, 


Medical  Products  Division 
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■ Clinicians  throughout 
the  world  consider 
meprobamate  a therapeutic 
standard  in  the 
management  of  anxiety 
and  tension. 

■ The  high  safety-efficacy 
ratio  of  ‘Miltown’  has 
been  demonstrated  by 
more  than  a decade 

of  clinical  use. 


I 


Indications:  ‘Miltown’  (meprobamate)  is  effective  in  re- 
lief of  anxiety  and  tension  states.  Also  as  adjunctive 
therapy  when  anxiety  may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 

Contraindications:  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  or  meprobamate-containing 
drugs. 

Precautions:  Careful  supervision  of  dose  and  amounts 
prescribed  is  advised.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use  for 
weeks  or  months  at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-existing  symptoms, 
or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if  these 
symptoms  are  present.  Effects  of  excessive  alcohol  may 
possibly  be  increased  by  meprobamate.  Grand  mal  sei- 
zures may  be  precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  character- 
ized by  an  urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia,  and  a 
single  case  of  fatal  bullous  dermatitis  after  administra- 
tion of  meprobamate  and  prednisolone  have  been  re- 
ported. More  severe  and  very  rare  cases  of  hypersensi- 
tivity may  produce  fever,  chills,  fainting  spells,  angio- 
neurotic edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stomatitis  and  proc- 
titis. Treatment  should  be  symptomatic  in  such  cases, 
and  the  drug  should  not  be  reinstituted.  Isolated  cases 
of  agranulocytosis,  thrombocytopenic  purpura,  and  a 
single  fatal  instance  of  aplastic  anemia  have  been  re- 
ported, but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG  activ- 
ity has  been  reported,  usually  after  excessive  meproba- 
mate dosage.  Suicidal  attempts  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 

Usual  adult  dosage:  One  or  two  400  mg.  tablets  three 
times  daily.  Doses  above  2400  mg.  daily  are  not 
recommended. 

Supplied:  In  two  strengths:  400  mg.  scored  tablets  and 
200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 


y,  Wallace  Laboratories  / Cranbury,  N.J. 


CM- 4534 


/ 


THE  POWER 
OF  NEGATIVE 
THINKING 


No  doubt  you  have  attached  diagnostic  importance  to  negative  findings  for 
years.  When  you  apply  your  stethoscope,  all  is  usually  normal.  When  you  test 
for  reflexes  you  generally  find  them  normal,  too.  In  your  routine  urine  checks 
with  dip-and-read  HEMA-COMBISTIX™  Reagent  Strips,  you  generally  discover 
that  urinary  blood,  protein,  and  glucose  are  absent,  and  pH  normal. 

But  when  you  discover  an  abnormal  finding  you  may,  within  60  sec- 
onds, have  detected  pathology  well  in  advance  of  the  appearance  of 
related  symptoms.  □ Ames  Company,  Inc.,  Elkhart,  Indiana.  ***»  ames 
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Time  after  time,  in  patient  after  patient, 
Percodan’s  pain-killing  action  is  fast,  potent  and 
predictable.  Enthusiasm  for  Percodan  by  physi- 
cians is  almost  directly  proportional  to  their  expe- 
rience with  this  analgesic  formula.  Just  one 
Percodan  tablet  usually  brings  relief  within  5 to 
15  minutes  and  maintains  it  for  6 hours  or  more. 
It  rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours. 
Precautions,  Side  Effects  and  Contraindications 
— The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and 
somewhat  greater  than  those  of  codeine.  The  usual 
precautions  should  be  observed  as  with  other  opi- 


ate analgesics.  Although  generally  well  tolerated, 
Percodan  may  cause  nausea,  emesis,  or  constipa- 
tion in  some  patients.  Percodan  should  be  used 
with  caution  in  patients  with  known  idiosyn- 
crasies to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias. 


Also  available:  Percodan®-Demi,  each  scored 
pink  tablet  containing  2.25  mg.  oxycodone  HC1 
(Warning:  May  be  habit-forming),  0.19  mg.  oxy- 
codone terephthalate  (Warning:  May  be  habit- 
forming), 0.19  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg. 
caffeine. 


throughout  the  wide  middle  range  of  PAIN. . . 


Literature  on  request 

ENDO  LABORATORIES  INC.  Garden  City,  New  York 


Each  scored  yellow  Percodan*  Tablet  contains 
4.50  mg.  oxycodone  HC1  (Warning:  May  be  habit- 
forming), 0.38  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.38  mg.  hom- 
atropine terephthalate,  224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 

•U.S.  Pats.  2,628,185  and  2,907,768 


When  the  call  is  for 
CARDIOGRAPHY... 


in  the  hospital . . . 


in  the  office . . . 


in  the 
patient's 
home . . . 


the  new  500  VISO  makes  everything  easier 


HEWLETT  m 
PACKARD  Jill  SANBORN 
M DIVISION 

Bellevue  Hewlett-Packard.,  Neely  Sales  Division,  11656  N.  E.  8th  Street,  (206)  454-3977 

Bellevue,  Washington  9S004 

Portland  Hewlett-Packard,  Neely  Sales  Division,  2737  S.  W.  Corbett  Ave.,  (503)  228-5107 

Portland,  Oregon  97201 
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A LAXATIVE  YOU  CAN  PRESCRIBE  WITH  CONFIDENCE 
BECAUSE  IT  IS  RELIABLE  AND  GENTLE 

SENOKOT 

(standardized  senna  concentrate) 

TABLETS/GRANULES 


• Over  a decade  of  wide  clinical  use  in  hospitals  and  office  practice 

• More  than  90%  effectiveness  reported  in  numerous 
and  extensive  clinical  studies* 

• High  patient  acceptance  . . . virtual  freedom  from  side  effects 
with  proper  dosage 

• Individualized  dosage  to  fit  the  needs  of  patients  of  all  ages 

DOSAGE:  (Preferably  at  bedtime):  TABLETS:  ADULTS:  2 tablets  (max.— 4 tablets  b.i.d.).  IN  PREG- 
NANCY: 1 tablet  (max.— 4 tablets  b.i.d.).  CHILDREN:  Above  60  lb.:  1 tablet  (max.— 2 tablets  b.i.d.). 
GRANULES:  ADULTS:  1 level  teaspoonful  (max.— 2 level  teaspoonfuls  b.i.d.).  IN  PREGNANCY:  V2 
level  teaspoonful  (max.— 2 level  teaspoonfuls  b.i.d.).  CHILDREN:  Above  60  lb.:  V2  level  teaspoonful 
(max.— 1 level  teaspoonful  b.i.d.).  *Over  too  references  available  on  request. 

SUPPLIED:  SENOKOT  Tablets— Bottles  of  30  & 100.  SENOKOT  Granules— 4 oz.,  8 oz.  & 1 lb.  canisters. 
If  your  young  or  old  patients  prefer  a liquid  laxative,  Rx  delicious  SENOKOT  Syrup  (standardized 
extract  of  senna  fruit).  For  dosage  and  administration  see  current  PDR. 

THE  PURDUE  FREDERICK  C O M P A N Y / Y O N K E R S , NEW  YORK 
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“BACK 

TO 

NORMAL” 


C AUDIO  QUIN  TABLETS 


QUINIDINE  POLYGALACTURONATE 


A BETTER-TOLERATED  QUINIDINE 
MOLECULE  With  quinidine  polygalacturo- 
nate,  significantly  lower  incidence  of  local  gas- 
trointestinal irritation  than  with  quinidine 
sulfate  has  been  noted  in  clinical  studies. 
MORE  PATIENTS  MAY  NOW  BE  CON- 
VERTED TO  NORMAL  SINUS  RHYTHM 
Many  patients,  unable  to  tolerate  quinidine  sul- 
fate, can  be  converted  and  maintained  on  quini- 
dine polygalacturonate. 

THE  ADVANTAGE  OF  “CONTROLLED 
CONVERSION” -THANKS  TO  FLEXIBLE 
DOSAGE  Unlike  the  sustained-release  forms 
of  quinidine,  with  their  inflexible  dosage,  quini- 
dine polygalacturonate  permits  the  physician 
to  retain  control  of  the  delicate  process  of  con- 
version, by  dosage  adjustment  when  necessary. 


BRIEF  SUMMARY:  INDICATIONS:  Prevention 
and  termination  of  atrial  fibrillation,  atrial  flutter, 
atrial  premature  contractions,  paroxysmal  atrial 
tachycardia,  paroxysmal  ventricular  tachycardia, 
premature  ventricular  contractions.  CONTRAIN- 
DICATIONS: 1)  Absolute:  Complete  atrioventric- 
ular heart  block  or  history  of  previous  sensitivity 
reactions.  2)  Relative:  Partial  a-v  and  bundle 
branch  block,  severe  cardiac  failure  and  hypertro- 
phy, chronic  valvular  disease,  subacute  bacterial 
endocarditis,  acute  infection,  advanced  age.  PRE- 
CAUTIONS: The  same  as  with  all  quinidine  salts. 
Frequent  ECG  recommended;  discontinue  drug  if 
ECG  shows  conduction  system  defects.  Decrease 
dosage  if  signs  of  cinchonism  develop.  Initial  thera- 
peutic dose  should  be  used  as  test  dose  for  possible 
hypersensitivity.  COMPOSITION : Each  CAR- 
DIOQUIN  Tablet  (quinidine  polygalacturonate 
275  mg.)  is  equivalent  in  quinidine  content  to  3 
grains  quinidine  sulfate.  Detailed  information  and 
references  available  to  physicians  on  request. 


THE  PURDUE  FREDERICK  COMPANY  / YONKERS,  NEW  YORK 
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protect 
your  patients 
from 

self-inflicted 

trauma 


TO  REMOVE  EARWAX  QUICKLY  AND  EASILY/ USUALLY  WITH  A SINGLE  15-30  MINUTE  TREATMENT 

Cerumenex  Drops 

(triethanolamine  polypeptide  oleate-condensate) 

Brief  Summary:  Sig:  1.  Fill  auditory  canal  with  the  drops;  2.  Insert  cotton  plug  and  allow  to  remain  15-30  minutes; 
3.  Then  gently  wash  ear  with  lukewarm  water,  using  soft  rubber  syringe.  Indications:  Removal  of  excess  or  impacted 
cerumen;  cleansing  the  ear  canal  prior  to  audiometry,  otologic  examination  or  therapy.  Effectiveness:  Excellent  results 
in  over  94%  of  published  cases.*  Side  Effects:  Reported  incidence  in  clinical  studies  is  about  1%,  ranging  from  mild 
erythema  to  severe  eczematoid  reaction  of  external  ear  and  periauricular  tissue;  all  with  complete,  uneventful  resolu- 
tion and  no  sequelae.  Precautions:  Patch  test  in  patients  with  suspected  or  known  allergy.  Use  with  caution  in  otitis 
externa,  otitis  media,  perforated  drum,  dermatologic  sensitivity  or  other  allergic  manifestations.  Avoid  undue  exposure 
of  large  skin  areas  to  the  drug.  Contraindications:  Previous  untoward  reaction;  positive  patch  test. 

*Bibliography  and  detailed  information  available  upon  request  to  The  Purdue  Frederick  Company  Medical  Department 

THE  PURDUE  FREDERICK  C O M P A N Y / Y O N K E R S , NEW  YORK 


COPYRIGHT  1965,  THE  PURDUE  FREDERICK  COMPANY 


IN 

EXTERNAL 
OTITIS 
" SPECIAL 
DELIVERY"! 


surfactant-penetrant  in 


OTALGINE  DROPS 

(neomycin  undecylenate,  tyrothricin,  hydrocortisone,  ethylene  oxide-polyoxypropyleneglycol  condensate,  propylene  glycol) 

delivers  antibiotic  antifungal,  anti-inflam- 
matory agents  directly  to  the  site  of  infection 

Penetrating  the  barrier  of  cerumen  and  exudate— thanks  to  the  specific  surfactant-penetrant 
component— OTALGINE  DROPS  bring  their  therapeutic  principles  into  direct  contact  with  the 
infected  tissues.  Dramatic  effectiveness  of  OTALGINE  DROPS  was  demonstrated  in  1,009  of 
1,149  ears  with  otitis  externa  (acute  and  chronic),  with  good-to-excellent  results  in  88%.1'6 
BRIEF  SUMMARY:  Indications:  Otitis  externa  (acute  and  chronic);  as  an  adjunct  in  treatment  of  certain  cases  of  otitis 
media  (acute  and  chronic);  fungal  infections  (such  as  monilia  and  aspergillus);  cleansing  of  post-mastoidectomy 
cavities;  all  due  to  organisms  susceptible  to  neomycin  or  tyrothricin  or  to  the  undecylenate  salt  of  neomycin. 
Contraindications:  Tuberculous  and  most  viral  lesions  (herpes  simplex,  vaccinia,  and  varicella  particularly);  less 
common  fungal  infections  (other  than  monilia  and  aspergillus);  hypersensitivity  to  any  of  components.  Precautions: 
Use  with  care  in  cases  of  perforated  eardrum  or  long-standing  otitis  media  because  of  possibility  of  ototoxicity.  As 
with  all  antibiotics,  prolonged  use  may  result  in  overgrowth  of  nonsusceptible  organisms.  If  superinfection  occurs, 
appropriate  measures  should  be  instituted.  Side  Effects:  Apparent  allergic  reactions  reported  in  1.2%  of  1,256  patients; 
transient  heat  sensation  on  instillation,  in  2.7%.  DOSAGE:  2 to  5 drops,  two  to  four  times  a day,  until  disease  has 
cleared  or  become  static.  REFERENCES:  1.  Sanderson,  B.:  E.E.N.T.  Monthly  44:52  (Feb.)  1965.  2.  Livingston,  A.  M., 
Giotta,  P.  J.:  E.E.N.T.  Digest  27:65  (Feb.)  1965.  3.  Coleman,  L.  L.:  E.E.N.T.  Monthly  43:54  (April)  1964.  4.  Frankel,  G.  W.: 
West.  Med.  5:52  (Feb.)  1964.  5.  Kowal,  R.  A.,  Ahbel,  A.  S.:  Med.  Times  93:417  (April)  1965.  6.  Case  reports  on  file  at 
the  Medical  Department,  The  Purdue  Frederick  Company. 

THE  PURDUE  FREDERICK  COMPANY  / YONKERS,  NEW  YORK 
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TUBERCULIN, TINETEST 

(Rosenthal)  Lederle 


ideally  suited  for  routine  screening 

accurate— comparable  to  the  older  standard  intradermal  tests 
practical— can  be  administered  by  nurses  under  physician  supervision 
convenient— no  refrigeration  or  other  storage  precautions 
economical— stable  for  2 years,  self-contained  disposable  unit 


Side  effects  are  possible  but  very  rare:  vesiculation,  ulceration  or  necrosis  at  test  site. 
Contraindications,  none;  but  use  with  caution  in  active  tuberculosis.  Available  as  the  new 
individually-capped  unit,  boxes  of  5,  or  in  cartons  of  25. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

9G35-5 
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CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  reeeived  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


Assessment 

Editor,  NORTHWEST  MEDICINE: 

Re:  The  special  assessment  by  the  Washington 
State  Medical  Association. 

A COMPULSORY  assessment  because  we  be- 
lieve in  the  VOLUNTARY  WAY?!?! 

Sincerely, 

L.  F.  OSBORNE,  M.D. 

Vashon,  Washington 

Protest 

EDITOR,  NORTHWEST  MEDICINE: 

It  seems  incongruous  to  me  that  with  the  current 
evidence  indicating  the  health  hazards  of  cigarette 
smoking  and  efforts  on  the  part  of  the  medical 
profession  to  discourage  smoking,  northwest  medi- 
cine still  sees  fit  to  carry  cigarette  advertising.  It  is 
my  personal  opinion  that  advertising  in  medical 
journals  should  be  limited  to  products  related  to  the 
practice  of  medicine  and  certainly  not  to  those 
products  which  many  physicians  feel  are  health 
hazards.  I wish  to  register  my  protest  to  the  adver- 
tising found  on  page  363  in  the  May  1965  issue  of 
northwest  medicine. 

Sincerely  yours, 

JAMES  B.  WADE,  M.D. 

Hood  River,  Oregon 

Academy  of  Compensation  Medicine 

EDITOR,  NORTHWEST  MEDICINE: 

The  American  Academy  of  Compensation  Medi- 
cine has  launched  a campaign  to  enlarge  its  mem- 
bership. The  Board  of  Governors  of  the  Academy 
decided  to  undertake  the  drive  because  of  the  in- 
creasing importance  of  compensation  medicine  and 
the  many  problems  that  have  been  arising  in  this 
area  of  medical  practice. 

The  principal  objectives  of  the  American  Acad- 
emy of  Compensation  Medicine  are  to  establish 
meaningful  standards  of  practice  and  ethics  in  this 
important  field,  to  develop  appropriate  medical 


criteria  for  the  determination  of  the  relationships 
among  injury,  disease  and  disability,  and  to  take 
action  on  all  other  problems  encountered  by  physi- 
cians in  the  practice  of  compensation  medicine  under 
the  various  state  workmen’s  compensation  laws. 

The  Academy  sponsors  forums  and  other  edu- 
cational activities,  and  seeks  to  improve  the  quality 
of  medical  testimony  rendered  in  workmen’s  com- 
pensation cases. 

For  additional  information  about  the  Academy 
write  to  the  American  Academy  of  Compensation 
Medicine,  Box  180,  Radio  Citv  Station,  New  York, 
N.Y.  10019. 

Sincerely, 
HENRY  B.  NACHTIGALL,  M.D. 

President 


Truth  is  Where  You  Find  It  (If  You  Look ) 

EDITOR,  NORTHWEST  MEDICINE: 

The  National  Foundation  March  of  Dimes,  in 
connection  with  its  recent  drive  for  funds,  says 
that,  a quarter  of  a million  infants  are  born  with  seri- 
ous birth  defects  each  year  in  America. 

As  nature  generally  is  a good  builder,  the  March 
of  Dimes  figure  seems  to  be  entirely  out  of  propor- 
tion. Therefore  I decided  to  go  to  the  trouble  of 
doing  some  investigation.  Accordingly  I wrote  let- 
ters to  several  hospitals,  asking  for  information  in 
regard  to  the  number  of  infants,  percentage-wise, 
born  with  some  kind  of  physical  abnormality.  In 
each  of  the  letters  I also  stated  the  reason  for  my 
inquiry. 

I was  aware  of  the  fact  that  the  hospitals  may 
be  somewhat  reluctant  to  furnish  the  information 
as  the  subject  is  rather  a delicate  one.  As  it  turned 
out,  my  skepticism  proved  to  be  mostly  right. 
It  was  rather  interesting  to  note  the  various  types 
of  replies  I received.  Of  the  six  hospitals  that 
answered,  only  two  supplied  the  information  I asked 
for.  One  letter  inquired  who  I was,  and  whether 
I was  associated  with  some  agency.  Another  letter 
frankly  said  that  they  do  not  give  out  that  kind 
of  information.  The  brief  note  was  not  even  signed; 
the  only  reply  I received  without  anyone’s  signature. 

Of  the  two  hospitals,  one  had  539  live  births  in 
1964.  Of  these  0.7  per  cent  were  bom  with  definite 
birth  defects.  In  the  other  hospital,  the  percentage 
during  a five-year  period  was  a little  higher,  0.9  per 
cent.  When  we  take  the  average  of  these  figures, 
which  can  well  be  the  close  average  of  all  hos- 
pitals, it  means  that  one  child  in  every  125  is  born 
with  some  physical  abnormality.  That  sounds  more 
reasonable,  although  my  estimate  had  been  one 
defective  in  about  300  births. 

Now  we  can  make  some  comparison:  According 
to  U.  S.  Public  Health  Service,  there  were  4,045,000 
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babies  born  in  this  country  during  1964.  The  March 
of  Dimes  circular  says  that  there  are  250,000  infants 
born  each  year  in  America  with  a serious  birth 
defect.  If  that  be  true,  then  nearly  every  sixteenth 
child  born  would  be  a physical  freak.  It  would  be 
not  twice,  nor  three  times,  but  nearly  eight  times  as 
many  as  the  actual  figures  from  hospitals  show. 

Here  the  question  naturally  arises,  why  such  a 
ridiculous  and  flagrant  statement  is  fed  to  American 
public  by  the  March  of  Dimes  officials?  It  is  dis- 
gusting, to  say  the  least.  Do  they  classify  the  major- 
ity of  American  people  as  “Boobus  Americanus”, 
who  can  be  made  to  swallow  anything? 

The  answer  to  above  question  may  be  found 
in  a recent  statement  in  Metropolitan  Daily  that  the 
M arch  of  Dimes  Foundation’s  president’s  salary  is 
$50,000  a year.  Also  it  will  be  recalled  that  a couple 
of  years  ago  some  officials  of  a certain  nation-wide 
fund  drive  were  accused  of  having  diverted  to  their 
private  bank  account  large  sums  of  money,  solicited 
from  public  in  the  name  of  charity. 

When  I left  Finland  and  headed  for  a “Promised 
Land”  50  years  ago,  I was  told  that  America  is  a 
land  of  opportunities.  Evidently  it  is  still  true,  at 
least  in  regard  to  swindlers,  big  and  small. 

Sincerely, 

(MR.)  VICTOR  SALONEN 

Raymond,  Washington 

Known  Mechanical  Epidemiologic  Agent 

EDITOR,  NORTHWEST  MEDICINE: 

On  April  7,  1965,  at  noon,  30  physicians  of  a 
newly  organized  Physicians  for  Automotive  Safety 
made  a “dignified  protest”  before  the  1964  Inter- 
national Automobile  Show  at  the  New  York  Colise- 
um. Fourteen  specific  objections  to  current  automo- 
bile design  were  indicated  on  the  placards  which 
the  physicians  carried.  Since  the  protest,  the  re- 
sponse from  the  public  and  our  fellow  physicians 
reflects  sentiment  that  our  action  was  long  overdue. 
Despite  past  intensive  programs  directed  at  control 
of  the  environment  (the  highway)  and  the  host 
(man),  little  attention  has  been  directed  towards 
preventive  countermeasures  for  the  specific  agent 
(the  automobile).  Defective  automobile  design  is 
responsible  for  much  of  the  epidemic  injury,  dis- 
figurements, and  disabilities. 


All  the  previous  resolutions  of  the  American 
Medical  Association  and  the  American  College  of 
Surgeons  asking  that  the  industry  make  a safer 
car  have  been  almost  completely  ignored.  There  will 
be  no  conflict  with  the  regular  medical  organization 
activities  on  automotive  safety,  and  the  Physicians 
for  Automotive  Safety  will  cooperate  to  reinforce 
the  mutual  objective. 

The  Physicians  for  Automotive  Safety,  as  a 
smaller  and  more  flexible  organization,  will  direct 
programs  specifically  to  effecting  occupant  protec- 
tion in  motor  vehicles.  Physicians  for  Automotive 
Safety  represents  the  first  attempt  at  organization  of 
the  practicing  medical  profession  to  cope  with  a 
known  mechanical  epidemiologic  agent.  The  nature 
of  the  present  epidemic  clearly  justifies  this  ap- 
proach. 

Membership  inquiries  and  suggestions  for  future 
action  should  be  directed  to  Dr.  Arnold  Constad, 
Secretary -Treasurer,  527  Morris  Avenue,  Spring- 
field,  New  Jersey.  Basic  membership  fee  is  $5,  con- 
tributing membership  $15,  sustaining  membership 
$25  per  year.  Hopefully,  physicians  from  every 
section  of  the  country  will  join  to  give  meaningful 
influence  for  this  new  medical  group. 

Sincerely  yours, 

SEYMOUR  CHARLES,  M.D. 

President,  Physicians  for  Automotive  Safety 
Newark,  New>  Jersey 


Dr.  Charles  is  to  be  commended  for  his  interest 
in  alerting  the  profession  to  its  responsibilities  in 
death  and  injury  attributable  to  automobile  design. 

He  is  not  justified,  however,  in  claiming  that  his 
organization  is  first  in  this  field.  It  may  be  the  first 
to  confine  itself  strictly  to  the  agent  but  it  is  not  the 
first  association  of  physicians  interested  in  the  gen- 
eral problem.  The  American  Association  for  Automo- 
tive Medicine  was  organized  in  1957,  has  member- 
ship of  several  hundred,  holds  annual  meetings,  pub- 
lishes a monthly  newsletter,  has  influenced  legisla- 
tion in  a number  of  states  and  includes  in  its  mem- 
bership most  of  the  American  physicians  with  knowl- 
edge, experience  or  interest  in  this  field.  Secretary 
of  the  AAAM  is  H.  Gerard  Siek,  ]r.,  M.D.,  709  S. 
Fort  Harrison  Street,  Clearwater,  Florida.  Ed. 
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"Soil 

I ton  voir 
aiitiemeticpie 

e§t  el eve”* 


Vomiting: 

In  Geneva  they  have  a word  for  it 


In  Geneva,  too,  Dramamine  is  a familiar  word. 
Like  physicians  the  world  over,  they  know  that 
"its  antiemetic  potency*  is  high”  ("son  pouvoir 
antiemetique  est  eleve"). 

Nausea  and  vomiting  caused  by  infection 
or  simple  functional  gastrointestinal  disturb- 
ances are  quickly  controlled  by  this  classic 
antinauseant.  In  the  easy-to-take  liquid  form 
Dramamine  is  ideal  for  children  or  older  pa- 
tients who  find  tablets  hard  to  swallow. 

Precautions:  Dimenhydrinate,  notably  non- 
toxic itself,  may  mask  the  symptoms  of  strep- 
tomycin toxicity.  Patients  should  be  cautioned 
against  operating  automobiles  or  dangerous 
machinery  because  of  possible  drowsiness. 


♦Neyroud,  M.:  Praxis  44:648  650  (July  14)  1955. 
Research  in  the  Service  of  Medicine 


relied  on  round  the  world  ■ 

Dramamine 

■ ■ brand  of  ■ ■ » . 

dimenhydrinate 


classic  antinauseant 

Ampuls  (for  intramuscular  or  intravenous  use) 
Supposicones®  / Liquid  / Tablets 
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EDITORIAL 


Inept  Journalism 


An  editorial  in  a recent  issue  of  the  Journal  of 
the  American  Medical  Association  is  such  an 
outstanding  example  of  bad  writing  and  grace- 
less journalism  that  it  deserves  comment.  The 
editorial,  entitled  “The  Story  of  DMSO”  was 
published  in  the  issue  of  April  26. 

Good  medical  journalism  does  not  differ  from 
other  good  journalism— it  informs  and  it  offers 
opinion.  In  both  activities  it  must  be  free  but 
freedom  must  carry  with  it  certain  responsibili- 
ties if  journalism  is  to  perform  its  vital  service  to 
a free  society.  In  order  of  importance  they  are, 
to  be  sincere,  to  be  accurate,  and  to  be  logical. 
The  editorial  mentioned  above  meets  none  of 
these  criteria. 

It  is  a peculiar  mixture  of  condemnation  and 
commendation,  arranged  to  confuse  and  mislead 
rather  than  to  provide  opinion  helpful  to  the 
reader— the  proper  function  of  an  editorial. 

Logic  was  not  served  when  the  editorial  ad- 
mitted that  an  investigator  had  “written  a few 
reports  on  specific  aspects  of  animal  studies  and 
had  presented  some  of  these  data  before  pro- 
fessional societies—”  then  followed  immediately 
with  “It  is  difficult  to  justify  the  first  major 
public  announcement  of  a new  drug  in  a news 
release  rather  than  in  a scientific  publication.” 
The  most  generous  conclusion  the  reader  may 
draw  from  such  juxtaposed  contradiction  is  that 
the  writer  was  muddled  in  his  thinking. 

The  editorial  opens  with,  “It  is  with  reluctance 
that  we  publish—.”  To  anyone  familiar  with  the 
basic  principles  of  journalism  the  statement  is 
absurd.  A journal  either  publishes  or  does  not 
publish  material  submitted.  If  reluctance  is  a 
factor,  the  material  should  not  be  published.  If  it 
does  publish,  the  journal  does  not  apologize 
for  the  act  but  may,  with  propriety,  point  out 
errors,  inaccuracies,  or  illogical  conclusions.  In 
doing  so  it  must  be  circumspect  in  its  own  ac- 
curacy and  its  own  logic.  Above  all,  it  must 
never  resort  to  dishonesty,  even  by  implication. 

The  JAMA  editorial  was  based  on  implica- 
tion leading  to  a conclusion  contrary  to  fact. 
Writer  of  the  editorial  obviously  did  not  take 


the  trouble  to  obain  an  accurate  report  of  what 
happened.  His  story,  therefore,  was  related  only 
in  the  way  he  wished  to  have  it  appear. 

The  editorial  stated  that  a news  release  was 
issued,  December  10,  1963,  in  which  certain 
properties  of  DMSO  were  listed.  Normal  assump- 
tion from  such  a statement  is  that  a release  was 
prepared  in  the  usual  manner  and  given  wide 
distribution  to  all  news  media.  This  was  not 
done.  Only  ten  copies  were  prepared  for  distribu- 
tion at  a meeting  of  the  Oregon  State  Board  of 
Higher  Education.  Meetings  of  that  body  are 
open  to  the  public.  Two  reporters  were  present 
and  each  received  a copy  of  the  statement. 
There  was  no  additional  distribution,  either 
before  or  after  the  meeting.  This  was  by  no 
means  the  kind  of  distribution  normally  given 
a news  release  and  use  of  the  term  without 
explanation  of  the  facts  constitutes  considerably 
less  than  an  informed  report. 

The  editorial  stated  that  a second  release  was 
issued  eight  days  later.  This  is  an  even  greater 
error  since  the  information  issued  on  December 
18,  1963,  was  not  a release  but  a simple  state- 
ment of  fact,  supplied,  upon  request,  to  NBC. 
Neither  of  the  two  reports  stressed  medical  ap- 
plication, both  reported  use  in  experimental 
tissue  preservation,  and  both  stated  firmly  that 
no  conclusions  could  be  reached  from  the  pre- 
liminary investigations. 

To  blow  these  two  reports  into  an  attempt 
to  gain  nation-wide  publicity,  even  by  implica- 
tion, is  a far  cry  from  ethical  journalism. 

The  false  impression  thus  created  was  given 
further  expansion,  apparently  based  on  the  er- 
roneous “news  release"  label,  that  “the  course  of 
events  would  seem  to  support  a charge  that  the 
institutions  involved,  either  actively  or  passive- 
ly, used  the  studies  carried  out  on  DMSO  in  a 
manner  designed  to  get  the  maximum  of  pub- 
licity.” (It  would  be  interesting  to  know  how 
the  writer  of  the  editorial  envisions  anything 
being  used  passively.) 

The  truth  is  that  neither  the  Crown  Zellerbach 
Corporation  nor  the  University  of  Oregon  Medi- 


407 

Northwest  Medicine,  June  1965 


cal  School  did  anything,  openly  or  furtively,  to 
promote  the  widespread  public  interest  that 
developed,  not  before,  as  the  editorial  stated  but 
after  publication  in  a scientific  journal. 

The  JAMA  editorial  dates  the  interest  in  the 
lav  press  from  the  meeting  in  Portland,  Decem- 
ber 10,  1963.  A few  press  stories  did  appear 
after  that  meeting  but  burgeoning  public  inter- 
est did  not  develop  until  March,  1964,  after  this 
journal  published  the  first  medical  report.  It 
was  picked  up  by  the  New  York  Times  and  the 
Wall  Street  Journal,  both  carrying  full  discussion 
and  both  citing  northwest  medicine  as  the 
source  of  their  information.  Feature  stories  in 
Life  and  Saturday  Evening  Post  appeared  later 
with  proper  credit  for  first  publication  given  by 
the  Post  but  not  by  Life.  These,  of  course,  were 
only  the  highlights  of  the  nation-wide  public- 
interest  but  the  JAMA  editorial  erred  when  it 
said  that  widespread  publicity  occurred  before 
publication  in  a scientific  journal. 

The  editorial  deplores  publicity'  given  the 
drug  and  the  promise  seemingly  given  to  victims 
of  musculoskeletal  disorders— “To  arouse  such 


hope  prematurely  is  cruel  and  reprehensible.’ 
This,  perhaps,  is  the  most  misleading  and  care- 
less statement  of  the  entire  editorial.  Here, 
malice,  otherwise  thinly  disguised,  seems  to  come 
into  the  open.  The  implication  is  that  the  investi- 
gators were  deliberately  cruel  because  of  their 
presumed  promotion.  This  interpretation  must 
have  been  desired  by  the  writer  of  the  editorial 
since  it  followed  repeated  implication  of  ques- 
tionable practice.  Intense  interest  of  the  public- 
in  all  medical  information  and  alertness  of  sci- 
ence writers  to  the  obvious  possibility'  of  an 
exciting  new  medical  discovery  seem  to  have 
been  ignored  by  the  editorial. 

No  editor,  and  no  science  writer  is  so  om- 
niscient as  to  be  able  to  predict  the  eventual 
place  of  DMSO  in  medicine.  It  may  be  a miracle 
drug  or  it  may  sink  into  oblivion  within  a few 
short  years.  We  hold  no  brief  for  the  drug  or  for 
those  who  are  investigating  it  except  to  wish 
them  well  in  their  search  for  truth.  Such 

search  is  not  helped  by  bad  editorial  writing 
and  inept  journalism  such  as  displayed  by  the 
Journal  of  the  American  Medical  Association  in 
its  issue  for  April  26.  ■ H.L.H. 


Viewing  Medical  Education  as  a Continuum 


The  late  Professor  Kirsten,  well  qualified  to 
discuss  the  process  of  invention,  once  said  that 
to  be  a good  inventor  you  must  first  be  dissatis- 
fied with  what  you  have.  His  observation  need 
not  be  limited  to  invention.  In  order  to  make 
progress,  one  must  be  dissatisfied  with  what  he 
has  been  doing. 

Something  akin  to  that  realization  must  have 
been  in  the  mind  of  Lowell  T.  Coggeshall  when 
he  wrote  a report  of  his  study  of  medical  edu- 
cation undertaken  for  the  Association  of  Ameri- 
can Medical  Colleges.  His  report  was  published 
in  April,  1965.  His  title  is  “Planning  for  Medical 
Progress  Through  Education." 

Throughout  the  report  dissatisfaction  is  ap- 
parent but  it  is  expressed  as  need.  There  is  need 
for  more  and  better  prepared  physicians,  need  for 
more  persons  in  related  health  professions,  need 
for  improvement  in  delivery  of  health  services, 


need  to  maintain  relationships  between  research 
and  instruction,  need  for  universities  to  assume 
increasing  responsibility  for  medical  education, 
many  needs  for  the  AAMC  to  develop  leadership 
and  services,  and  there  is  need  to  view  medical 
education  as  a continuum.  More  than  70  recom- 
mendations for  development  of  AAMC  conclude 
the  report,  indicating  that  Dr.  Coggeshall  is  in- 
deed dissatisfied  with  what  he  has,  or  what  he 
sees,  and  wishes  to  develop  something  better. 

He  is  careful  to  distinguish  demand  of  the 
public  for  medical  care  from  need  for  medical 
care,  realizing  that  there  are  no  satisfactory 
measures  of  the  latter.  There  is  no  doubt,  how- 
ever, that  more  and  better  trained  physicians 
must  be  produced  in  the  years  ahead,  and  that 
need  for  physicians’  services  will  exceed  the 
ability  of  existing  schools  to  produce  physicians. 
His  section  on  need  to  view  medical  education 
as  a continuum  calls  attention  to  a subject  of 
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growing  concern  but  might  well  have  been  given 
more  than  the  two  pages  devoted  to  it. 

He  would  do  more  than  just  decompartment- 
alize  the  education  of  physicians.  He  would 
make  continuous  education  an  integral  part  of 
the  physician’s  life— from  the  time  he  enters  sec- 
ondary school  until  the  close  of  his  career.  This 
need  is  gradually  gaining  recognition  hut,  as 
Coggeshall  says,  too  few  schools  are  doing  any 
planning  for  it  and  those  that  do  are  doing  too 
little. 

Subjects  now  considered  professional  should 
he  introduced  early  in  the  academic  program 
and  the  transition  from  premedical  education  to 
medical  school  should  he  made  less  sharp  by 
blending  cultural  and  scientific  material.  Cog- 
geshall emphasizes  the  need  for  more  attention 
to  the  natural  sciences,  behavioral  sciences, 
mathematics,  and  skill  in  spoken  and  written 
communication. 

He  recognizes  the  tremendous  growth  of 
knowledge  by  admitting  that  one  individual  can 
no  longer  master  all  biologic  information.  It  is, 
therefore,  necessary  to  re-evaluate  the  entire 
process  of  educating  the  physician.  The  physi- 
cian must  learn  to  rely  on  special  technical  skills 
and  the  auxiliary  service  of  individuals  trained 
in  special  fields.  The  goal  should  be  to  train  the 
physician  in  problem  solving,  in  utilization  of 
available  technical  and  professional  aids,  and  in 
management  of  the  patient’s  problem  rather 
than  to  attempt  to  give  him  encyclopedic  know- 
ledge.—“The  physician  must  now  assume  the 
role  of  team  leader  having  the  broad  familiarity 
and  competence  to  marshall  the  appropriate  ex- 


pertise and  resources  beyond  his  individual  skill.’ 
Coggeshall  deplores  the  present  custom  of 
severing  relations  between  medical  school  and 
student  upon  granting  of  the  M.  D.  degree,  an 
event  whose  occurrence  he  places  at  about  mid- 
point in  the  formal  education  of  the  physician. 
The  need  he  expresses  here  is  for  the  medical 
school  to  continue  sponsorship  and  guidance 
through  internship  and  residency,  and  beyond. 

Need  for  continuing  medical  education  is  rec- 
ognized when  Coggeshall  says,  “Rapid  growth 
of  knowledge  and  introduction  of  new  techniques 
makes  skills  obsolete  and  comprehension  inade- 
quate long  before  the  active  professional  life 
of  the  practitioner  is  finished.  Thus,  he  can  at  no 
time  be  considered  a finished  product,  but  must 
now  accept  continuous  education  and  re-educa- 
tion as  a modus  vivendi  inseparable  from  the 
application  of  his  skill.” 

He  concludes  this  section  of  his  report  by  em- 
phasizing the  need  for  medical  schools  to  assume 
comprehensive  responsibility  for  guiding  medi- 
cal education,  not  only  in  four  years  of  com- 
partmentalized instruction  but  as  a continuum 
through  what  are  now  considered  premedical 
education,  medical  education,  internship,  resi- 
dency, and  practice.  * 

It  is  to  be  hoped  that  the  proper  impact  of 
this  section  of  the  Coggeshall  report  will  not  be 
lessened  by  the  fact  that  it  occupies  a very  small 
part  of  a rather  voluminous  communication. 
Given  adequate  emphasis,  it  might  well  produce 
as  sharp  a change  in  direction  of  medical  edu- 
cation as  that  developed  following  the  Flexner 
Report  of  1909.  ■ 

H.L.H. 
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Edema 


Essential  hypertension 


Toxemia  of  pregnancy 


In  edematous  conditions . . . brisk  diuresis 
with  the  convenience  of  once -daily  dosage 


Excessive  weight  gain  of  pregnancy 


Congestive  heart  failure 


Liver  cirrhosis 


Anhydron®  is  useful  in  edema  associated  "with  premen- 
strual tension,  toxemia  of  pregnancy,  and  cirrhosis  of  the 
liver  and  in  congestive  heart  failure  and  mild  hypertension. 
It  is  also  a valuable  adjunct  to  other  antihypertensive 
agents.  Anhydron®  K (each  tablet  containing  2 mg.  cyclo- 
thiazide and  500  mg.  potassium  chloride)  is  indicated 
when  potassium  supplementation  is  desirable.  Anhydron® 
KR  (each  tablet  containing  2 mg.  cyclothiazide,  500  mg. 
potassium  chloride,  and  0.25  mg.  reserpine)  is  indicated 
for  reduction  of  arterial  hypertension  when  further  supple- 
mentation with  reserpine  is  desirable. 

Contraindications,  Precautions,  and  Side-Effects:  Like 
other  thiazides,  Anhydron  may  elevate  serum  uric  acid 
levels  in  some  patients  and  produce  a decrease  in  glucose 
tolerance.  It  should  not  be  used  in  severe  renal  impair- 
ment. Injudicious  use  of  Anhydron  may  result  in  sodium 
and  potassium  depletion.  In  hypertensive  patients,  light- 
headedness and  weakness  upon  standing,  excessive  or- 
thostatic hypotension  (usually  associated  with  tachycar- 
dia), and  a rising  blood  urea  nitrogen  or  nonprotein  nitro- 


gen may  indicate  overdosage.  If  side-effects  occur,  dosage 
should  be  reduced  or  discontinued.  Side-effects  and  con- 
traindications of  Anhydron  apply  to  Anhydron  K and 
Anhydron  KR.  There  have  been  reports  of  small-bowel 
lesions  associated  with  administration  of  enteric-coated 
potassium  in  combination  with  thiazide  diuretics.  The  in- 
cidence of  these  lesions  is  low,  and  a causal  relationship 
has  not  been  definitely  established.  Nevertheless,  such 
products  should  be  administered  only  when  indicated  and 
should  be  discontinued  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  gastro-intestinal  bleeding 
occurs.  Side-effects  of  reserpine  include  mental  depres- 
sion, nasal  stuffiness,  lassitude,  laxative  effect,  sense  of 
fullness  in  the  abdomen,  nightmares,  and  reduction  in 
libido  and  potency.  Reserpine  should  be  used  cautiously 
in  patients  with  a history  of  mental  depression,  peptic 
ulcer,  or  ulcerative  colitis. 


ANHYDRON 0 

CYCLOTHIAZIDE 

and  Company,  Indianapolis,  Indiana. 


Additional  information  available  to  physicians  upon  request.  Eli  Lilly 
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Emergency  Management  of  Massive 
Pulmonary  Embolism 


y 

J.  R.  BLACKMON,  M.D.  / D.  H.  DILLARD,  M.D.  / 

L.  C.  WINTERSCHEIO,  M.D./E.  W.  CRAWFORD,  M.D./ 

M.  M.  F I G L E Y,  M.D.,  Seattle,  Washington 

Mortality  rate  in  massive  pulmonary  embolism  can  be  reduced  by  prompt 
treatment  based  on  rapid,  accurate  diagnosis.  Not  all  cases  need  be  subjected 
to  embolectomy . If  caval  plication  is  included  in  conservative  management,  it 
should  be  done  immediately  below  the  renal  veins.  Embolectomy  must  be  con- 
sidered if  there  is  cyanosis,  or  hypotension,  or  both,  and  obstruction  of  the 
central  pulmonary  arteries  has  been  demonstrated.  Medical  management  must 
not  be  neglected  even  though  the  principal  therapy  is  surgical.  A team  approach 


offers  many  advantages  in  rapidity  and 
tution  of  the  indicated  treatment. 

Despite  use  of  anticoagulants  and  other  methods 
of  prophylaxis,  thromboembolism  has  not  shown 
a significant  decrease  in  incidence  over  the  past 
six  decades  and  still  represents  a major  threat 
to  life  in  patients  of  all  types.1 

In  1908,  Trendelenburg  reported  that  seven 
of  nine  patients  died  within  10  to  60  minutes 
after  onset  of  massive,  pulmonary  embolism. - 
Flemma  has  recently  emphasized  that  55  per 
cent  of  previously  healthy  patients  survive 
longer  than  two  hours  and  48  per  cent  survive 
longer  than  eight  hours  after  massive  pulmonary 
embolism.3  We  should  like  to  emphasize  the 
converse,  that  45  per  cent  of  patients  with  mas- 
sive pulmonary  embolism  do  not  live  beyond 
two  hours.  Since  time  is  of  the  essence,  suc- 
cessful management  of  the  patient  with  acute, 
massive,  pulmonary  embolism  requires  a pre- 
viously organized,  multidisciplinary  approach  to 
diagnosis  and  treatment  on  an  emergency  basis. 

To  meet  such  emergencies  we  have  formed  a 
pulmonary  embolus  team  consisting  of  a cardi- 
ologist or  internist,  a radiologist,  an  anesthesi- 
ologist, and  a surgeon.  When  a patient  with 
suspected  embolism  is  referred  for  consultation, 
each  member  of  the  team  mobilizes  the  neces- 
sary personnel  and  facilities  under  his  control 
for  rapid  diagnosis  and  therapy.  Working  to- 
gether, the  group  evaluates  the  patient,  moving 
to  the  special  diagnostic  procedures  as  dictated 
by  his  condition.  The  complete  battery  of  diag- 
nostic procedures  can  be  accomplished  and  the 
pump  oxygenator  prepared  within  45  to  60  min- 
utes. The  following  case  reports  and  comments 
are  from  our  experience,  using  this  approach. 


accuracy  of  diagnosis  and  prompt  insti- 


CASE  REPORTS 

Case  1.  This  50-year-old  white  male  had  been 
admitted  to  another  hospital  with  a two-year  history 
of  repeated  pulmonary  emboli  secondary  to  recur- 
rent thrombophlebitis.  Bilateral  greater  saplienous 
ligation  and  stripping,  and  intermittent  anti-coagu- 
lant therapy  had  not  been  effective  in  controlling 
the  recurrent  emboli.  Two  days  prior  to  inferior 
vena  cava  ligation,  a chest  x-ray  revealed  an  infil- 
trate in  the  right  posterior  lobe.  The  patient  was 
febrile  to  38.2  C the  day  prior  to  surgery.  Eight 
hours  after  vena  caval  ligation,  hypotension  and 
anuria  were  noted.  The  blood  pressure  responded  to 
whole  blood  transfusion;  however,  the  patient  re- 
mained anuric.  Forty-eight  hours  after  operatiqn 
there  was  chest  pain,  dyspnea,  cyanosis  and  pro- 
found shock.  Treatment  with  oxygen,  levarterenol, 
and  whole  blood  was  instituted  and  the  patient  was 
transferred  to  University  Hospital. 

On  arrival  at  University  Hospital  the  pulse  was 
100,  blood  pressure  50/0,  and  respirations  40.  The 
patient  was  cyanotic,  cold,  diaphoretic,  and  unre- 
sponsive. Within  minutes  of  his  arrival,  asystole  oc- 
curred. Resuscitation  by  closed  chest  massage  was 
successful  and  he  was  taken  immediately  to  the 
operating  room  where,  using  the  pump  oxygenator, 
two  large  emboli  (7em  x 2cm)  and  multiple  smaller 
emboli  were  removed  from  the  pulmonary  artery. 
In  spite  of  hemodialysis,  postoperatively,  the  blood 
pressure  could  not  be  sustained  and  the  patient  died 
35  hours  after  admission.  Postmortem  examination 
showed  multiple  small  pulmonary  emboli  in  small 
vessels,  and  changes  from  prolonged  hypotension  in 
the  kidneys,  gastrointestinal  tract,  and  liver.  The 
caval  ligation  was  intact  but  was  well  below  the. 
renal  veins. 

comment 

This  patient  illustrates  two  problems  in  the 
management  of  pulmonary  emboli.  First,  the 
cause  of  sudden  chest  pain,  tachycardia  and 
hypotension  must  be  evaluated  immediately  if 
patients  are  to  be  treated  successfully  after  pul- 
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monary  embolism.  Second,  if  ligation  of  the  vena 
cava  is  some  distance  below  the  renal  veins,  a 
stagnant  cul-de-sac  is  formed  from  which  mas- 
sive embolism  can  occur  following  a supposedly 
definitive  operative  procedure. 

Case  2.  This  42-year-old  white  female  underwent 
hysterectomy  and  appendectomy,  and  was  recover- 
ing uneventfully  when  she  suddenly  developed  chest 
pain  and  dyspnea  two  days  postoperatively.  She 
was  found  to  have  tachycardia,  hypotension  and 
cyanosis.  She  was  treated  with  vasopressors,  oxygen, 
and  anticoagulants  and  transferred  to  University 
Hospital. 


Table  1 


Right  Heart  Pressures 


Case 

Initial 

Study 

Follow  Up 

Study 

mean  RV 

PA 

mean  RV 

PA 

1 

2 

RA 

RA 

8 50/9 

50/16 

2 23/3 

20/8 

3 

9 

2 20/2 

18/6 

4 

10  60/10 

55/15 





5 

5 55/6 



— 

On  arrival,  the  pulse  was  130,  blood  pressure  90/ 
70.  There  was  vasoconstriction,  cyanosis  and  dys- 
pnea but  she  was  conscious.  The  neck  veins  were 
moderately  distended,  the  chest  was  clear.  The  heart 
was  not  enlarged.  There  was  neither  murmur  nor 
gallup  rhythm.  The  second  sound  at  the  pulmonic 
area  was  not  accentuated.  An  electrocardiogram 
showed  sinus  tachycardia,  and  StQ3  pattern  with 
T-wave  inversion  in  leads  II,  III,  and  AVF  and 
marked  segmental  ST  depression.  Routine  chest 
x-ray  showed  a prominent  central  pulmonary  artery 
and  decreased  blood  flow  to  the  left  lung.  Arterial 
Poo  on  100  per  cent  oxygen  was  57  mmHg.  Cardiac 
catheterization  revealed  elevated  pressure  in  the 
right  atrium  of  8 mmHg  mean,  in  the  right  ventricle 
50/9,  and  in  the  pulmonary  artery  50/16  (Table 
1).  A pulmonary  angiogram  (Figure  1)  showed 
almost  total  occlusion  of  the  left  main*’ pulmonary 
artery  and  partial  occlusion  of  the  pulmonary  artery 
to  the  right  lower  lobe. 

Pulmonary  embolectomv  arrd  inferior  vena  caval 
plication  were  performed,  utilizing  cardiopulmonary 
bypass.  The  embolic  material  removed  is  seen  in 
Figure  2.  The  patient  had  an  uncomplicated  pos- 
operative  course.  The  changes  in  the  preoperative 
electrocardiograms  (Figure  3)  previously  described 
were  virtually  resolved  in  the  postoperative  tracing. 
The  most  obvious  remaining  abnormality  was  digi- 
talis effect.  Six  days  later,  repeat  right  heart  cathe- 
terization and  pulmonary  angiography  revealed  nor- 
mal pulmonary  artery  pressures  (Table  1)  and  a 
normal  pulmonary  vascular  tree  (Figure  4). 


Fig.  1.  Case  2,  preoperative. 


* 6V 


Fig.  2.  Case  2,  embolic  material. 
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comment 

Because  of  hypotension,  cyanosis,  and  demon- 
stratable  obstruction  to  the  main  pulmonary 
arteries,  this  patient  was  an  emergency  candi- 
date for  pulmonary  embolectomv  and  vena  caval 
ligation;  probably  she  would  have  died  within 
hours  had  surgery  been  delayed. 


Fig.  3.  Case  2,  preoperative  and  postoperative  electro- 
cardiograms. 

Case  3.  This  32-year-old  white  female  was  in  an 
auto  accident  May  12,  1964,  suffering  a fractured 
left  hip,  cerebral  concussion  and  ruptured  spleen 
necessitating  splenectomy.  She  was  recovering  slow- 
ly when,  on  June  14,  1964,  she  complained  of  right 
chest  and  shoulder  pain.  Pulse  was  120,  blood  pres- 
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Fig.  4.  Case  2,  postoperative. 


Case 

LDH 

Table  2 

Enzyme  Studies 

Units  per  ml 
SGOT 

Comments 

1 

3700 

1000 

Prolonged  Shock 

2 

540 

4 

3 

600 

24 

4 

550 

620 

Acute  Myocardial 

5 

540 

25 

Infarction 

sure  115/75,  and  temperature  39.6  C.  Physical  find- 
ings included  decreased  breath  sounds  at  the  right 
lung  base  and  right  upper  quadrant  abdominal 
tenderness.  White  blood  count  was  21,000.  On 
June  17,  1964,  tachycardia  and  fever  persisted,  but 
the  patient  was  tachypneic  and  complained  of  pleu- 
ritic pain.  She  was  treated  with  antibiotics  and  she 
symptomatically  improved  over  the  next  five  days. 
She  was  again  mobilized  in  a wheel  chair.  On  June 
23,  1964,  she  had  severe  right  chest  pain,  was 
dyspneic,  tachypneic  with  a tachycardia  of  136  per 
minute,  blood  pressure  of  110/70.  The  second  sound 
at  the  pulmonic  area  was  accentuated,  and  there 
was  a prominent  ventriculuar  gallup.  An  electro- 
cardiogram showed  sinus  tachycardia  with  an  S]Q:, 
pattern,  posterior  T-wave  inversion  and  T-wave  in- 
version in  V/-V3  consistent  with  right  heart  “over- 
load.” An  arterial  Po2  on  100  per  cent  oxygen  was 
170  mmHg.  The  lactic  dehydrogenase  was  600  units 
per  ml  and  serum  glutamic  oxalacetic  transaminase 
was  24  units  per  ml  (Table  2).  Recurrent  pulmonary 
embolism  was  suspected  and  the  patient  underwent 
right  heart  catheterization  and  pulmonary  angio- 
graphy. The  mean  right  atrial  pressure  was  9mmHg 
(Table  1).  The  pulmonary  angiogram  showed  seg- 
mental obstruction  in  the  right  upper,  middle,  and 
lower  lobe  arteries.  There  was  a moderate  filling 
defect  at  the  first  bifurcation  of  the  left  pulmonary 
artery  with  only  partial  obstruction. 

Since  this  patient  was  neither  hypotensive  nor 
cyanotic,  pulmonary  embolectomy  was  not  immedi- 
ately necessary.  She  was  treated  conservatively  with 
inferior  vena  caval  ligation,  anticoagulants,  and 
digitalis  with  marked  improvement  over  the  next  10 
days.  Three  months  later,  right  heart  catheterization 
demonstrated  normal  right  heart  pressures  (Table 


1 ) and  pulmonary  angiography  revealed  an  ana- 
tomically normal  pulmonary  vascular  tree. 

comment 

This  case  suggests  that  patients  with  large 
emboli  who  do  not  exhibit  hypotension  or  cya- 
nosis can  be  treated  effectively  with  caval  liga- 
tion and  close  observation  since  spontaneous 
resolution  of  emboli  does  occur. 

Case  4.  This  76-year-old  white  male  with  a past 
history  of  adult  onset  diabetes  mellitus  for  seven 
years  and  bronchial  asthma  for  many  years  under- 
went a spurapubic  prostatectomy  on  July  30,  1964, 
because  of  obstructive  uropathv  and  recurrent  urin- 
ary tract  infection.  His  postoperative  course  was  be- 
nign until  August  12,  1964,  when  he  developed 
suddent  chest  pain,  dyspnea,  cyanosis  and  hypo- 
tension. His  blood  pressure  was  supported  with  vaso- 
pressors and  he  was  transferred  to  University  Hos- 
pital with  the  presumptive  diagnosis  of  massive 
pulmonary  embolism. 

On  arrival  the  pulse  was  102,  blood  pressure  was 
90/70  and  respirations  22.  The  patient  was  cyan- 
otic, and  confused  but  conscious.  Vasoconstriction 
was  observed.  The  neck  veins  were  engorged  but 
the  chest  was  clear.  The  second  sound  at  the  pul- 
monic area  was  normal  and  there  was  a loud,  ventri- 
cular gallop.  An  electrocardiogram  showed  sinus 
tachycardia,  S,  Q:i  pattern  and  digitalis  effect. 

On  right  heart  catheterization  the  pressures  were 
elevated  (Table  4)  and  pulmonary  angiography 
revealed  only  segmental  obstruction  of  the  right 
upper  lobe  and  left  lower  lobe  arteries.  » 

Since  the  emboli  were  small  and  peripheral,  even 
though  hypotension  and  cyanosis  were  present, 
embolectomy  was  not  done.  Vena  caval  ligation 
was  deferred  because  of  low  cardiac  output,  severe 
hypotension  and  suspected  infection.  He  was  treated 
with  oxygen,  anticoagulants,  digitalis,  diuretics,  iso- 
proterenol, antibiotics,  and  vasopressors.  Twelve 
hours  later,  the  lactic  dehydrogenase  was  550  units 
per  ml  and  the  serum  glutamic  oxalacetic  transamin- 
ase 625,  (Table  2).  The  electrocardiogram  did  not 
show  changes  of  myocardial  infarction.  In  spite  of 
medical  measures  the  patient  expired  51  hours  after 
admission. 

Autopsy  showed  2 small  pulmonary  emboli,  as 
noted  by  angiography,  recent  septal  myocardial  in- 
fraction, bilateral,  severe  hydronephrosis  and  hydro- 
ureter, pulmonary  congestion,  severe  coronary  athero- 
scleosis,  bilateral  adrenal  hemorrhage,  pseudomonas 
septicemia  and  an  unexpected  purulent  pericarditis. 

comment 

This  patient  showed  marked  hemodynamic 
changes  that  were  initially  attributed  to  massive 
pulmonary  embolism  but  in  retrospect  were 
really  the  composite  result  of  many  factors.  Pul- 
monary angiography  saved  this  patient  from 
having  a thoracotomy  which  could  not  possibly 
have  been  helpful  and  probably  would  have 
hastened  his  demise.  The  fact  that  this  elderly 
man  died  anyway  does  not  negate  the  principle 
of  defining  the  disease  whenever  possible  prior 
to  undertaking  therapy. 
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Table  3 


SYMPTOMS 


SIGNS  RESULT 


Case 

Age— Sex 

Pain 

Dyspnea 

Hemoptysis 

Heart 

Rate 

Blood 

Pressure 

Cyanosis 

Gallop 

F, 

Murmum 

Living 

Dead 

1 

50-Male 

+ 

+ 

0 

124 

60/0 

+ 

0 

N 

0 

D 

2 

42-Female 

+ 

+ 

0 

130 

90/50 

+ 

0 

N 

0 

L 

3 

32-Female 

+ 

+ 

0 

120 

110/70 

0 

+ 

+ 

0 

L 

4 

76-Male 

+ 

+ 

0 

102 

90/70 

+ 

+ 

N 

0 

D 

5 

50-Male 

+ 

+ 

+ 

116 

Table 

115/70 

4 

0 

0 

N 

Systolic 

LPA 

L 

Electrocardiographic  Findings 


Abnormality  No.  of  Cases 

Sinus  tachycardia  5 

Si  Q3  ' 5 

Posterior  T-Wave  inversion  3 

Segmental  ST  depression  1 

Left  axis  deviation  1 

T-Wave  inversion  anterior  precordium  1 


Case  5.  This  50-year-old  white  male  sustained  an 
open  fracture  of  the  left  tibia  and  fibula  on  Sep- 
tember 28,  1964.  He  was  transferred  to  University 
Hospital,  October  6,  1964,  for  further  treatment  of 
his  facture.  On  October  7,  he  developed  pleuritic 
pain  of  moderate  intensity  in  the  right  lower  chest, 
which  persisted  for  several  days.  On  October  22, 
he  had  more  chest  pain,  his  tempearture  spiked  to 
39.5  C and  he  developed  hemoptysis.  Physical  ex- 
amination revealed  pulse  118,  blood  pressure  130/70, 
and  respirations  22.  The  patient  was  dyspneic  but 
not  cyanotic,  uncomfortable  but  alert.  The  neck 
veins  were  not  distended.  There  were  dullness  and 
decreased  breath  sounds  at  the  right  base.  The 
heart  was  not  enlarged  but  a tic-tac  rhythm  was 
present.  There  was  a grade  II  systolic,  ejection  mur- 
mur over  the  left  pulmonary  artery,  radiating  to  the 
clavicle.  The  liver  was  not  palpable. 

Serial  electrocardiograms  showed  a shift  of  the 
electrical  axis  to  the  left  and  development  of  left 
axis  deviation.  Chest  x-rays  showed  a high  right 
diaphragm,  prominent  right  pulmonary  artery  seg- 
ment and  a small,  right  pleural  effusion.  A pulmon- 


ary isotope  scan,  using  radioalbumen  aggregates, 
showed  essentially  no  blood  flow  to  the  right 
lung,  (Figure  5.a.).  Pulmonary  angiogram  showed 
a large  thrombus  occluding  the  right  pulmonary 
artery  with  a small  tail  lying  across  the  midline, 
(Figure  5.b.).  The  mean  right  atrial  pressure  was 
5 mmHg,  the  right  ventricular  pressure  55/6,  and 
pulmonary  artery  52/15  (Table  1).  Lactic  dehydro- 
genase was  540  units  per  ml  and  serum  glutamic 
oxalacetic  transaminase  24  units  per  ml  (Table  2). 

Since  the  patient  was  neither  hypotensive  nor 
cyanotic,  a pulmonary  embolectomy  was  not  done. 
The  vena  cava  was  plicated  with  a Moretz  clip; 
the  patient  was  given  anticoagulants  and  digitalized. 
Serial  isotope  scans  done  on  the  16th  and  23rd  days 
after  the  embolism  showed  increasing  blood  flow  to 
the  right  lung,  (Figures  6. a.  and  b.).  On  November 
15,  1964,  the  patient  noted  left  chest  pain  and  had 
a small  amount  of  blood  tinged  sputum.  Pulse  was 
108,  and  temperature  was  38  C.  Cyanosis,  hypoten- 
sion, and  dyspnea  were  not  present.  Another  iso- 
tope scan  showed  a filling  defect  in  the  left  lower 
lobe  consistent  with  a small  pulmonary  embolus. 


Fig.  5.  Case  5.  a.,  initial  isotope  scan;  b.,  initial  angiogram. 
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Fig.  6.  Case  5,  a.,  sixteenth  day  postembolism;  b.,  twenty-third  day  postembolism. 


The  pain  and  tachycardia  subsided  in  48  hours, 
after  which  his  course  was  one  of  gradual  improve- 
ment. 

comment 

The  course  of  illness  in  this  patient  illustrates 
several  points  which  have  been  alluded  to  pre- 
viously. Embolectomy  was  not  done  because 
hypotension  and  cyanosis  were  not  present. 
Caval  plication  with  a clip  either  allowed  a 
small  embolus  to  pass  through,  or  the  clip  was 
too  far  below  the  renal  veins  and  thrombosis 
occurred  as  in  the  first  case.  Again  spontaneous 
resolution  of  a massive  embolus  was  demon- 
strated, this  time  by  serial  isotope  lung  scans. 

discussion 

Rapid  diagnosis  and  prompt  treatment  are 
essential  if  decrease  in  the  mortality  rate  of 
massive  pulmonary  embolism  is  to  be  achieved. 
For  this  reason,  a multidisciplinary  approach, 
guided  by  a preconceived  protocol  for  diagnosis 
and  therapy,  has  been  developed  for  the  patient 
with  pulmonary  embolism.  This  type  of  approach 
is  most  expedient,  since  the  time  for  diagnosis 
has  been  decreased  and  our  diagnostic  accuracy 
had  increased  markedly. 

Any  patient  who  has  sudden  chest  pain, 
dyspnea  and  tachycardia,  and  a clinical  “situa- 
tion predisposing  to  thromboembolism,”  is  a 
candidate  for  study  by  the  team.  If  no  other 
reasons  for  the  symptoms  are  found  by  routine 
studies,  radioisotope  lung  scan  and  pulmonary 
angiography  are  accomplished  for  definitive 
diagnosis. 

When  hypotension  or  cyanosis  or  both  are 
present  in  a patient  with  demonstrated  obstruc- 
tion of  the  central  pulmonary  arteries,  emergen- 


cy pulmonary  embolectomy  is  mandatory.  Pul- 
monary embolectomy  probably  is  not  indicated 
prophylactically,  since  it  has  been  demonstrated 
by  the  present  report,  and  previously  by  Saut- 
ter,' and  Allison,5  that  spontaneous  resolution  of 
even  massive  emboli  can  occur  with  complete 
restoration  to  normal  pulmonary  artery  pressures 
and  normal  pulmonary  vascular  tree.  Although 
resolution  of  emboli  occurs  frequently,  it  does 
not  always  occur  as  pointed  out  by  Ball,  et  al." 
Thus  it  is  necessary  to  follow  these  patients  care- 
fully by  scanning  techniques  or  angiography, 
or  both,  to  be  sure  that  resolution  and  normal 
function  ensue.  Although  pulmonary  embolec- 
tomy is  not  advocated  without  the  presence  of 
hypotension  or  cyanosis,  or  both,  ligation  or 
plication  of  the  inferior  vena  cava  is  recom- 
mended. It  should  be  done  at  the  level  just  below 
the  renal  veins  since  massive  embolism  can  occur 
from  the  stagnant  cul-de-sac  below  the  renal 
veins  as  demonstrated  in  our  first  case. 

Although  some  physicians  advocate  pulmon- 
ary embolectomy  without  angiography  or  iso- 
tope scanning,  we  would  encourage  definitive 
diagnosis  whenever  possible,  since  on  occasion 
other  situations  mimic  massive  embolic  episodes, 
as  in  case  4 where  the  emboli  were  not  of  major 
significance.  Certainly  in  the  nearly  moribund 
patient  there  is  no  time  for  elaborate  investiga- 
tion and  immediate  embolectomy  should  be  at- 
tempted. Pulmonary  angiography  was  well  toler- 
ated by  this  group  of  patients,  even  those  who 
were  extremely  ill.  This  has  also  been  the  ex- 
perience of  others.7 

Enzyme  studies,  although  not  immediately 
available,  as  pointed  out  by  Sasahara,  et  al.,7  are 
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frequent])’  helpful  in  trying  to  diagnose  the 
atypical  case,  even  in  retrospect.  In  this  small 
series  of  cases  the  lactic  dehydrogenase  was  ele- 
vated in  all  cases.  Serum  glutamic  oxalecetic 
transaminase  was  elevated  in  two  cases,  one  of 
whom  had  been  in  prolonged  shock.  The  other 
had  a myocardial  infarction  which  was  not 
apparent  by  electrocardiography. 

Medical  management  of  patients  with  pul- 
monary embolism  should  not  be  neglected  even 
though  the  main  therapeutic  maneuvers  are  sur- 
gical. It  is  important  to  digitalize  these  patients 
with  acute  right  heart  “overload " to  help  them 
through  the  acute  phase  of  their  illness.  Thomas, 
et  al., 8 have  shown  in  experimental  studies  that 
pretreatment  with  heparin,  by  preventing  throm- 
bin induced  5-hydroxytryptamine  release,  will 
prevent  the  bronchoconstriction  and  pulmonary 
vasoconstriction  known  to  occur  in  pulmonary 
embolism.  In  addition,  isoproterenol  causes  ac- 
tive pulmonary  vasodilation,9  and  it  may  be 
helpful  clinically  to  gain  time  for  accurate  diag- 
nosis and  surgery. 

Chest  pain,  dyspnea  and  tachycardia,  were 
present  in  all  patients,  (Table  3).  Although  not 
diagnostic,  these  findings  should  always  prompt 
immediate  investigation.  Gallop  rhythm,  mur- 
murs, and  an  accentuated  pulmonic  second 
sound  were  absent  in  the  majority  of  the  patients 
presented  here.  It  is  of  interest  that  the  pulmonic- 
second  sound  was  not  accentuated  in  four  of 
the  five  cases  presented,  but  it  was  accentuated 
in  all  cases  reported  by  Sasahara.7  The  major 
difference  between  our  cases  and  Sasahara's 
cases  is  the  degree  of  embolism.  It  appeared 
to  be  much  greated  in  our  patient*.  This  in 
turn  resulted  in  low  cardiac  output  and  hypo- 
tension in  three  of  five  patients  which  could 
reduce  the  intensity  of  heart  sounds.  Embolic 
material  was  not  seen  to  impinge  on  the  pul- 
monic valves  in  any  of  our  cases,  although  this 
has  been  mentioned  as  a mechanism  to  reduce 
the  intensity  of  the  pumonic  second  sound  in 
other  reported  cases. 

summary 

A rapid  multidisciplinary  approach  to  the  pa- 
tient with  suspected  pulmonary  embolism  is  sug- 
gested. The  patient  with  chest  pain,  dyspnea 
and  tachycardia  should  be  evaluated  promptly 
by  angiography  or  isotope  scanning0  or  both. 

* The  authors  are  indebted  to  Wil  B.  Nelp,  M.D.  for  the 
isotope  scans  included  in  this  study. 


Those  patients  exhibiting  cyanosis  or  hypoten- 
sion, or  both,  in  whom  obstruction  to  the  central 
pulmonary  arteries  has  been  demonstrated  are 
candidates  for  emergency  pulmonary  embolec- 
tomv.  Caces  with  demonstrated  obstruction  to 
the  pulmonary  bed,  who  do  not  also  have  hypo- 
tension and  cyanosis,  can  be  treated  by  ligation 
or  plication  of  the  inferior  vena  cava,  medical 
management,  and  serial  observations  since  spon- 
taneous resolution  of  pulmonary  emboli  does 
occur  frequently.  ■ 

U.  of  W.  School  of  Medicine  (98105) 

chemical  nomenclature 
Generic  Trade 

levarterenol  bitartrate  Levophed  Bitartrate 

isoproterenol  hydrochloride  Isoprel  Hydrochloride 

abstract  o 

La  incidencia  de  la  mortalidad  en  el  embolismo 
masivo  pucde  ser  redticida  con  un  tratamiento 
inmediato  basado  en  un  rdpido  diagnostico  cer- 
tero.  No  todos  los  casos  necesitan  ser  sometidos 
a la  embolectonua.  Si  la  plicacion  de  la  cava 
se  enclmje  en.  el  tratamiento  conservador,  debe 
de  lmcerse  inmediatamente  debajo  de  las  venas 
renales.  La  embolectonua  debe  de  tomarse  en 
consideracion  si  existe  cianosis,  o hipotension , 
o las  dos,  1/  si  obstruccion  de  las  arterias  central 
pidmonar  se  ha  demonstrado.  El  tratamiento 
medico  no  se  debe  de  olvidar  aunque  la  terapia 
principal  sea  quirurgica.  Un  aproche  de  el 
problema  en  conjunto  (team)  ofrece  muchas 
ventajas  en  la  certeza  y rapidez  de  el  diagnostico 
seguido,  de  pronta  institucion  de  el  tratamiento 
indicado. 
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Dangerously  Designed  Automobiles 

PETER  FISHER,  M.D.  Seattle,  Washington 

Injuries  and  death  from  auto  accidents  are  increasing  at  an  alarming  rate 
— a national  epidemic  and  catastrophe.  The  most  effective  cure  presently  available 
is  the  utilization  of  proved  safety  devices  in  automobiles  built  to  protect  passen- 
gers when  the  collision  does  occur.  Injury  and  fatality  rates  can  be  lowered 
overnight  by  this  method— but  the  public  is  not  demanding  it— and  Detroit  is 
not  utilizing  it— safety  cannot  be  purchased  at  any  price.  This  paper  discusses 
the  reasons  behind  the  deficiency,  the  built  in  dangers  of  present  auto  design, 
and  the  improvements  that  should  be  made  now. 


If  the  safety  features  already  well  known  for 
years  and  of  proved  value  were  incorporated 
into  today’s  cars,  the  intolerable  magnitude  of 
highway  carnage  could  be  changed  at  once. 
Who,  then,  is  responsible  for  the  sad  state  of 
affairs?  This  paper  will  place  the  blame. 

need  for  action 

The  tragic  tale  of  more  than  40,000  deaths 
and  nearly  five  million  disabling  injuries  caused 
by  “Detroit  death  traps”  is  well  known  and 
publicized.  Not  the  least  affected  group  is  our 
children,  for  auto  injuries  are  the  leading  cause 
of  their  fatalities.  This  is  the  picture— getting 
worse  every  year.  More  Americans  have  died 
from  auto  injuries  than  have  died  in  all  our  wars 
combined.  At  the  present  projected  rate  of  mas- 
sacre, we  can  expect  more  than  one  million 
deaths  and  three  hundred  million  injuries  by 
automobiles  in  the  next  twenty  years.  This 
can  be  curtailed;  it  must  be  curtailed. 

collisions , of  course 

Accidents  and  collisions  are  inevitable.  They 
may  be  reduced  in  frequency  by  better  driver 
training,  more  publicity,  elimination  of  defective 
vehicles,  elimination  of  defective  drivers,  more 
strict  law  enforcement,  and  better  control  of  the 
drunkard,  but  they  will  not  be  eliminated.  All 
studies  show  that  excessive  alcohol  consumption 
is  involved  in  at  least  50  per  cent  of  all  fatal 
injuries  to  auto  passengers  and  pedestrians.  The 
role  of  alcohol  in  serious  but  not  fatal  injuries 
is  not  known,  but  it  is  a reasonable  presumption 
that  the  incidence  here  is  also  very  high.  It  is  a 
certainty,  often  a “dead”  certainty,  that  acci- 
dents and  collisions  will  happen.  Plain,  ordinary, 
common  sense  should  prevail  upon  us  to  protect 
ourselves  to  the  hilt  against  the  lethal  result  of 


this  eventuality.  But  we  don’t  demand  it  as 
buyers.  Some  drivers  limit  their  safety  horizon  to 
the  placement  of  a religious  ornament  on  the 
dashboard  or  hanging  from  the  mirror  or  visor. 
What  a paradox  to  find  this  ornament  imbedded 
in  the  brain  of  the  “devout”  driver. 

design  deficiencies 

Faults  in  construction  of  our  automobiles  are 
well  known  and  documented,  as  they  pertain  to 
passenger  and  pedestrian  safety.  This  has  been 
demonstrated  by  evaluation  of  injured  people, 
careful  study  of  accidental  collisions  and  planned 
collisions,  observation  of  human  tolerances  in 
the  laboratory,  autopsy  evaluation,  race  driving 
experiences  and  special  studies  related  to  air 
and  space  travel.  The  only  conclusions  apparent 
to  any  student  of  the  subject  are  that  a safer 
car  can  be  built  now,  is  not  being  built  now, 
and  must  be  built  now. 

The  design  is  basically  wrong.  The  bumpers 
have  evolved  to  become  worse  than  useless— 
they  are  destructive.  They  do  not  have  any  rea- 
sonable energy  absorbing  characteristics  or  force 
distributing  potential;  they  don’t  protect  the  car 
against  major  or  minor  damage— the  tail  lights 
and  grille  are  usually  damaged  first.  They  muti- 
late the  pedestrian  and  act  as  a battering  ram  to 
penetrate  the  struck  car  to  add  to  property 
damage  and  personal  injury.  It  is  well  known 
that  a larger,  wider,  concave,  padded,  well  at- 
tached bumper  completely  surrounding  the  car 
will  obviate  most  of  these  deficiencies.  A retract- 
able force-absorbing  bumper  could  further  mini- 
mize forces  applies  to  the  automobile  occupants. 

Detroit  produced  armored  tanks,  but  their 
autos  are  of  flimsy  metal  offering  poor  protec- 
tion against  being  crushed  within  them.  Stronger 
side  structure  is  especially  needed.  Stronger 
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bodies,  better  supported  in  all  dimensions  can 
be  produced  almost  overnight.  Most  probably 
construction  can  be  achieved  so  that  in  head- 
on  collisions  the  body  of  the  car  would  slide  over 
the  engine  instead  of  the  engine  forced  into 
the  front  seat. 

Interior  design  is  loaded  with  lethal  potential. 
There  are  jutting  knobs  and  ashtrays,  ceiling 
lights  and  decorative  metal  strips,  insecure  seat 
mounts,  treacherous  rear  view  mirrors,  acceler- 
ator pedals  too  close  to  brake  pedals,  non-collapsi- 
ble  steering  shafts,  unpadded  dashboards  too 
close  to  the  occupant,  knife-edged  glove  com- 
partment doors  and  protruding  air  conditioners, 
tissue  dispensers,  gear  shift  levers— and  more. 

Design  for  vision  seems  to  be  deteriorating. 
Large,  optically  poor,  slanting,  curved  wind- 
shields let  in  the  sun  and  glare  and  distort 
vision.  Tremendous  windshield  wipers  can  t 
even  clear  the  area,  and  produce  more  glare 
with  highly  polished  chrome  arms  that  wave 
hack  and  forth,  catching  and  reflecting  any 
gleam  around.  Larger,  flatter  rear  windows  hold 
the  water,  steam  and  snow,  they  become  com- 
pletely obscured  and  they  have  no  wipers  to 
clear  them  off. 

The  instrument  panel  is  a maze  of  unidenti- 
fiable handles,  buttons  and  knobs  that  are  hard 
to  reach,  harder  to  identify  and  differ  in  almost 
every  model  of  every  car— an  attempt  to  adjust 
a light  has  inadvertently  put  a car  in  reverse 
gear.  In  some  recent  model  cars  the  ignition  key 
can  he  withdrawn  while  the  engine  is  running. 
This  has  caused  runaway  cars,  producing  col- 
lision and  injury.  Poorly  identifiable  or  poorly 
secured  gear  shift  levers  in  late  model  cars 
have  caused  inadvertent  reversal  of  direction, 
causing  injury. 

Major  improvements  in  safety— dual  braking, 
directional  indication  by  lights,  reliable  steering 
and  car  handling,  have  deteriorated  in  some 
areas  hut  there  has  merely  been  failure  to  utilize 
existing  knowledge  in  other  areas.  New  model 
cars  have  shrouded  headlights  and  tail  lights,  so 
that  the  car  can’t  be  seen  from  the  side  in  dark- 
ness. Carbon  monoxide  detection  devices,  auto- 
matic fire  extinguishers  and  lighitng  systems  in- 
dicating driver’s  action  have  already  been  per- 
fected. How  about  installing  them? 

the  catastrophic  compact 

One  product  has  been  singled  out  for  complaint 
about  and  correction  of  its  defects.  No  corrections 


were  forthcoming  until  more  than  a hundred 
complaints,  culminating  in  serving  of  more  than 
fifty  lawsuits  have  finally  caused  redesign  of  this 
dangerous  auto.  The  company  has  not  admitted 
the  production  of  an  imperfect  product,  or  even 
cooperated  voluntarily  in  correcting  it.  It  is  of 
interest  that  one  suit  was  settled  for  $70,000 
during  court  action.  These  defects,  all  occurring 
in  models  of  1960  through  1963,  were  not  ever 
publicized  by  the  manufacturers  to  their  dealers 
and  service  representatives.  A classic  story  of 
fantastic  runaround  given  an  owner  attempting 
to  correct  his  car’s  defects  has  been  described 
in  painful  detail.1 

The  first  major  problems  involved  the  steering 
shaft’s  protruding  a few  inches  in  front  of  the 
front  wheel,  so  that  in  a modest  head-on  collision, 
the  shaft  would  be  driven  toward  the  driver. 
This  has  caused  deaths.  The  second  major  defect 
concerns  rear  weight  distribution  and  suspension, 
causing  sudden  uncontrollability.  This  defect  of 
design  is  the  subject  of  present  litigation.2 

the  rambling  runaround 

I purchased  a different  1964  compact.  I be- 
lieved it  had  safety  features  of  special  consider- 
ation. I added  “optional”  safety  equipment  where 
available.  The  dashboard  padding  wasn’t  worth 
the  investment.  It  was  thin  and  nearly  as  hard  as 
the  metal.  Headrests  to  protect  against  hyper- 
extension injury  were  weak  and  probably  in- 
effectual. They  will  not  stay  up;  they  obscure 
vision,  and  have  an  unpadded  sharp-edged  back, 
menacing  the  rear  seat  passengers  who  may  be 
thrown  into  them,  producing  needless  injury. 

(It  is  a constant  source  of  annoyance  that 
the  gas  tank  will  not  hold  an  automatic  nozzle, 
and  spills  gas  if  put  in  at  maximum  speed.  This 
has  been  partially  remedied  in  my  model  and 
is  denied  by  the  manufacturer  as  a problem  to 
anyone  else— “no  reports  received  —yet  it  is  pain- 
fully obvious  to  any  gas  station  operator  who 
ever  fills  the  gas  tank  of  a car  of  that  brand.) 

The  culmination  of  my  correspondence  with 
the  manufacturer  on  these  matters  was  a letter 
and  literature  from  the  Safety'  Department,  ex- 
tolling the  virtues  of  the  real  safety  measures— 
power,  comfort,  power  seats,  etc.,  and  advising 
that  the  subject  was  much  too  complicated  to 
admit  that  a padded  dashboard  was  even  desir- 
able. It  was  suggested  that  perhaps  we  needed 
a more  firm,  rigid  dashboard;  that  it  would  be 
too  expensive  to  pad  the  hack  of  the  headrests; 
and  finally,  the  nauseating  repetition  that  no 
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facts  were  developed  to  indicate  any  need  for 
these  things. 

corporate  contradiction 

A leading  safety  representative  for  a motor 
company  has  presented  before  safety  confer- 
ences his  views  on  safety  matters  in  an  enlight- 
ened enthusiastic  manner.  Inspection  of  the  rep- 
resentative car  he  was  driving  was  testimony  to 
his  lack  of  influence  at  his  own  motor  company. 
His  car  contained,  among  other  undesirable 
features,  a metal  handle  on  the  comer  of  the 
dashboard  at  the  right  where  it  met  the  door 
panel.  This  handle  had  a sharp  leading  edge.  If 
struck  by  the  head  or  face  (which  would  hap- 
pen with  slightly  right-sided  head-on  collision) 
it  could  produce  hideous  and  fatal  damage,  un- 
necessarily. It  appeared  that  this  gem  evolved 
from  the  fact  that  the  wife  of  one  of  the  vice 
presidents  thought  it  would  be  nice  and  helpful 
to  her  to  have  it— so  there  it  was  put. 

A 1965  four-door  model  is  a maze  of  jutting 
knobs,  sharp-edged  interior  metal  supports  and 
large  protruding  door  handles  in  the  back  that 
are  easily,  inadvertently  flipped  open  if  struck 
by  a pasesnger— and  seem  peculiarly  suited  to 
causing  fracture  of  the  elbow.  The  front  seat 
passengers  have  but  a few  inches  of  knee  clear- 
ance from  the  unpadded  dashboard.  Kneecap  in- 
juries seem  likely  even  when  a safety  belt  is 
worn. 

first  fiasco 

One  manufacturer  must  be  congratulated  for 
the  first  attempts  toward  at  least  token  safety 
devices  in  the  mid-1950’s  wih  recessed  steering 
wheel.  Sales  declined  that  year,  so  that  further 
enlightened  actual  placement  of  safety  devices 
ended  right  there.  Happily,  we  have  just  learned 
that  they  are  now  making  available  installed 
rear  seat  belts. 

pedestrian  problem 

It  would  seem  that  the  car  of  today  is  designed 
to  destroy  the  pedestrian.  It  never  protects  him; 
it  often  maims  or  kills  him.  Statistical  studies 
clearly  show  why,  but  common  sense  alone 
makes  evident  the  lethality  of  the  purely  decora- 
tive dagger  and  spear  hood  ornaments,  the  sharp- 
edged  light  hoods,  pointed  bumpers,  studded 
grilles  and  sharp-edged  fins.  Not  one  of  these 
items  enhances  the  efficiency  of  the  car,  and 
probably  not  even  its  basic  beauty.  Cars  safer  for 
pedestrians  can  be  and  have  been  built. 


safety  engineers  vs.  “ the  big  sell" 

On  one  short  period  of  television  viewing  I 
noted  “the  big  sell”  as  it  relates  to  automobiles. 
Most  striking  were  the  handy  tissue  dispenser, 
cozy  interior,  coin  dispenser,  smart  outside, 
power  and  performance,  and  finally  economy  as 
it  relates  to  total  price  and  gas  consumption. 
There  is  no  mention  of  real  safety  factors.  Where 
is  the  so-called  safety  engineer?  He  is  travelling 
around  the  country  addressing  meetings,  extol- 
ling the  virtues  of  new  safety  innovations  as 
evidenced  by  his  laboratory  and  practical  study. 
He  sounds  interested,  enlightened  and  impres- 
sive. But  no  one  at  home  listens  to  him.  The 
final  product  is  evolved  by  the  sales  department, 
giving  a little  lip  service  to  a few  features  that 
are  unavoidably  included,  or  more  recently  have 
been  forced  on  them  by  legislation.  They  are 
happy  now,  however,  to  take  full  credit  for  these 
involuntary  inclusions.  Just  one  example:  A 
technical  paper  was  delivered  by  an  engineer  in 
1963  on  the  experimental  model  of  a new  car, 
including  1.— genuine  bucket  seats  with  lateral 
holding  power;  2.— strongly  anchored  seats;  3.— 
“bent”  steering  shaft  to  ward  against  being 
driven  back  into  the  passenger  compartment; 
4.— collapsable  steering  shaft  to  cushion  any  im- 
pact of  the  driver’s  chest  against  the  wheel;  5.— 
roll  bar  structure;  and  6.— a fail  safe  dual  brake 
system.  All  these  features  were  deleted  from  the 
production  model  put  on  the  highways  in  1964. 

the  forgotten  child 

The  most  vulnerable  occupant  of  any  automo- 
bile is  the  active  child  moving  all  around.  We 
find  him  standing  on  the  seat,  clinging  to  the 
dashboard  or  sitting  on  someone’s  lap.  Small 
wonder  that  this  small  missile  is  projected  into 
the  rear  seat  or  dashboard,  or  out  the  window. 
Suitable  restraining  devices  for  infants  and  chil- 
dren are  now  available,  and  are  known  to  the 
automobile  manufacturers— but  they  aren’t  tell- 
ing, aren’t  making  them  available,  aren’t  even 
cooperating  in  making  devices  easy  to  install. 
The  failure  to  protect  the  young  occupant  is 
inexcusable  and  immoral. 

Detroit  dilemma 

Basic  auto  design  is  changed  every  year  to  suit 
the  stylist,  but  we  are  told  it  is  too  costly  to 
change  for  safety.  Detroit  accepts  glory  for  minor 
improvements  that  it  never  voluntarily  put  in, 
yet  avoids  responsibility  for  selling  an  unreg- 
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ulated,  uninspected,  deadly  weapon  with  regard 
for  little  but  sales  volume.  If  these  statements 
seem  stark  and  harsh,  past  records  of  decades 
clearly  indicate  the  accuracy.  Chrome  and 
gadgets  galore  are  added  anywhere  and  in  any 
manner  without  regard  to  expense  if  they  will 
sell— yet  you  can't  purchase,  at  any  price  ( because 
you  are  told,  they  are  too  expensive),  proved 
safety’  devices  such  as  padding  the  back  of  a 
head  rest.  Safety  engineers  are  hired  and  used 
in  grandiose  fashion  to  find  what  is  safe  and 
to  spread  the  gospel  of  achievement  for  the 
great  motor  companies— but  not  reasonably  to 
influence  the  design  of  the  product  sold.  At 
this  time  Detroit  won’t  even  provide  the  holes 
for  easy  installation  of  back  seat  belts,  yet  all 
informed  safety’  students  admit  that  restraint  of 
back  seat  passengers  is  at  least  as  important 
(and  possibly  even  more  so)  than  in  the  front. 
No  major  carrier— not  the  bus,  airplane,  ship 
or  train— can  be  purchased  and  operated  with- 
out careful  governmental  instpection  and  super- 
vision; yet  the  auto  is  built  and  supplied  to  its 
victims  with  no  such  governmental  regulation 
and  with  unconscionable  disregard  for  the  safety7 
of  the  users. 

freeway  fantasy 

Road  building  is  at  an  all  time  high;  yet  the 
designs  on  the  boards  are  often  antiquated  be- 
fore they  are  drawn  up.  In  Boston,  a tree  that 
was  the  source  of  fatal  collisions  was  repeatedly 
repaired  by7  a tree  surgeon.  In  Philadelphia,  a 
highspeed  expressway  was  built  in  the  1950’s 
with  unbelievable  disregard  of  primary  rules 
of  safety.  Exits  and  entrances  are  toward  the 
center,  requiring  traffic  to  cross  fast  lanes  on 
entering  or  leaving  the  freeway;  lanes  of  traffic 
squeeze  occur  without  warning  every7  few  miles, 
and  marking  and  lighting  are  still  obviously 
inadequate.  Local  residents  are  so  impressed 
with  the  high  accident  and  fatality  rate  and  so 
fearful  of  driving  this  “dream  highway”,  that 
by  choice  they7  use  the  back  city  streets  of 
Philadelphia. 

the  1965  regression 

There  is  no  evidence  that  the  1965  autos  are 
basically  safer  than  their  predecessors,  and  in 
many  ways  they7  are  even  less  safe  than  pre- 
World  War  II  models.  Questionable  advances 
for  a 1965  series  include  a rear  suspension  arm 
attachment  that  may  break  loose  from  the  chassis 
frame.  This  could  then  result  in  the  car’s  veering 


completely  out  of  control.  The  company  has 
recalled  these  from  buy7ers  to  “improve”  this 
suspension. 

All  early  examples  of  another  line  were  being 
called  in  to  determine  whether  the  steering  gear 
support  needs  re-welding.  Without  this,  the 
steering  gear  could  break  loose  from  its  mooring, 
possibly  resulting  in  loss  of  steering  control. 
Problems  with  newly  designed  disc  breakes  have 
become  apparent  in  1965  in  several  makes. 

conclusion 

It  is  painfully,  and  often  fatally,  apparent 
that  automobile  manufacturers  do  not  have  their 
buyers’  safety  interest  in  mind.  Sales  volume 
alone  is  the  primary  factor,  so  their  faulty  prod- 
uct keeps  on  maiming  and  killing  its  buyers  in 
increasing  numbers,  now  amounting  to  mass 
slaughter.  If  these  manufacturers  would  utilize 
the  knowledge  already  available  and  proved  to 
build  a safe  car,  they  could  do  so  tomorrow,  with 
little  or  no  increase  in  present  costs,  and  thus 
change  this  massacre  trend  overnight.  Surely  it 
would  seem  that  the  insurers  of  auto  and  pas- 
sengers would  be  interested  in  influencing  safety7 
in  auto  design.  They7  may  be  interested,  but 
they  have  not  been  effective.  It  appears  that 
federal  legislation  alone  can  do  for  the  driver 
what  the  conscience  of  the  automobile  manufac- 
turer will  not  do.  ■ 

500  Wall  Street  (98121) 

abstracto 

Las  lesiones  y muerte  por  accidentes  de  auto- 
movil  van  en  aumento  a una  rapidez  alarmante— 
una  epidemia  ij  catdstrofe  nacional.  La  cura 
mas  efectiva  actualmente  a nuestro  alcance  es 
el  uso  de  dispositivos  de  seguridad  probados  en 
automoviles  construidos  para  proteger  los  pasa- 
jeros  cuando  la  colision  ocurre.  La  incidencia 
de  lesiones  y fatalidades  puede  ser  disminuida 
por  el  este  metodo—pero  el  publico  no  lo 
demanda  y Detroit  no  lo  esta  utilizando—la 
seguridad  no  puede  comprarse.  Este  trabajo 
discute  las  razones  detras  de  la  deficiencia,  los 
peligros  implicitos  en  el  diseno  de  los  autos 
actuales  y los  mejores  que  deben  hacerse  ahora. 
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Electrodiagnosis  of  Neuromuscular  Disorders 

ROBERT  H.  JEBSEN,  M.D.  / JOSEPH  C.  HONET.M.D.  Seattle,  Washington 


Clinical  electromyography  and  the  more  recently  developed  tests  of 
peripheral  motor  and  sensory  nerve  function,  have  proved  to  be  useful  tools 
in  detecting,  describing,  localizing,  and  occasionally  prognosticating,  neuro- 
muscular disorders.  These  tests  are  of  value  in  upper  motor  neuron  diseases 
such  as  parkinsonism,  multiple  sclerosis,  and  cerebral  palsy,  primarily  to 
exclude  motor  unit  disease  or  peripheral  neuropathy. 

Differentiation  of  specific  diseases  of  muscle  from  diseases  of  the  lower 
motor  neuron  can  be  made  by  a study  of  the  voluntary  and  involuntary  potentials 
found  in  the  muscles  by  electromyography.  Thus  muscular  dystrophy  presents 
an  entirely  different  picture  than  Guillain-Barre  syndrome  or  poliomyelitis. 
Neuropathies  can  also  be  localized  to  single  nerves,  as  the  median  nerve  in  carpal 
tunnel  syndrome,  or  to  root  levels  or  plexuses,  by  determining  which  muscles 
show  abnormalities.  The  finding  of  abnormally  sloiv  impulse  conduction  in 
the  peripheral  nerves  indicates  a disease  of  axons,  such  as  diabetic  neuropathy, 
tardy  ulnar  palsy,  or  Guillain-Barre,  whereas  in  anterior  horn  cell  diseases,  such 
as  amyotrophic  lateral  sclerosis  or  polio,  the  conduction  speeds  are  normal. 
Slowing  of  sensory  nerve  conduction  is  an  early  sign  of  peripheral  neuropathy. 

These  techniques  may  be  of  help  to  the  physician  when  muscle  weakness 
or  nerve  damage  is  suspected,  and  the  diagnosis  or  location  of  the  lesion  is 
in  doubt. 


Clinical  use  of  electric  currents  as  an  aid  in 
neurologic  diagnosis  has  been  known  to  medi- 
cine since  the  late  1800’s.  Erbs’  Reaction  of 
Degeneration  test  and  Strength-Duration  curves 
have  been  used  extensively.1  Increased  sophis- 
tication was  given  to  electrodiagnostic  methods 
in  1929  by  Adrian  and  Bronk  who  introduced 
the  use  of  needle  electrodes  for  detecting  the 
electrical  potential  changes  of  muscle.2  Elec- 
tromyography is  the  study  of  this  intrinsic 
electric  activity.  In  addition  to  studying  single 
motor  unit  action  potentials,  this  technique  al- 
lows us  to  detect  abnormal  potentials  that  may 
occur  in  disease  states.2  Such  potentials  are 
measured  in  microvolts  and  are  thus  so  small 
that  it  is  necessary  to  utilize  needle  electrodes 
to  pick  up  the  activity  which  is  then  amplified 
and  projected  on  an  oscilloscope  and  through 
a loudspeaker.  Such  testing  is  often  more  sensi- 
tive in  detecting  mild  changes  than  is  the  rather 
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gross  clinical  examination  for  muscle  strength.1 
Typical  abnormalities  are  found  in  diseases  of 
muscle  and  in  lower  motor  neuron  disorders. 

Stimulation  of  peripheral  motor  and  sensory 
nerves  with  electric  currents  can  provide  addi- 
tional information,  (Figure  1).  The  action  po- 
tential which  this  stimulation  evokes  is  picked 
up  by  surface  electrodes  and  again  displayed 
on  the  oscilloscope.  Abnormalities  are  noted 
in  certain  peripheral  nerve  disorders.5 

These  two  techniques  of  electromyography 
and  peripheral  nerve  stimulation  have  been 
refined  and  extensively  studied  in  the  past  15 
years.  It  is  the  purpose  of  this  paper  to  discuss 
these  techniques  and  their  clinical  application 
in  disorders  affecting  the  peripheral  nerves  and 
skeletal  muscles. 

Physiology  of  the  Motor  Unit 

A motor  unit  consists  of  a single  lower  motor 
neuron  (anterior  horn  cell  and  axon),  and  the 
many  muscle  fibers  it  supplies,  (Figure  2). 

Stimulation  from  the  central  nervous  system 
causes  discharge  of  the  anterior  horn  cell.  In 
normal  individuals  this  impulse  is  carried  from 
the  anterior  horn  cell  down  the  axon  at  a rate 
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clinical  uses  of  electrodiagnosis  can  be  classi- 
fied into  four  major  categories: 


Fig.  1.  Commercially  available  electrodiagnostic  equip- 
ment is  shown.  Electrodes  are  in  position  for  testing  the 
ulnar  nerve  motor  conduction  velocity.  The  stimulating 
electrode  is  held  against  the  nerve  at  the  elbow  and  the 
recording  electrode  is  over  the  hypothenar  muscles. 


Fig.  2.  Diagram  of  the  motor  unit  with  some  of  the  more 
common  disorders  affecting  the  anterior  horn  cell,  its  axon, 
the  neuromuscular  junction  and  the  muscle  #bers.  (A.L.S. 
is  amyotrophic  lateral  sclerosis). 


of  about  38-70  meters  per  second.  The  impulse 
spreads  over  the  end-branchings  of  the  axon  to 
the  neuromuscular  junction.  There  is  about  a 
one  millisecond  delay  at  the  junction,  after  which 
a wave  of  depolarization  spreads  down  each 
muscle  fiber  at  about  four  meters  per  second. 
Each  lower  motor  neuron  supplies  from  several 
to  several  hundred  muscle  fibers. 


Clinical  Use 

Clinical  use  of  electrodiagnosis  is  varied  and 
extensive  but  centers  around  the  diagnosis  and 
prognosis  of  diseases  of  the  motor  unit  and  of 
the  peripheral  sensory  nerves.  Arbitrarily,  the 


1.  determination  of  the  presence  or  absence  of 
disease 

It  is  sometimes  difficult  to  definitely  deter- 
mine the  presence  or  absence  of  organic  disease 
when  a patient  complains  of  weakness  or  sen- 
sory loss.  Such  complaints  may  be  due  to  hys- 
teria, disuse,  pain,  malingering,  or  may  repre- 
sent actual  disease  of  the  motor  unit  or  peripheral 
nerves.  Electromyographic  examination  can 
usually  show  that  disease  is  or  is  not  present 
in  the  motor  unit. 

A 32-year-old  man  was  seen  because  of  persist- 
ent, virtually  complete  motor  and  sensory  deficit 
in  the  left  forearm  and  hand  since  an  auto 
accident  five  weeks  before  examination.  No 
signs  of  upper  motor  neuron  disease  were 
found.  Electromyography  demonstrated  several 
randomly  firing  normal  motor  units  in  each 
muscle  tested.  No  evidence  of  nerve  damage 
was  found.  Electrical  stimulation  of  the  peri- 
pheral nerves  resulted  in  strong  contractions 
of  the  muscles  of  the  forearm  and  hand.  The 
diagnosis  of  conversion  reaction  or  malinger- 
ing was,  therefore,  objectively  substantiated. 


2.  localization  of  disease  within  the  motor  unit 

In  the  light  of  many  advances  of  therapeutic 
medicine,  it  is  important  to  know  where  in  the 
motor  unit  disease  is  located  and  to  be  able 
to  specifically  differentiate  lower  motor  neuron 
disease  from  disease  of  the  muscle.  Electromy- 
ography will  help  to  differentiate  these  entities 
and  thus  aid  in  the  institution  of  proper  treat- 
ment. 

A 14-year-old  boy  was  referred  to  the  electro- 
myographic laboratory  with  a diagnosis  of  pos- 
sible muscular  dystrophy.  He  had  a nine-year 
history  of  muscular  weakness  of  a progressive 
nature.  The  weakness  was  generalized  and 
. mildly  incapacitating  but  the  patient  could  still 
carry  out  many  of  his  activities  of  daily  living 
and  many  play  activities.  Electrodiagnostic  exam- 
ination revealed  a marked  decrease  in  velocity 
of  motor  nerve  conduction  in  the  nerves  ex- 
amined. This  included  the  median,  ulnar, 
peroneal,  and  facial  nerve.  He  was  noted  to 
have  denervation  potentials  on  needle  electrode 
examination  and  other  evidence  of  a neuro- 
pathic picture  rather  than  a myopathic  picture. 

On  the  basis  of  the  examination,  Charcot-Marie- 
Tooth  Disease  was  diagnosed  and  the  patient 
shown  not  to  have  a form  of  muscular  dys- 
trophy. 

3.  anatomic  localization  of  disease 

It  is  important  to  be  cognizant  of  the  ana- 
tomic area  involved  as  well  as  to  determine  the 
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presence  of  disease.  By  determining  which  mus- 
cles are  involved,  electromyographic  examina- 
tions can  be  helpful.  For  example,  in  a patient 
with  weakness  of  the  toe  extensors  and  anterior 
tibial  muscles,  it  is  important  to  differentiate  a 
peroneal  nerve  lesion  from  a lesion  in  the  fifth 
lumbar  nerve  root.  This  can  be  done  by  exam- 
ination of  multiple  muscles  to  see  if  other 
muscles  supplied  by  the  fifth  lumbar  root,  such 
as  the  hamstrings,  gluteus  maximus,  or  para- 
spinal  muscles  are  also  involved. 

A patient  suspected  of  having  amyotrophic  lat- 
eral sclerosis  was  referred  to  the  electro- 
diagnostic laboratory  because  of  weakness  of 
both  hands  and  the  presence  of  fasciculations  in 
the  hands.  Examination  revealed  that  the  path- 
ologic findings  were  limited  to  the  muscles  sup- 
plied by  the  eighth  cervical  segment;  other 
muscles  were  normal.  Further  investigation  re- 
vealed the  presence  of  a herniated  cervical  disc 
and  proper  treatment  could  be  instituted. 

4.  stage  and  extent  of  nerve  injury 

Electrodiagnostic  examinations  may  be  help- 
ful in  determining  the  completeness  of  a nerve 
lesion,  as  well  as  the  stage  of  degeneration  or 
regeneration.  Often  electromyographic  evidence 
of  slight  nerve  function  may  be  detectable  when 
clinical  evidence  of  function  is  not  present.  Thus 
it  might  be  possible  to  avoid  unnecessary  sur- 
gery for  nerve  suturing. 

A middle-aged  male  patient  presented  with  a 
history  of  injury  just  above  the  lateral  epi- 
condyle  of  the  right  humerus  five  weeks  prior 
to  examination,  with  subsequent  inability  to 
extend  his  wrist  and  fingers.  The  question 
of  radial  nerve  severence  at  the  elbow  was 
investigated  electromyographically.  It  was  found 
that  there  were  some  voluntary  potentials  found 
in  the  extensor  indicis  and  extensor  carpi  ul- 
naris,  thus  indicating  that  the  radial  nerve  had 
not  been  completely  severed.  Surgery  was 
therefore  not  undertaken.  After  several  months, 
recovery  was  noted. 

Electromyography 

In  performing  the  test,  a plastic  coated  fine 
gauge  wire  with  exposed  tip  is  inserted  into 
muscle  tissue.  The  exposed  tip,  which  records 
the  electric  potential  changes  of  the  surround- 
ing muscle  cells,  is  necessarily  small  to  prevent 
pickup  from  so  wide  an  area  that  only  a blur 
would  record.  Potentials  from  approximately 
twenty  motor  units  can  be  detected  in  the  range 
of  sensitivity  of  the  electrode  tip.  After  ampli- 
fication, the  potentials  are  displayed  on  an  oscil- 
loscope and  heard  through  a loudspeaker.  The 


oscilloscope  is  used  in  preference  to  a pen  re- 
cording because  the  wave  forms  appear  too 
rapidly  for  a pen  to  follow.6-8 

There  are  four  steps  to  the  examination: 

Step  1:  With  the  muscle  at  rest,  no  electrical 
activity  is  normally  seen. 

Step  2:  The  needle  is  moved  slightly.  This 
produces  a burst  of  electric  potentials  as  muscle 
fiber  membranes  are  disturbed;  however,  such 
potentials  cease  as  soon  as  needle  movement 
stops. 

Step  3:  The  patient  is  asked  to  produce  a 
slight  contraction  of  the  muscle  being  tested. 
Normally  this  results  in  the  repetitive  discharge 
of  one  or  two  motor  units  in  the  area  of  the 
exploring  electrode,  each  firing  at  a rate  of  5-15 
times  per  second.  These  normal  motor  unit  ac- 
tion potentials  are  diphasic  or  triphasic,  and  are 
usually  200-1000  microvolts  in  amplitude 
(height),  and  8-12  milliseconds  in  duration 
(width).  Each  potential  seen  represents  the 
sum  of  the  depolarization  potentials  of  all  the 
muscle  fibers  of  a single  motor  unit,  (Figure  3). 

Step  4:  The  patient  is  asked  gradually  to  in- 
crease the  strength  of  contraction  to  maximum. 
As  he  does  so,  the  rate  of  firing  of  each  motor 
unit  increases  to  about  20-50  times  per  second, 
and  additional  motor  units  begin  to  fire.  Nor- 
mally the  smaller  motor  units— i.e.,  those  with 
the  fewest  muscle  fibers  per  neuron— are  used 
in  weak  contractions,  and  large  motor  units  are 
added  for  strong  contractions.  Thus,  with  a 
maximum  contraction,  the  oscilloscope  screen 
is  filled  with  many  motor  unit  action  potentials 
firing  at  rapid  rates,  some  units  having  1500- 
4000  microvolt  potentials.  This  produces  a blur 
on  the  screen  called  the  normal  interference 
pattern,  (Figure  3). 


Fig.  3.  Normal  EMG  (Left)  A normal  triphasic  voluntary 
potential  is  seen  during  a minimal  effort  of  contraction. 
(Right)  a vigorous  effort  produces  many  rapidly  firing 
voluntary  potentials — a normal  “interference  pattern.” 
Vertical  calibration  200  microvolts.  (Redrawn  from  photo). 

It  is  imperative  that  a physician  well  versed  in 
the  normal  and  abnormal  electromyographic 
findings  perform  the  examination.  An  intimate 
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knowledge  of  the  nerve  root  and  peripheral  nerve 
supply  to  the  muscles,  as  well  as  a knowledge  of 
muscular  anatomy  is  necessary  in  performing  this 
examination.  There  is  no  set  routine  as  to  which 
muscles  to  examine  and  how  many  muscles 
should  be  examined.  The  examination  is  based 
on  the  clinical  problem  presented  and  on  the 
findings  during  the  examination.  A prolonged 
period  of  training  is  a prerequisite  for  reliable 
interpretation  of  the  test. 


The  Electromyogram  in  Diseases  of  the 
Lower  Motor  Neuron 


w 

X Polyphasic 
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Lower  motor  neuron  diseases  result  in  a func- 
tional loss  of  entire  motor  units.  The  muscle 
fibers  supplied  by  the  affected  neuron  are  no 
longer  under  voluntary  control.  When  actual 
denervation  has  occurred,  there  is  a two  to  three 
week  period  of  muscle  fiber  inactivity,  followed 
by  a prolonged  period  (often  years)  during 
which  the  fibers  contract  individually  in  response 
to  circulating  acetyl-choline,  mechanical  stimu- 
lation or  heat.  This  contraction  of  individual 
denervated  muscle  fibers  is  called  fibrillation. 
Since  single  muscle  cells  are  involved,  such  con- 
tractions are  not  visible  through  the  skin.  The 
involuntary  twitchings  of  muscle  that  are  visible 
through  the  skin  are  fasciculations.  These  repre- 
sent discharges  of  an  entire  motor  unit  due  to 
various  causes,  such  as  irritation  of  the  nerve 
trunk  or  anterior  horn  cells.* 7 

When  a denervated  muscle  is  tested,  the  fol- 
lowing are  noted: 

Step  1:  No  electrical  activity  is  seen  in  the 
resting  muscle  during  the  first  two  to  three 
weeks  following  Wallerian  degeneration.  How- 
ever, after  this  period  of  inactivity,  the  de- 
nervated muscle  fibers  start  to  fibrillate.  These 
fibrillations  produce  tiny  (25-125  microvolts) 
potentials  of  very  short  duration  (0.5  to  2 
milliseconds),  which  occur  at  regular  intervals 
2-10  times  per  second,  (Figure  4).  Because 
of  their  short  duration,  fibrillation  potentials 
have  a high-pitched  crackling  sound  easily 
recognized  through  the  loudspeaker.  The  pres- 
ence of  such  potentials  indicates  Wallerian  de- 
generation of  the  lower  motor  neuron  with 
denervation  of  the  affected  muscle  fibers. 

Step  2:  The  electrode  is  moved  slightly.  If  it 
is  in  an  area  of  denervated  muscle,  this  mech- 
anical stimulation  increases  the  amount  of  fib- 
rillation or  causes  it  to  begin  if  none  is  occur- 
ring spontaneously.  Another  type  of  abnormal 
potential  that  may  be  induced  in  denervated 
muscle  by  needle  movement  is  the  positive 
wave.  Such  waves  have  a sharp  downward 


Fig.  4.  Abnormal  EMG  (W.)  The  neuropathic  interference 
pattern.  Despite  vigorous  attempts  to  contract,  only  one 
motor  unit  is  produced  in  the  area  of  the  electrode.  (X.) 
Abnormal  polyphasic  voluntary  potentials.  (Y.)  a. — Positive 
waves,  b. — Fibrillation  potentials.  (Z.)  The  myopathic  in- 
terference pattern.  During  an  attempt  at  vigorous  con- 
traction, many  small  motor  units  are  seen.  All  are  at  the 
same  vertical  calibration  of  200  microvolts.  (See  calibration 
wave  at  bottom  of  X.)  (Redrawn  from  photo). 


(positive)  deflection  with  a shallow  negative 
recovery,  (Figure  4). 

Step  3:  In  attempting  a weak  contraction,  the 
patient  cannot  produce  any  voluntary  motor 
unit  action  potentials  if  there  is  total  denerva- 
tion, as  in  peripheral  nerve  severance.  If,  how- 
ever, denervation  is  only  partial,  this  step  will 
be  normal  except  that  larger  motor  units  may 
be  recruited  early.  Voluntary  potentials  with 
more  than  three  peaks  (polyphasic  potentials) 
are  often  seen  in  either  neuropathy  or  myo- 
pathy, (Figure  4). 

Step  4:  If  complete  denervation  exists,  maxi- 
mum efforts  will  again  be  unable  to  produce 
motor  unit  action  potentials.  If  partial  denerva- 
tion exists,  a characteristic  pattern  appears. 
This  interference  pattern  shows  fewer  poten- 
tials in  comparison  with  the  normal  interfer- 
ence pattern,  (Figure  4).  This  occurs  because 
■ fewer  than  the  normal  number  of  functioning 
motor  imits  are  present  in  the  area  of  the  elec- 
trode. Those  units  that  are  undamaged  dis- 
charge at  the  normal  rapid  rate. 

It  is  essential,  of  course,  to  test  various  muscles 
so  that  a pattern  of  involvement  is  established. 
For  example,  unilateral  involvement  of  the  bi- 
ceps, deltoid,  pronator  teres,  and  triceps  indi- 
cates a sixth  cervical  nerve  root  lesion,  whereas 
involvement  of  only  ulnar  innervated  muscles 
would  suggest  an  ulnar  nerve  problem.  Thus 
the  distribution  of  involvement  may  indicate  a 
diffuse  disease  process  or  may  localize  the  disease 
to  a peripheral  nerve,  nerve  root,  or  area  of 
plexus. 
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The  Electromyogram  in  Muscle  Fiber  Disease 

In  primary  muscle  diseases  such  as  muscular 
dystrophy,  polymyositis,  dermatomyositis,  and 
in  the  metabolic  myopathies,  different  results  are 
obtained,  because  the  pathology  consists  of  a loss 
of  muscle  fibers  rather  than  of  neurons.  Thus  the 
motor  units  are  “smaller.’’  As  muscle  fibers  die, 
each  lower  motor  neuron  supplies  fewer  muscle 
fibers.  This  causes  the  motor  unit  action  poten- 
tials to  become  smaller— often  only  200,600  micro- 
volts in  height  and  3-5  milliseconds  in  dura- 
tion.478 

Step  1:  No  activity  is  noted  in  the  resting 
muscle. 

Step  2:  Movement  of  the  needle  usually  is 
followed  by  electrical  silence,  as  in  normal 
muscle.  However,  positive  waves  are  noted  in 
some  cases  of  myopathy,  and  infrequently  a few 
fibrillation  potentials  may  be  elicited.  It  has 
been  postulated  that  these  fibrillation  potentials 
are  due  to  functional  denervation  produced  by 
loss  of  the  neuromuscular  junction  as  the  first 
step  in  muscle-fiber  necrosis,  occurring  while 
the  rest  of  the  fiber  is  still  capable  of  contrac- 
tion. Fibrillation  potentials  are  particularly 
common  in  polymyositis. 

Step  3:  When  a minimal  voluntary  contrac- 
tion is  attempted,  we  find  that  an  inordinately 
high  number  of  motor  unit  action  potentials 
appear.  This  characteristic  finding  occurs  be- 
cause the  loss  of  many  of  the  muscle  fibers  of 
each  motor  unit  necessitates  the  use  of  more 
than  the  normal  number  of  motor  units  for  a 
given  strength  of  contraction. 

Step  4.  Attempts  at  strong  voluntary  con- 
traction result  in  production  of  an  interfer- 
ence pattern  characterized  by  decreased  height 
of  all  potentials  (loss  of  muscle  fibers  in  each 
motor  unit)  with  normal  number  of  motor 
units  (no  loss  of  neurons).  This  type  of  inter- 
ference pattern  is  shown  in  Figure  4 at  the 
lower  right. 

A 58-year-old  woman  was  admitted  because  of 
severe  generalized  weakness  which  had  been 
progressive  for  twenty  years.  Reflexes  were  ab- 
sent, but  sensation  intact.  Tests  for  myasthenia 
gravis  were  negative.  Electromyography  de- 
monstrated that  the  motor  unit  action  potentials 
were  small  in  amplitude  and  duration.  Many 
motor  units  were  needed  to  produce  even  a 
weak  contraction.  These  findings  were  typi- 
cal of  myopathy.  Moreover,  needle  movement 
caused  the  production  of  repeated  high-fre- 
quency trains  of  waves  which  waxed  and 
waned  in  intensity.  Such  waves  are  character- 
istic of  myotonic  muscle  (difficulty  with  re- 
laxation). On  careful,  repeated  clinical  exami- 
nation delayed  relaxation  could  be  found  after 
hammer  percussion  of  the  finger  extensors.  It 
was  not  apparent  in  any  other  muscles.  The 
diagnosis  of  myotonic  muscular  dystrophy  was 
made. 


It  should  be  apparent  from  the  foregoing  dis- 
cussion that  electromyography  is  a very  sensitive 
technique  for  the  detection  of  motor  unit  disease, 
providing  information  regarding  the  differential 
diagnosis  of  muscle  fiber  disease  from  lower 
motor  neuron  disease. 

4 

Electrical  Stimulation  of  Nerves 

Electrical  stimulation  of  the  peripheral  nerve 
trunks  can  provide  additional  information  about 
the  function  of  the  motor  and  sensory  nerves. 

A.  simple  stimulation 

If  a nerve  trunk  is  damaged  by  injury  so  that 
complete  Wallerian  degeneration  occurs,  the  por- 
tion of  the  nerve  distal  to  the  injury  ceases  to 
function  after  three  days.  However,  if  the  dam- 
age causes  only  a temporary  physiologic  block 
(neuropraxia),  the  distal  portion  will  continue 
to  function.  Thus,  four  days  after  onset  of  com- 
plete Bell’s  Palsy,  simple  stimulation  of  the  facial 
nerve  will  result  in  facial  muscle  contraction  if 
there  is  only  neuropraxia.  However,  if  nerve 
degeneration  has  occurred,  no  response  to  stimu- 
lation will  be  seen.10 

8.  motor  nerve  conduction  velocity 

If  a surface  electrode  is  placed  over  the  thenar 
muscles  and  the  median  nerve  stimulated  at  the 
wrist,  a certain  delay  is  noted  before  muscle 
contraction  occurs  (normally  less  than  5 milli- 
seconds). If  the  median  nerve  is  then  stimulated 
at  the  elbow,  a longer  delay  is  noted.  The  dis- 
tance between  these  points  of  stimulation,  di- 
vided by  the  difference  in  delay,  will  provide  the 
velocity  of  conduction,  (Figure  5,  left).  This 
is  normally  38-65  meters  per  second  in  the  pero- 
neal and  tibial  nerves  and  43-70  meters  per  sec- 
ond in  the  ulnar,  radial  and  median  nerves. 

The  motor  conduction  velocities  are  decreased 
in  generalized  diseases  of  the  axon  of  the  lower 
motor  neuron,  such  as  Guillain-Barre,  diabetic 
neuropathy,  or  heavy  metal  intoxication.  If  there 
is  local  damage  to  a nerve  trunk,  there  may  be 
slowing  of  conduction  across  the  site  of  damage. 
Thus  compression  of  the  median  nerve  in  the 
carpal  tunnel  will  usually  result  in  a delay  of 
more  than  five  milliseconds  from  stimulation  of 
the  nerve  at  the  wrist  until  contraction  of  the 
thenar  muscles.  The  normal  delay  is  less  than 
five  milliseconds.  A similar  situation  is  true  for 
the  ulnar  nerve  at  the  elbow  in  “tardy  ulnar 
palsy.511'12 
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Fig.  5.  (Left)  Motor  conduction  velocity  of  the  median 
nerve.  A. — time  of  stimulus;  B. — beginning  of  muscle  re- 
sponse after  stimulation  at  wrist;  C. — beginning  of  muscle 
response  after  stimulation  at  elbow;  D. — vertical  calibra- 
tion of  5000  microvolts.  Time  markers  occur  each  milli- 
second. Delay  from  stimulation  at  wrist  until  muscle  re- 
sponse is  2.4  milliseconds;  delay  from  elbow  is  5.7.  Time 
for  impulse  to  travel  wrist  to  elbow  is  therefore  5.7  minus 
2.4,  or  3.3  milliseconds.  The  distance  as  measured  between 
these  two  points  was  182  mm.  Thus  the  velocity  of  impulse 
conduction  was  182  divided  by  3.3,  or  55  meters  per  second. 
(Right)  Sensory  antidromic  conduction  velocity  of  the 
median  nerve.  A. — time  of  stimulus;  B. — peak  of  muscle 
response  after  stimulation  at  wrist;  C. — peak  of  muscle 
response  after  stimulation  at  elbow;  D.— vertical  calibra- 
tion of  50  microvolts.  Time  markers  occur  each  milli- 
second. Latencies  of  7.2  and  3.3  milliseconds  (read  to  the 
peak)  with  a distance  of  224  mm  gives  a velocity  of  58 
meters  per  second. 


A 59-year-old  man  was  referred  with  a history 
of  aching  pain  in  the  right  thumb  and  index 
finger  for  several  months.  This  pain  radiated  up 
the  forearm  and  into  the  shoulder.  He  had  had 
recurrent  stiff  neck  and  x-rays  showed  degen- 
erative changes  in  the  cervical  spine.  No  weak- 
ness was  apparent.  The  suspected  diagnosis  was 
C-6  disc  protrusion.  Electromyography  revealed 
slight  denervation  only  in  the  thenar  muscles 
of  the  right  hand.  Median  nerve  stimulation 
at  the  wrist  revealed  a delay  of  seven  millisec- 
onds before  thenar  muscle  contraction  (normal 
is  less  than  5).  This  suggested  carpal  tunnel 
syndrome.  Surgical  release  of  the  carpal  liga- 
ment resulted  in  prompt  pain  relief. 

C.  sensory  nerve  studies 

The  digital  nerves,  which  are  purely  sensory, 
can  be  stimulated  through  electrodes  wrapped 
around  the  fingers.  Thus,  for  the  median  nerve 
the  electrodes  are  placed  around  the  second  and 
third  digits  and  a stimulus  applied.  Recording 
electrodes  over  the  median  nerve  at  the  wrist  will 
show  a potential  change  as  the  impulse  travels 
up  the  nerve.  This  potential  is  small  (5  to  50 
microvolts).  It  has  been  shown  that  a delay 
between  stimulation  and  pick-up  of  more  than 
3.8  milliseconds,  or  disappearance  of  the  poten- 
tial, may  be  an  early  sign  of  peripheral  neuro- 
pathy. 

Actual  sensory  conduction  velocities  can  be 
done  antidromically,  e.g.,  by  stimulating  the  me- 
dian nerve  at  the  elbow  and  wrist  and  recording 
the  potentials  from  the  digital  nerves,  which  are 


purely  sensory,  via  electrodes  wrapped  around 
the  fingers,  (Figure  5,  right).  Such  velocities  are 
normally  about  the  same  as  the  motor  velocities 
or  slightly  higher.5 1314 

Additional  Case  Reports 

Case  1:  A 28-year-old  white  male  was  re- 
ferred with  suspected  radial  nerve  damage.  He 
complained  of  pain  in  the  right  upper  arm,  ra- 
diating to  the  forearm  and  neck,  associated  with 
weakness  of  wrist  extension.  Symptoms  devel- 
oped gradually  over  several  days,  after  vig- 
orous skiing  one  month  before  examination. 

Nerve  conduction  velocities  were  65  meters 
per  second  in  the  right  radial  nerve  (neck  to 
forearm)  and  62  meters  per  second  in  the  left 
(both  normal).  Electromyography  showed 
marked  fibrillation  in  the  radial  and  ulnar  wrist 
extensors  and  mild  fibrillation  in  the  pronator 
teres,  triceps  and  flexor  carpi  radialis.  Since  these 
muscles  are  all  innervated  by  C-7  and  different 
peripheral  nerves,  a root  or  cord  lesion  at  that 
level  was  suggested.  Cervical  spine  films  dem- 
onstrated straightening  of  the  spine.  He  re- 
sponded well  to  cervical  traction  and  a cervical 
felt  collar. 

Case  2:  A 14-year-old  boy  was  seen  in  the 
Physical  Medicine  and  Rehabilitation  Clinic  for 
prescription  of  strengthening  exercises  for  a 
weakened  left  lower  extremity.  The  presenting 
diagnosis  was  multiple  sclerosis  made  on  the 
basis  of  his  muscular  weakness  in  the  left  lower 
extremity,  sensory  deficit  over  both  feet,  hyper- 
active reflexes  in  the  uninvolved  extremity,  and 
bilaterial  Babinski  signs.  The  onset  of  his  di- 
sease was  sudden,  approximately  two  months 
before  being  seen  for  the  exercises,  and  there 
was  no  progression  during  that  period  of  time. 

Because  of  the  nature  of  his  weakness,  elec- 
tromyographic examination  was  requested. 
Many  fibrillation  potentials  were  noted  in  the 
weakened  muscles  of  the  left  lower  extremity, 
as  well  as  loss  of  motor  unit  potentials.  These 
included  the  quadriceps,  anterior  tibial,  gastro- 
cnemius, and  hamstrings.  Motor  and  sensory 
nerve  conduction  studies  were  normal.  The  di- 
agnosis of  anterior  horn  cell  lesion  was  made 
and  this  is  unusual  in  multiple  sclerosis. 

This  boy  probably  had  a transverse  myelo- 
pathy which  was  non-progressive.  Thus  his 
apparent  long-term  prognosis  was  improved. 

Case  3:  A 58-year-old  man  presented  with 
severe  shoulder  pain,  thought  to  be  an  acute 
bursitis.  His  examination,  however,  showed 
some  muscular  weakness  and  this  was  defini- 
tively evaluated  by  electromyographic  examina- 
tion. He  was  noted  to  have  no  voluntary  motor 
unit  potentials  in  the  infra-  or  supraspinatus 
muscles.  All  other  muscles  of  the  shoulder  were 
normal.  In  the  third  week  following  the  acute 
onset  of  his  illness,  the  patient  had  evidence  of 
denervation  in  the  same  muscles  (fibrillation 
potentials).  The  diagnosis  of  involvement  of  the 
suprascapular  nerve  was  made. 

With  continued  weakness  and  essentially  no 
improvement,  an  exploratory  operation  was 
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-fig.  6.  Sensory  nerve  conduction  velocity,  median  nerve, 
in  a case  of  carpal  tunnel  syndrome.  A. — time  of  stimulus; 

B.  — peak  of  muscle  response  after  stimulation  at  wrist; 

C.  — peak  of  muscle  response  after  stimulation  at  elbow. 
Time  markers  occur  each  millisecond.  The  latency  at  the 
wrist  is  5.3  milliseconds  (measured  to  peak).  Normally 
this  is  less  than  3.8  milliseconds,  indicating  slow  conduc- 
tion from  wrist  to  digits.  However,  the  velocity  from  elbow 
to  wrist  was  normal  (59  meters  per  second),  thus  localizing 
the  problem. 


considered.  Prior  to  the  operation,  another  elec- 
tromyographic examination  was  obtained  and 
this  showed  some  signs  of  re-innervation  ( a 
few  voluntary  potentials).  Operation  was  de- 
layed and  progressive  recovery  noted. 

In  this  case,  electromographic  examinations 
established  the  correct  diagnosis  and  later  gave 
evidence  of  recovery  before  it  was  manifest 
clinically.  It  was  thus  not  necessary  to  operate. 

Case  4:  A patient  was  referred  with  history 
of  exposure  to  lead.  He  complained  of  nonspe- 
cific muscular  weakness,  more  prominent  in  the 
right  upper  extremity,  and  of  dropping  objects 
from  his  right  hand. 

Electromyographic  examination  revealed  no 
abnormalities  in  any  of  the  extremities  with  the 
exception  of  the  involved  right  upper  extremity. 
Conduction  velocities  in  the  median,  ulnar  and 
peroneal  nerves  were  normal.  Needle  electrode 
examination  showed  fibrillation  potentials  in 
the  radial  nerve  supplied  muscles  below  the 
supinator  in  the  right  and  no  abnormal  po- 
tentials in  the  muscles  supplied  by  the  radial 
nerve  above  the  supinator.  The  former  includ- 
ed the  supinator  muscle,  extensors  of  the  fing- 
ers, and  extensor  indicis,  while  the  latter  in- 
cluded the  brachio-radialis,  triceps,  and  ex- 
tensor carpi  radialis  longus.  Diagnosis  of  en- 
trapment of  the  radial  nerve  as  it  passes  through 
the  supinator  muscle  was  made.  Exploratory 
operation  confirmed  the  diagnosis.  Postoper- 
atively  recovery  was  progressive. 

Case  5:  A 24-year-old  laborer  was  referred 
to  the  electromyography  laboratory  with  the 
tentative  diagnosis  of  brachial  plexus  neuro- 
pathy. He  complained  of  pain  in  the  hand,  fore- 
arm and  shoulder.  He  had  numbness  and  tingl- 
ing of  the  entire  hand  and  complained  of  some 
tingling  of  the  forearm. 

Electromyographic  examination  was  normal. 
The  distal  motor  delay  in  the  right  median 
nerve  was  6.5  milliseconds  and  in  the  left 


median  nerve  was  2.5  milliseconds.  The  sen- 
sory delay  in  the  right  median  nerve  was  5.4 
milliseconds,  (Figure  6)  and  in  the  left  median 
was  3.1.  Motor  and  sensory  conduction  times 
from  the  elbow  to  the  wrist  were  normal,  lo- 
calizing the  slowness  to  below  the  wrist.  The 
diagnosis  of  carpal  tunnel  syndrome  on  the 
right  was  made  on  the  basis  of  these  nerve 
conduction  abnormalities.  Operation  was  per- 
formed and  the  patient  had  relief  of  symptoms. 

Case  6:  A 46-year-old  woman  presented  with 
weakness  of  both  lower  extremities  and  a su- 
spected diagnosis  of  peripheral  neuropathy, 
probably  on  a diabetic  basis.  It  was  impossible 
to  obtain  a conduction  velocity  on  the  right 
peroneal  nerve,  because  of  marked  atrophy  of 
the  extensor  digitorum  brevis  muscle.  The 
motor  conduction  velocity  of  the  right  ulnar 
nerve  was  32  meters  per  second  and  the  right 
median  nerve  was  29  meters  per  second.  The 
median  sensory  velocity  was  35  meters  per 
second  (all  markedly  slowed).  She  had  fibril- 
lation potentials  in  the  muscles  of  both  lower 
extremities,  including  the  quadriceps  and  also 
had  involvement  of  some  of  the  intrinsic  hand 
muscles  of  both  upper  extremities. 

Thus,  the  diagnosis  of  diffuse  peripheral  neu- 
ropathy was  confirmed,  with  the  additional 
evidence  of  involvement  of  both  upper  ex- 
tremities as  well  as  the  proximal  muscles  of  the 
lower  extremities.  ■ 

U.  of  W.  School  of  Medicine  (98105) 

absiracto 

La  elect romiografia  ij  las  pruebas  de  funcion 
ncrviosa  periferica  motora  tj  scnsitiva,  han  pro- 
bado  su  utilidad  como  armar  en  el  dscubri- 
miento,  descripcion,  localizacion  y o casio nal- 
mente  el  prognostico,  dc  la  trastornos  neuro- 
musculares.  Estas  pruebas  son  de  valor  en  las 
enfermadades  de  la  neurona  motora  superior 
tales  como  el  parkinsonismo,  la  esclerosis  mul- 
tiple, la  paralisis  cerebral,  etc;  principalmente 
para  excluir  enfermedad  de  la  unidad  motora  o 
neuropatia  periferica.  La  diferenciacion  de  las 
enfermedades  especificas  del  musculo ; de  las  de 
la  neurona  motora  inferior  puede  hacerse  por 
medio  de  le  estudio  de  las  potenciales  volun- 
tario  e involuntario  encontrados  en  los  musculos 
a traces  de  la  electromiagrafia.  La  distrofia 
muscular  presenta  un  cuadro  enteramente  difer- 
ente  del  de  el  sindrome  de  Guillian-Barre  o del 
de  la  poliomielitis.  Las  neuropatias  pueden 
tambien  localizarse  a nervios  en  particular,  como 
el  mediano  en  el  sindrome  del  tunel  carpiano, 
o a los  niveles  de  las  raices  o a los  de  los  plexos, 
determinando  que  musculos  presentan  anomali- 
dades.  Cuando  se  enquentra  una  velocidad  de 
conduccion  bajo  de  la  normal,  eso  indica  enfer- 
medad de  los  axons,  por  eje77iplo  la  7ieuropatia 
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diabetica,  la  paralisis  cubital  tardia,  Guillian- 
Barre,  etc.  mientras  que  las  enfermedades  dc  las 
neuronas  de  las  astas  anterior  como  la  esclerosis 
lateral  amiotrofica  o la  poliomielitis,  en  las  cuales 
la  velocidad  de  conduccion  es  normal.  El  retardo 
en  la  conduccion  de  los  nervios  sensitivos  es  un 
signo  temprano  de  neuropatia  perif erica.  Estas 
tecnicas  pueden  ser  de  utilidad  para  el  medico 
cuando  se  sospecha  debilidad  muscular  o lesion 
nerviosa  y cuando  el  diagnostico  o la  localization 
de  la  lesion  estan  en  duda. 
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MONKEY  BUSINESS 

Bonnett  monkeys  (Macaco  radiata)  are  found  throughout  peninsular  India  from 
Cape  Comorin  in  the  south  to  Bombay  in  the  west  and  nearly  to  the  mouth  of  the 
Ganges  in  the  east.  They  are  small  monkeys,  brown  in  color,  with  a pale  face,  long 
skinny  tail,  and  large  hands  and  feet.  Their  fur  is  close  and  short,  but  the  most  char- 
acteristic feature  is  a topknot  of  long,  darker  hair  growing  outward  from  a central  point, 
perhaps  the  prototype  of  some  of  the  avant  garde  hair  arrangements  we  see  in  the  fashion 
magazines.  They  are  agile,  gregarious,  and  have  a reputation  of  being  adept  escapists. 
So,  look  closely  the  next  time  you  see  an  unusual  hairdo  moving  down  the  hall. 

From  Primate  News,  Oregon  Regional  Primate  Research  Center,  May  29,  1964, 
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Improve  special  diets  with  variety 
...like  soup 


You’ll  find  many  Campbell’s  Soups  useful  in  most  special  diets 
you  plan  for  patients.  Like  you,  we  know  that  variety  can  add 
appeal  to  special  diets.  And  Campbell’s  more  than  30  different 
Soups  contain  a variety  of  foods  with  appealing  tastes,  textures 
and  colors,  as  well  as  a wide  range  of  essential  nutrients. 

CREAM  SOUPS  FIT  INTO  LOW  CALORIE  DIETS 

Among  our  cream  soups  are  several  that  you  can  recommend 
for  the  overweight  patient’s  diet.  Campbell’s  Cream  of  Aspara- 
gus Soup,  with  only  51  calories  in  a 7 oz.  serving, 
can  easily  fit  into  such  a diet.  Or  you  might  suggest 
Cream  of  Potato  Soup,  only  59  calories.  (Even  the  tasty 
frozen  Cream  of  Shrimp  Soup  in  our  picture  has  just 
132  calories  but  provides  4.0  gm.  of  protein  and 
31  mg.  of  calcium.)  In  fact,  Campbell  offers  a choice 


of  20  soups  with  less  than  75  calories  in  each  average  serving. 

THERE  IS  A CAMPBELL’S  SOUP  FOR  ALMOST  EVERY  DIET 

For  a high  protein  diet,  for  instance,  your  patient  might  well 
appreciate  Bean  with  Bacon  Soup  (6.8  gm.  of  protein)  or,  you 
can  suggest  Split  Pea  with  Ham  Soup  (approx.  8.1  gm.  of  pro- 
tein). You’ll  also  find  a number  of  Campbell’s  Soups  that  are 
well  suited  to  other  special  diets,  such  as  low  fat  or  low  residue. 
Nutritional  analyses  of  all  our  soups  are  available  for  your 
convenience  in  planning  special  diets  for  your  patients. 
For  your  copy,  write  today  to  Campbell  Soup  Company, 
Dept.  54,  Camden,  New  Jersey. 

Recommend  Campbell’s  Soups  to  your  patients... 
and,  of  course,  enjoy  them  yourself.  There’s  a soup  for 
almost  every  patient  and  diet. . .for  every  meal. 


Wow  much  would  it  be 
with  no  manufacturer's  profit ? 

$2.  Of)  ? $.  93  ? $3.  IS  ? 

Somewhat  amazingly,  $3.18  is  correct.  Even  if  you  eliminated  pharma- 
ceutical manufacturer’s  net  profit,  your  patient  would  pay  only  about 
17  cents  less  for  the  average  prescription— hardly  a deciding  factor  in 
having  it  filled.  Of  course,  this  assumes  that  pharmaceuticals  could  con- 
tinue to  be  available  without  profit  (where  do  new  miracle  drugs  come 
from,  if  not  profit?). 

American  pharmaceuticals  today  may  well  be  America’s  biggest  bargain. 

Pharmaceutical  Manufacturers  Association/ 1 155  Fifteenth  Street,  N.W,  Washington,  D.C.  20005 

This  message  is  brought  to  you  as  a courtesy  of  this  publication  on  behalf  of  the  producers  of  prescription  drugs. 

^Average  prescription  price.  1963.  National  Prescription  Audit,  R.A.  Gosselin,  Dedham,  Mass. 


On  Stelazine  brand  of  trifluoperazine 

she’s  calm  and  alert 


When  a tranquilizer  is  needed, 
‘Stelazine’  can  regulate  the 
level  of  anxiety  so  that  the 
patient  is  unlikely  to  overreact 
to  stress  but  is  not  tranquilized 
into  psychic  inertia.  Patients 
on  ‘Stelazine’  often  experience 
a sense  of  mental  alertness  and, 
because  they  feel  so  much  better, 
are  more  interested  in  their 
normal  activities. 

Contraindicated  in  comatose  or 
greatly  depressed  states  due  to  CNS 
depressants  and  in  cases  of  existing 
blood  dyscrasias,  bone  marrow 
depression  and  pre-existing  liver 
damage.  Principal  side  effects, 
usually  dose-related,  may  include 


mild  skin  reaction,  dry  mouth, 
insomnia,  fatigue,  drowsiness, 
dizziness  and  neuromuscular 
(extrapyramidal)  reactions. 
Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may 
also  be  observed.  Blood  dyscrasias 
and  jaundice  have  been  extremely 
rare.  Use  with  caution  in  patients 
with  impaired  cardiovascular 
systems. 

Before  prescribing,  see  SK&F 
product  Prescribing  Information. 

Photograph  professionally  posed. 


Smith  Kline  & French  Laboratories 
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Oregon  Medical  Association- 2164  s.  w.  park  place,  Portland,  Oregon  97205 


OREGON 

\ 


president  James  H.  Seacat,  M.D.,  Salem 

secy.-treas.  Robert  T.  Boats , M.D.,  Salem 

executive  secretary  Mr.  Roscoe  Miller,  Portland 

annual  meeting,  September  21-25,  1965,  Portland 

First  Annual  Meeting 

The  recently  founded  Oregon  Chapter  of  the 
American  College  of  Surgeons  will  hold  the  first 
annual  meeting  on  September  10,  1965  at  the  Vil- 
lage Green,  Cottage  Grove,  Oregon.  Guest  lectures 
for  the  scientific  meeting  are:  Joel  Baker,  Seattle; 
Carl  P.  Sehlicke,  Spokane;  and  James  Spencer, 
Chicago. 

All  members  of  the  medical  profession  are  cordial- 
ly invited.  Address  inquiries  to  R.  G.  Gustavson, 
M.D.,  545  N.E.  47th  Avenue,  Portland,  Oregon 
97213. 

Grant 

Bernard  Pirofsky,  Head  of  Division  of  Clinical 
Immunology  and  Allergy  at  University  of  Oregon 
Medical  School  has  been  awarded  a three  year 
grant  of  $127,238  by  the  John  A.  Hartford  Founda- 
tion, Inc.  Study  will  be  devoted  to  mechanisms  in- 
volved in  rejection  of  tissue  transplants. 

OPS-Blue  Shield 

Three  Oregon  civic  leaders  have  been  elected  by 
the  Board  of  Trustees  of  OPS-Blue  Shield  to  five- 
year  terms  on  the  Board,  Russel  L.  Baker,  Chairman 
of  the  Board,  announced. 

They  are  Mr.  Don  C.  Frisbee,  Vice  President  and 
Assistant  to  the  President  of  Pacific  Power  & Light 
Company;  Mr.  Waldemar  Seton,  Vice  President  of 
Portland  General  Electric  Company;  and  Edward 
J.  Whelan,  Secretary-Treasurer  of  the  Multnomah 
Labor  Council,  A.F.L.-C.I.O.  and  State  Representa- 
tive. 

Rotarian  and  Officer 

E.  Merle  Taylor,  Portland  ophthalmologist,  was 
recently  honored  locally  by  being  named  Rotarian 
of  the  Week  by  the  Downtown  Rotary. 


Recently,  in  Coronado,  California,  Dr.  Taylor 
was  named  president-elect  of  the  Pacific  Oto- 
Ophthalmological  Society.  He  will  begin  his  official 
duties  at  the  1966  annual  meeting  in  Colorado 
Springs  as  he  assumes  leadership  of  the  1,000 
member  specialty  society. 

Election  of  Internists 

A Portland  physician,  William  P.  Galen,  was  in- 
stalled as  president  of  the  Oregon  Society  of  Inter- 
nal Medicine  May  8 at  the  Society’s  annual  meeting 
at  the  Marion  Motor  Hotel  in  Salem.  He  succeeds 
Charles  Campbell  of  Salem. 

Other  officers  elected  are:  Robert  L.  Hare,  Presi- 
dent-elect, Estill  N.  Deitz,  Secretary,  and  Robert  J. 
Condon,  Treasurer,  all  of  Portland.  Harmon  T. 
Harvey  of  Salem  was  elected  Vice-President. 

Dr.  Galen  is  a 1948  graduate  of  the  University 
of  Oregon  Medical  School.  He  took  his  residency 
at  Johns  Hopkins  Hospital  in  Baltimore. 

Examiners  Board  Licenses  26  Doctors 

At  the  conclusion  of  a regular  meeting  of  the 
Board  of  Medical  Examers  of  the  State  of  Oregon 
held  April  7-10,  1965,  according  to  David  B.  Judd, 
Secretary,  26  doctors  qualified  for  licensure  to 
to  practice  medicine  and  surgery  in  Oregon.  Those 
who  received  licenses  to  practice  medicine  and  sur- 
gery are: 

Patrick  J.  Doyle,  Leland  R.  Ellis,  Frances  R. 
Grimm,  Seymour  Haber  and  Martin  L.  Pernoll,  all 
of  Portland;  John  M.  Glezen,  George  Kjaer,  Rich- 
ard H.  Woods,  all  of  Seattle,  Washington;  Bennett 
I.  Alberts,  Louisville,  Kentucky;  Jeanne  Boucher- 
Leif,  Longview,  Washington;  George  E.  Burger- 
meister,  Beaverton,  Oregon;  Vincent  S.  W.  Chiu, 
Travis  AFB,  California;  Lyall  S.  Craiy,  Jr.,  Beaver- 

continued  on  page  434 
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Only  her  doctor  knows  . . . 


. . . she  is  being  treated  for  scalp  dermatitis 
with  Synalar*  Solution 

(fluocinolone  acetonide) 

therapeutically  effective  yet  cosmetically  elegant 

Synalar  Solution  provides  the  most  potent  topical  cortico- 
steroid, fluocinolone  acetonide,  at  the  site  of  the  problem  and  still 
assures  complete  patient  cooperation.  The  patient  will  particularly 
appreciate  the  unique  properties  of  the  vehicle,  propylene  glycol,  which 
disperses  Synalar  readily  without  the  stain,  odor,  residue  of 
lotions  and  other  scalp  medications.  In  addition,  Synalar  Solution 
may  obviate  the  need  for  shaving  in  many  chronic  cases. 

availability:  Synalar  (fluocinolone  acetonide)  Solution  0.01%— 20  cc  plastic 
squeeze  bottles,  side  effects:  In  some  patients  with  dry  lesions,  solution  may 
increase  dryness,  scaling  or  itching.  Application  to  denuded  or  fissured  areas 
may  produce  burning  or  stinging,  precautions:  Although  propylene  glycol  has 
antimicrobial  activity,  infected  lesions  require  appropriate  evaluation  and 
therapy,  contraindications:  Tuberculous,  fungal,  and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and  varicella).  Not  for  ophthalmic  use. 

an  original  steroid  from 
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continued  from  page  432 

ton,  Oregon;  Lawrence  P.  Cutner,  Oroville,  Califor- 
nia; Paul  D.  Foster,  Larson  AFB,  Washington; 
Robert  L.  Hyde,  Florence,  Arizona;  Justin  A.  Isert, 
Indianapolis,  Indiana;  William  R.  Knox,  Sheridan, 
Wyoming;  Bernard  Kredentser,  Edmonton,  Alberta, 
Canada;  William  C.  Lawton,  Steilacoom,  Washing- 
ton; Earle  M.  LeVernois,  Cuyahoga  Falls,  Ohio; 
Robert  E.  Taylor,  Staten  Island,  New  York;  Bennett 


E.  LThlig,  Kansas  City,  Kansas;  and  Janice  L.  Wil- 
liams, Gooding,  Idaho. 

OBITUARY 

dr.  harold  m.  peery,  past-president  of  Lane  Coun- 
ty Medical  Society,  died  April  17.  He  practiced  in 
Eugene  from  1924-1944  when  he  moved  to  S cio 
where  he  also  practiced.  His  degree  was  awarded  by 
University  of  Oregon  Medical  School  in  1921.  Dr. 
Peery  was  72. 


Senate  Bill  200 


A medical  milestone  for  Multnomah  County,  as  well  as  Oregon,  was  reached  when  Governor 
Mark  O.  Hatfield  signed  Senate  Bill  200.  The  new  law  will  abolish  the  office  of  coroner  in 
Multnomah  County  and  bring  Oregon's  most  populous  county  under  the  Medical  Investigator 
Act.  Witnessing  the  signing  of  the  bill  are  William  J.  Brady,  recently  elected  Coroner  for 
Multnomah  County;  James  H.  Seacat,  Salem,  President.  Oregon  Medical  Association;  Verner  V. 
Lindgren  (rear),  Portland,  President,  Multnomah  County  Medical  Society;  Russell  C.  Henry, 
Portland,  Chief  Medical  Investigator  for  Oregon;  Portland  pathologists  Warren  C.  Hunter,  Ernest 
J.  Loslie,  Tyra  T.  Hutchens,  and  Homer  H.  Harris;  and  Clinton  S.  McGill,  Portland,  Chairman. 
Committee  on  Public  Policy  of  .the  Oregon  Medical  Association. 


Governor  Mark  O.  Hatfield  offers  the  "signing  pen”  to 
William  J.  Brady,  M.D.,  newly  elected  Coroner  of  Mult- 
nomah County,  after  eliminating  his  position  of  Coroner 
by  signing  Senate  Bill  200. 
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Depend  on  low-cost, 
low-dosage  Prolixin 
— once-a-day 


Prolixin  is  a dependable  tranquilizer  that  provides  your  pa- 
tient with  low  cost  therapy.  No  other  tranquilizer  costs  less. 
Safe  and  convenient  for  office  use-Prolixin  in  a single  daily 
dose  provides  prolonged  and  sustained  action.  Markedly 
low  in  toxicity  and  virtually  free  from  usual  sedative  effects 
—Prolixin  is  indicated  for  patients  who  must  be  alert.  Clin- 
ical experience  indicates  fluphenazine  hydrochloride  is 
especially  effective  in  controlling  the  symptoms  of  anxiety 
and  tension  complicating  somatic  disorders  such  as  pre- 
menstrual tension,  menopause,  or  hypertension-also  useful 
for  anxiety  and  tension  due  to  environmental  or  emotional 
stress.  When  you  prescribe  Prolixin  you  offer  your  patient 
effective  tranquilization  that  is  low  in  cost,  low  in  dosage 
and  low  in  sedative  activity. 


SIDE  EFFECTS,  PRECAUTIONS,  CONTRAINDICATIONS:  As  used  for 
anxiety  and  tension,  side  effects  are  unlikely.  Reversible  extrapyra- 
midal  reactions  may  develop  occasionally.  In  higher  doses  for  psy- 
chotic disorders,  patients  may  experience  excessive  drowsiness, 
visual  blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions, 
nausea,  anorexia,  salivation,  edema,  perspiration,  dry  mouth,  polyuria, 
hypotension.  Jaundice  has  been  exceedingly  rare.  Photo-sensitivity 
has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines; 
routine  blood  counts  are  recommended.  If  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  the  drug  and  institute  appro- 
priate treatment.  Do  not  use  epinephrine  for  hypotension  which  may 
appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atro- 
pine may  be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or 
in  patients  with  subcortical  brain  damage.  Use  cautiously  in  convul- 
sive disorders. 

AVAILABLE:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  information,  see  your  Squibb  Product  Reference  or  Product 
Brief. 


Squibb 


Squibb  Quality- the  Priceless  Ingredient 
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...against  anemia  (amenable  to  oral  therapy) 
due  to  iron  deficiency  or  loss  of  blood 

During  the  warm  months  diets  tend  to  become  erratic  and  are  selected  more  for 
refreshing  qualities  than  nutritional  value.  And,  of  course,  anemia  caused  by  blood 
loss  is  a year-round  problem,  since  organic  conditions  which  produce  this  clinical 
combination  know  no  season.  But  whether  anemia  is  the  result  of  dietary  lapses  or 
diseases  conducive  to  occult  blood  loss,  you  will  find  Heptuna  Plus  a line  of  defense. 

Heptuna  Plus  provides  ingredients  that  include  the  important  hematopoietic  fac- 
tors: ferrous  sulfate  and  liver,  with  ascorbic  acid  for  enhanced  iron  absorption, 
and  helps  convert  coexistent  vitamin  and  mineral  deficiencies.  Its  formula  has 
been  improved  6 times  in  12  years  to  reflect  findings  of  proven  nutritional  impor- 
tance in  oral  therapy  of  hypochromic  microcytic  anemias. 

Precautions  and  side  effects:  Because  some  patients  with  pernicious  anemia  do 
not  respond  to  oral  Vitamin  Bu,  they  should  be  followed  with  periodic  laboratory 
studies.  Anemia  is  a manifestation  of  an  underlying  disease  and  it  is  necessary  to 
make  an  etiological  diagnosis.  In  a small  percentage  of  patients,  iron  therapy 
causes  gastrointestinal  irritation.  In  these  patients,  administering  Heptuna  Plus 
with  meals  or  reducing  the  dosage  usually  will  alleviate  the  symptoms. 

Supplied  in  bottles  of  100  capsules.  Rx  only. 


Current  formula 

Ferrous  sulfate  340  mg. 

Iron  (from  ferrous  sulfate)  100  mg. 

Desiccated  liver,  N.F.  (undefatted)  50  mg. 

Vitamin  C (from  sodium  ascorbate)  150  mg. 

Vitamin  Bu  (as  Stablets®)  with  intrinsic  factor 

concentrate  (noninhibitory)  */j  N.F.  oral  unit* 

Bi  (thiamine  mononitrate,  U.S.P.)  3 mg. 

B2  (riboflavin,  U.S.P.) 2 mg. 

B6  (pyridoxine  hydrochloride,  U.S.P.)  2 mg. 

Niacinamide,  U.S.P 15  mg. 

Calcium  pantothenate,  U.S.P 1 mg. 

Cobalt  (from  cobalt  sulfate)  0.1  mg. 

Copper  (from  copper  sulfate)  1 mg. 

Molybdenum  (from  sodium  molybdate)  0.2  mg. 

Calcium  (from  dicalcium  phosphate)  37.4  mg. 

Iodine  (from  potassium  iodide)  0.05  mg. 

Manganese  (from  manganese  sulfate)  0.033  mg. 

Magnesium  (from  magnesium  sulfate)  2 mg. 

Phosphorus  (from  dicalcium  phosphate)  29  mg. 

Potassium  (from  potassium  sulfate)  1.7  mg. 


•Potency  established  prior  to  mixture  with  other  ingredients. 
Stablets.  U.S.  Pat.  No.  2,830,933. 


. ..  .... 

teamed  & timed 


for  potent  performance 
in  G.l.  disorders 


ENARAX© 

oxyphencyclimine  HCI  + 

Atarax®  (hydroxyzine  HCI) 

Teamed  for  more  effective  performance  Thera- 
peutic teamwork  is  of  recognized  importance  in 
managing  G.l.  disorders  because  of  interrelated 
physical  and  psychic  factors.  In  ENARAX,  there- 
fore, the  anticholinergic  benefits  of  oxyphencycli- 
mine HCI  are  augmented  by  the  tranquilizer 
Atarax  for  concerted  action  against  pain,  spasm 
and  anxiety. 

Timed  for  more  predictable  performance  While 
artificial  timing  devices  prolong  action,  the  dura- 
tion is  often  variable.  With  oxyphencyclimine  HCI, 
therapeutic  benefits  are  more  predictable  because 
its  long-lasting  action  is  chemically  “built  in.” 
Since  toxicity  and  side  reactions  are  minimal, 
dosage  schedules  are  easily  adjusted  to  meet  the 
individual  patient  requirements. 

Two  potencies  for  more  versatile  performance 

Each  ENARAX  5 tablet  contains  5 mg.  oxyphency- 
climine HCI  plus  25  mg.  Atarax,  and  is  recom- 
mended when  G.l.  symptoms  are  present  without 
x-ray  evidence  of  peptic  ulcer,  for  functional  bowel 
syndrome,  and  for  many  other  G.l.  dysfunctions. 
Each  ENARAX  10  tablet  contains  10  mg.  oxyphen- 
cyclimine HCI  plus  25  mg.  Atarax,  and  is  recom- 
mended when  extra  potency  is  desired— as  in  radi- 
ologically  confirmed  cases  of  ulcer  or  in  hospital- 
ized patients.  Rx  only. 


Precautions  and  side  effects:  As  with  other  anti- 
cholinergic agents,  dryness  of  the  mouth,  blurring 
of  vision,  constipation  and  urinary  hesitancy  fre- 
quently occur,  but  may  decrease  or  disappear  as 
therapy  continues  or  dosage  is  adjusted.  Use  with 
care  in  patients  with  prostatic  hypertrophy.  Not 
recommended  for  patients  with  an  associated  glau- 
coma except  with  ophthalmologic  supervision. 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
New  York,  N.Y.  10017 


WASHINGTON 


Washington  State  Medical  Association — isoo  Terry  Avenue,  Seattle,  Washington  98101 

president  Roland  D.  Pinkham,  M.D.,  Seattle 

secretary  Cad  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 

annual  meeting  September  12-15,  1965,  Seattle 


Reappraisal  and  Rethinking  of  Basic  Concepts 

RICHARD  F.  GORMAN,  Executive  Secretary 


Considerable  study  and  thought  is  going  on 
within  organized  medicine  today— in  the  AMA, 
state  medical  associations,  county  medical  societies, 
and  specialty  societies— on  the  subject  broadly  de- 
scribed as  “The  Role  of  Medicine  in  Society.” 
The  objectives  of  these  studies  are  summarized 
by  one  such  state0  as  follows: 

To— Study  and  to  explore  the  nature  of  exist- 
ing relationships  between  the  medical  profession 
and  society; 

To— Examine  the  problems,  issues,  and  devel- 
opments which  are  of  concern  to  the  medical 
profession  and  to  the  public  in  the  rendition 
and  receipt  of  medical  care;  „ 

To— Delineate  the  reciprocal  obligations  and 
responsibilities  of  the  medical  profession,  of 
medical  educators,  and  of  society,  and  the  com- 
munication of  ideas  and  ideals  among  them; 

To— Inquire  into  the  demands  and  needs  for 
medical  care  among  the  public  and  its  various 
segments; 

To— Attempt  to  reconcile  society’s  failure  to 
understand  the  programs  and  policy  decisions 
of  medicine  with  the  aims  and  objectives  of  the 
profession  in  providing  the  highest  quality  of 
medical  care  to  the  public; 

To— Determine  those  methods,  techniques, 
and  opportunities  through  which  the  medical 
profession  can  best  provide  the  highest  quality 
of  medical  care  to  the  people  it  serves; 

To— Re-evaluate  programs  and  policies  in  the 
light  of  medical  advances  and  technological  and 
social  changes  which  affect  medicine’s  relation- 


*The  Role  of  Medicine  in  Society,  California  Medical 
Association.  64  pp.,  $1.50,  Six  Ninety  Three  Publications, 
Inc.,  693  Sutter  Street.  San  Francisco,  California  94102. 


ships  to  the  individual,  the  community  and  its 
subgroups,  and  society  as  a whole; 

To— Explore  the  findings  of  other  disciplines, 
particularly  those  in  the  behavioral  sciences,  in 
order  to  ascertain  how  the  products  of  other 
research  can  be  utilized  by  the  medical  profes- 
sion; and 

To— Determine  how  the  amalgam  of  interests 
of  the  medical  and  social  sciences  and  the  public 
can  coalesce  to  formulate  contemporary  ap- 
proaches to,  and  future  directions  in,  health 
care. 

The  Preamble  of  the  California  study  states: 
“The  physicians  of  California,  like  those  of 
the  rest  of  the  United  States,  have  historically 
striven  to  develop  an  effective,  rational,  and 
practical  system  of  medical  education  and  medi- 
cal practice  which  is  consistent  with  the  objec- 
tives of  society  and  with  the  scientific  frame- 
. work  of  a dynamic  profession. 

“The  two  basic  tenets  of  the  profession  in 
the  fulfillment  of  its  role  in  society  have  been 
‘be  a good  doctor’  and  ‘be  a good  citizen.’ 
These  articles  of  faith  have  been,  and  always 
will  be,  the  driving  forces  which  have  identi- 
fied, and  will  further  identify,  the  physician 
wth  the  mainstream  of  the  culture  of  which  he 
is  an  integral  part.  If  the  expectations  of  the 
profession  and  those  of  society  are  to  be  real- 
ized, the  exchange  of  ideas  between  the  physi- 
cian and  the  culture  in  which  he  lives  must  be 
strengthened  and  disquietudes  resolved.” 

The  committee  of  doctors  working  on  the  Cali- 
fornia study  has  met  with  theoreticians  of  social  and 
scientific  disciplines,  and  with  the  action  leaders 
of  all  phases  of  economic,  political,  social  and 

continued  on  page  440 
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pain 

and 

swelling 
of  hemorrhoids 

effectively  relieved 

with  NEW  formula 

PNS® 

suppositories 


Each  suppository  contains: 

Pontocaine®  (brand  of  tetracaine)  HCI  . . . 10  mg. 
Neo-Synephrine®  (brand  of  phenylephrine)  HCI  5 mg. 

Superinone®  (brand  of  tyloxapol) 25  mg. 

Bismuth  subcarbonate ; . . . 100  mg. 


PNS  Suppositories  contain  Pontocaine  (tetracaine  — 
Winthrop)  for  long-acting,  nonirritating  anesthesia, 
Neo-Synephrine  (phenylephrine  - Winthrop)  for 
dependable  decongestion,  bismuth  subcarbonate  for 
protective  coating  of  ulcerations  and  Superinone 
(tyloxapol  - Winthrop)  for  its  spreading  effect. 

Tolerance:  PNS  Suppositories  are  generally 
very  well  tolerated.  Slight  burning,  lasting 
a minute  or  two,  has  occurred  in  a few  instances. 
However,  should  evidence  of  sensitivity  appear, 
use  of  the  suppository  should  be  discontinued. 

Directions:  Insert  1 suppository  rectally  after 
each  bowel  movement  and  on  retiring. 

How  Supplied:  Boxes  of  12. 


l/v/nfhrop 

Winthrop  Laboratories 
New  York,  N.  Y. 
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cultural  life.  Many  witnesses  heard  by  the  com- 
mittee identified  areas  of  dissatisfaction  with  aspects 
of  medical  practice  and  with  the  medical  profession. 

The  following  represents  the  essence  of  a variety 
of  critical  comments  and  statements  made  to  the 
committee  by  individuals  representing  different 
segments  of  society.  In  a number  of  instances  the 
assertions  related  to  the  perceptions  of  the  profession 
as  a whole,  rather  than  to  any  specific  segment  of 
it,  or  particularized  geographic  area. 

1.  The  medical  profession,  by  and  large,  is 
unaware  of  or  indifferent  to  the  vast  social, 
political,  and  economic  alterations  of  our  society 
and  seeks  to  rationalize  these  changes. 

2.  Medicine  and  medical  education  have 
failed  to  recognized  that  they  are  integral,  inter- 
related, and  interdependent  parts  of  society  and 
that  they  must  conduct  themselves  accordingly. 

3.  Major  medical  organizations  tend  to  move 
slowly  in  social  and  economic  alterations  and 
are  not  responsive  to  public  demands  for 
change. 

4.  Medicine  chooses  to  remain  aloof  and  not 
to  involve  itself  in  many  problem  areas  which 
are  of  direct  concern  to  the  welfare  of  patients 
and,  therefore,  to  the  public. 

5.  Medicine  tends  to  approach  human,  social 
problems  from  a pedestal  without  attempting 
humanitarian  approaches  which  are  necessary 
for  their  proper  solution. 

6.  Medical  educators,  similarly,  are  apt  to  ig- 
nore the  need  to  impart  at  the  student  level 
information  regarding  the  social  and  economic 
aspects  of  medical  care  which  are  equally  im- 
portant to  the  welfare  of  the  patient,  the 
physician,  and  the  public. 

7.  Medicine  tends  to  rely  on  political  maneu- 
vering rather  than  attempting  to  explore  by 
public  discussion  a realistic  consideration  of  its 
views  on  fundamental  problems. 

8.  Individual  physicians  are  rarely  educated 
in  the  social,  economic,  and  anthropological 
social  sciences,  and  remain  indifferent  to  these 
matters.  Thus,  they  are  poorly  prep;yed  to  exert 
leadership  in  these  fields. 

9.  In  the  formulation  of  its  public  policy, 
medicine  has  not  convinced  the  public  that  it 
does  believe  that  everyone  should  have  access  to 
medical  care  when  it  is  needed.  Medicine  ques- 
tions the  establishment  by  Federal  law  of  medi- 
cal care  as  a guaranteed  “right”,  but  does  not 
at  the  same  time  make  effective  public  policy 


statements  and  communications  of  its  positive 
beliefs. 

10.  Medicine  has  not  led  the  public  to  accept 
its  own  concept  of  government’s  proper  role  in 
the  provision  of  medical  care. 

It  is  interesting  to  note  that  the  Washington 
State  Medical  Association  has  demonstrated  an 
ability  to  act  in  several  of  the  complaint  areas  de- 
scribed above.  While  a study  of  this  type  might 
be  a good  idea  for  physicians  of  the  Pacific  North- 
west, it  would  seem  that  a continuation  of  action- 
project  cooperation  with  outside  groups  is  prefer- 
able. 


Psychiatry  Course 

Three  courses  on  psychiatry  are  being  run  con- 
secutively for  a total  of  six  days  at  the  University 
of  Washington  School  of  Medicine.  Practical  psy- 
chiatry will  run  from  July  19-21,  child  psychiatry 
from  July  22-23  and  pharmacotherapy  for  the  psy- 
chiartic  patient  is  scheduled  for  July  24.  Physicians 
may  register  for  part  or  all  three  of  the  courses 
but  attendance  will  be  limited  to  16  registrants  at 
the  first  course,  practical  psychiatry. 

For  further  information  or  registration  blanks, 
write  John  N.  Lein,  M.D.,  Director  of  Continuing 
Medical  Education,  University  of  Washington  School 
of  Medicine,  Seattle,  Washington  98105. 


OBITUARIES 

dr.  Horace  eldridge,  practitioner  in  Washougal 
since  1932,  died  April  17,  of  leukemia.  He  teas  61. 
He  teas  graduated  from  University  of  Oregon  Medi- 
cal School  in  1931  and  interned  at  Harborview  Hos- 
pital, Seattle.  Dr.  Eldridge  teas  a past-president  of 
Clark  County  Medical  Society. 

dr.  earl  b.  brookbank,  former  chief  of  staff  at 
Maynard  Hospital,  Seattle,  died  May  7.  He  had 
practiced  in  Seattle  since  1918.  In  1912  he  grad- 
uated from  University  of  Oregon  Medical  School. 
Dr.  Brookbank  specialized  in  ob-gyn.  He  was  78. 
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The  largest  of  three  patients'  lounges  is  pictured  here  in  the  new  Shadel  Hospital. 
You  are  welcome  to  inspect  the  facilities  of  the  hospital  which  has  been  designed 
specifically  for  the  treatment  of  alcoholism.  12001  Ambaum  Blvd.  S.W.,  Seattle. 
CH  4-8100. 


The  setting  for  the  52-bed  hospital  is  in  a suburban  area  which  provides 
the  convenience  of  close  contact  with  all  of  the  medical  facilities  of  the  City  of 
Seattle,  combined  with  the  quiet  surroundings  and  peaceful  atmosphere  of  a 
secluded  district. 

The  design  of  the  hospital  is  both  modern  and  functional  and  will  maintain 
the  personal  and  homelike  atmosphere  which  has  been  synonymous  with  Shadel 
Hospital  treatment. 


APPROVED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION  MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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“I  can  }t  cope  any  more . . . 

I worry  about  everything. 

I don’t  sleep  well.. . 
wake  up  tired  and  irritable.  99 


When  you  recognize  depression 
and  associated  anxiety. . . 
consider  starting  the  patient 
on  ‘Deprol 

1,  ‘Deprol’  can  help  lift  the  mood  of  the  depressed 
patient. 

2,  ‘Deprol’  usually  restores  normal  sleep  by  relieving 
the  associated  anxiety  and  tension  which  often  cause 
insomnia. 

3,  Patients  often  report  and  show  noticeable  im- 
provement within  a short  period  of  time. 

4,  In  seven  years  of  clinical  use,  side  effects  with 
‘Deprol’  at  recommended  dosage  have  been  infre- 
quent and  usually  easily  controlled. 

5,  No  incompatibility  with  other  medications  has 
been  reported  to  date.  However,  the  possibilities  of 
additive  effects  should  be  considered. 

Deprol 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 

WALLACE  LABORATORJES/Craniwo',  N.  J. 


Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less  se- 
vere depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate:  Careful  supervision 
of  dose  and  amounts  prescribed  is  advised. 
Consider  possibility  of  dependence,  particularly 
in  patients  with  history  of  drug  or  alcohol  ad- 
diction; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and  op- 
eration of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of  exces- 
sive alcohol  may  possibly  be  increased  by  me- 
probamate. Grand  mal  seizures  may  be  precipi- 
tated in  persons  suffering  from  both  grand  and 
petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 
Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concentra- 
tion, and  withdrawal  reaction  (status  epilepti- 
cus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride:  Benactyzine  hydro- 
chloride, particularly  in  high  dosage,  may  pro- 
duce dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommo- 
dation. Other  reported  side  effects  have  in- 
cluded gastric  distress,  allergic  response,  ataxia, 
and  euphoria. 

Meprobamate:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with 
peripheral  edema  and  fever,  transient  leuko- 
penia, and  a single  case  of  fatal  bullous  derma- 
titis after  administration  of  meprobamate  and 
prednisolone  have  been  reported.  More  severe 
and  very  rare  cases  of  hypersensitivity  may  pro- 
duce fever,  chills,  fainting  spells,  angioneu- 
rotic edema,  bronchial  spasms,  hypotensive 
crises  (1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be  sympto- 
matic in  such  cases,  and  the  drug  should  not  be 
reinstituted.  Isolated  cases  of  agranulocytosis, 
thrombocytopenic  purpura,  and  a single  fatal 
instance  of  aplastic  anemia  have  been  reported, 
but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  re- 
lief. Doses  above  six  tablets  daily  are  not  rec- 
ommended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 


Relief  of  pain  is  prompt  in  non-traumatic  neuritis,  including 
herpes  zoster,  when  Protamide  is  administered  early  in  the 
course  of  the  disease.1-4  Equally  important,  complete 
recovery  usually  follows  in  three  to  five  days— even  in 
ophthalmic  herpes  zoster.5-6 


Responds  Promptly  to 

PROTAMIDE 

—colloidal  solution  of  denatured 
proteolytic  enzyme— 


Dosage:  1 ampul  I.  M.  daily  for  2 to  5 days; 
longer  if  pain  persists. 

Caution:  Avoid  I.  V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each, 
for  intramuscular  injection. 


DETROIT  11,  MICHIGAN 


References:  1.  Baker,  A.  G.:  Penn.  Med.  J.  63: 697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med.  (Aug.  20)  1952,  pp.  16-19. 

3.  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw. 
Med.  (Nov.)  1955.  5.  Sforzolini,  G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959.  6.  Gile,  J.  H.:  W.  Virginia  Med.  J. 
59:120-122  (May)  1963. 
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REVIEWS 

Books  reviewed  in  the  columns  of  Northwest  Medicine 
may  be  borrowed  by  any  subscriber.  Write  Miss  Ruth 
Harlamert,  Librarian,  King  County  Medical  Society  Li- 
brary, Room  105,  Cobb  Bldg.,  Seattle,  Wn.  98101.  The 
library  appreciates,  but  does  not  demand,  reimbursement 
for  postage. 


X-ray  examination  of  the  stomach,  revised  edition 

By  Frederic  E.  Templeton,  M.D.,  Clinical  Professor  of  Radiology, 
The  University  of  Washington,  Seattle.  598  pp.  Illustrated. 
Price  $15.00.  The  University  of  Chicago  Press,  Chicago,  III.,  1964. 

A majority  of  the  readers  of  this  review  in 
Northwest  Medicine  are  undoubtedly  residents 
of  the  Northwest.  They  should  count  themselves 
fortunate  that  there  is  a world  leader  in  the  field 
of  X-Ray  Examination  of  the  Stomach  in  the  person 
of  the  author  of  the  monograph  to  be  reviewed 
below. 

The  first  edition  of  Dr.  Templeton’s  monograph 
on  X-Ray  Examination  of  the  Stomach  appeared 
in  1944.  In  the  intervening  20  years  until  the 
appearance  of  the  current  second  and  revised  edi- 
tion, this  book  came  to  be  considered  a classic.  An 
adequate  review  of  the  second  edition  cannot  be 
made  without  comparing  it  with  its  already  famous 
predecessor,  the  first  edition.  A number  of  com- 
parative comments  are  as  follows: 

The  excellent  and  readable  large  print  in  the 
first  edition  is  even  better  in  the  second  edition.  The 
incorporation  of  both  author  and  subject  indices  is 
continued  in  the  new  edition.  The  bibliography  in 
the  second  edition  includes  many  new  references 
which  are  pertinent  to  the  subjects  under  discussion. 
The  first  edition  was  516  pages  in  length,  the 
current  one  is  598  pages.  This  increase  of  82  pages 
has  been  achieved  not  just  by  addition  of  new  mater- 
ial but  also  by  substituting  revised  material  for 
much  older  items  that  have  been  wisely  deleted. 

The  first  edition  had  297  illustrations,  the 
current  one  321.  Many  of  the  older  pictures  have 
been  deleted  and,  generally  speaking,  the  quality 
of  the  newer  illustrations  is  superior  to  that  in  the 
first  edition. 

The  new  edition  emphasizes  the  newer  knowl- 
edge concerning  spot  films  and  motility  studies  and, 
in  addition,  improves  upon  many  of  the  more  basic 
ideas  expounded  in  the  first  edition. 

Dr.  Templeton  has  been  a pioneer  in  the 
field  of  x-ray  study  of  the  gastrointestinal  tract.  He 
brought  one  of  the  first  grids  to  the  United  States 
and  he  was  probably  the  first  roentgenologist  in 
this  country  to  use  the  modem  double-contrast 
technique  in  examination  of  the  colon.  As  a pupil 
of  the  great  Paul  Hodges,  Gosta  Forssell  and  Hans 
Heinrich  Berg,  he  has  profited  from  contact  with 
masters  in  his  field.  In  addition,  however,  Dr.  Tem- 
pleton has  gone  on  to  new  studies  and  advances  of 


which  his  teachers  would  be  proud.  This  book,  like 
its  predecessor,  will  be  considered  a classic  in  the 
opinion  of  this  reviewer.  The  book  should  be  avail- 
able to  all  roentgenologists,  general  practitioners, 
surgeons  and  internists.  Those  whose  libraries  are 
graced  with  the  presence  of  the  first  edition  of  Dr. 
Templeton’s  book  are  now  incomplete  without  the 
inclusion  of  the  new,  revised,  improved,  and  better 
second  edition. 

HENRY  N.  HARKINS,  M.D. 


BOOKS 


RECEIVED:  The  following  books  have  been  received.  Pub- 
lication of  this  acknowledgement  is  to  be  considered  ade- 
quate return  to  the  sender.  Selected  titles  will  be  reviewed 
as  space  permits. 


Chemical  carcinogenesis  and  cancers.  By  W C Hueper 
M.D  Chief,  Environmental  Cancer.  Section  National  Can- 
cer Institute,  Bethesda,  Maryland  and  W.  D.  Conway,  Ph  D 
Former  Senior  Chemist,  Environmental  Cancer  Institute 
Bethesda.  Maryland  and  W.  D.  Conway,  Ph  D Former 
Senior  Chemist,  Environmental  Cancer  Section  ' National 
Cancer  Institute,  Bethesda,  Maryland.  744  pp.  Illustrated 
Price  $20.00.  Charles  C Thomas,  Springfield*  111  1965 


The  voice  and  its  disorders,  2nd  edition.  By  Margaret 
C.  L.  Greene,  F.C.S.T.,  Senior  Speech  Therapist,  St.  Bar- 
tholomews Hospital,  London;  Director  of  Studies  Speech 
Therapy  Department,  Central  School  of  Speech  and  Drama 
London.  343  pp.  Illustrated.  Price  $10.00.  J,  B Lippincott 
Company,  Philadelphia,  Pa.,  1965. 


A marriage  manual  for  catholics.  By  William  A Lynch 
M.D.,  359  pp.  Illustrated.  Price  $4.95.  Trident  Press  New 
York,  1964. 


With  every  breath  you  take.  By  Howard  R.  Lewis  Public 
Health  Consultant.  322  pp.  Illustrated.  Price  $5  00  Crown 
Publisher,  Inc.,  New  York,  1965 


Bacterial  and  mycotic  infections  of  man,  4th  edition  Edited 
by  Rene'  J.  Dubos,  Ph.D..  Professor,  The  Rockefeller  Insti- 
tute and  James  G.  Hirsch,  M.D.,  Professor,  The  Rockefeller 
Institute.  1025  pp.  Illustrated.  Price  $14.50.  J B Lippincott 
Company,  Philadelphia,  Pa.,  1965. 


Cellular  biology  of  myxovirus  infections.  Edited  by  G E 
W.  Wolstenholme,  O.B.E.,  M.A.,  M.D.,  F.R.C  P and  Julie 
Knight,  B.A.,  368  pp.  Illustrated.  Price  $12.00.  Little,  Brown 
and  Company,  Boston,  1964. 


Maxcy-Rosenau  preventive  medicine  and  public  health, 
9th  edition.  Edited  by  Philip  E Sartwell,  M.D.,  M P H 
Professor  of  Epidemiology.  The  Johns  Hopkins  University! 
School  of  Hygiene  and  Public  Health.  1070  pp.  Illustrated 
Price  $18.75.  Appleton-Century  Crofts.  New  York,  1965. 


Preventive  medicine,  2nd  edition.  Edited  by  Herman  E. 
Hilleboe,  M.D.,  Professor  of  Public  Health  Practice,  Colum- 
bia University,  School  of  Public  Health  and  Administra- 
tive Medicine  and  Granville  W.  Larimore,  M.D.,  First 
Deputy  Commissioner  of  Health,  State  of  New  York,  De- 
partment of  Health,  Albany.  523  pp.  Illustrated.  Price 
$12.00.  W.  B.  Saunders  Company,  Philadelphia,  Pa.,  1965. 


Transactions  of  the  Pacific  Coast  Oto-Ophthalmological 
Society,  forty-eighth  annual  meeting.  Sun  Valley,  Idaho, 
July  Twelfth,  Thirteenth,  Fourteenth,  Fifteenth,  and  Six- 
teenth, 1964  . 532  pp.  Illustrated.  1964. 


Patient  monitoring  in  the  hospital.  By  Robert  M.  Farrier, 
B.  Raymond  Fink,  et  al.  Edited  by  Harold  E.  Whipple,  pp 
387-438.  Illustrated.  Price  $3.00.  New  York  Academy  of 
Sciences,  N.Y.,  1964. 


Evaluation  and  mechanism  of  drug  toxicity.  By  A.  Albert. 
R.  L.  Baer,  et  al.  Edited  by  Harold  E.  Whipple,  pp.  1-366 
Illustrated.  Price  $9.00.  New  York  Academy  of  Sciences, 
N.Y..  1965. 


The  effects  of  experimental  lathyrism  on  oral  tissues.  By 
Alvin  F.  Gardner.  Edited  by  Harold  E.  Whipple,  pp.  263- 
360.  Illustrated.  Price  $5.00  New  York  Academy  of  Sci- 
ences, N.Y.,  1964. 
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IDAHO 


Idaho  State  Medical  Association — 364  sonna  building,  Boise,  Idaho 

president  Corwin  E.  Groom,  M.D.,  Pocatello 

secretary  A.  Curtis  Jones,  M.D.,  Boise 

executive  secretary  Mr.  A.  L.  Bird,  Boise 

annual  meeting  June  27-30,  1965,  Sun  Valley 


Idaho  Medical  School 


Boise  business  and  professional  people  have  been 
told  by  Stafford  L.  Warren,  Washington,  D.C., 
special  assistant  to  President  Johnson  for  mental 
retardation,  that  Boise  appears  to  meet  the  criteria 
for  the  establishment  of  a small  medical  school  that 
could  graduate  32  physicians  a year. 

Dr.  Warren,  a former  Dean  of  the  University'  of 
California,  Los  Angeles  School  of  Medicine,  who 
spent  several  days  in  Boise  inspecting  facilities  and 
investigating  local  resources,  has  proposed  the  de- 
velopment of  16  conventional  but  small  new  medical 
schools  in  various  parts  of  the  United  States. 

In  discussing  the  matter.  Dr.  Warren  said  that  he 
had  found  about  30  locations  that  could  meet  the 
criteria  that  have  been  established  for  the  develop- 
ment of  small  schools.  Boise  was  one  of  these. 

He  pointed  out  that  Boise  had  two  private  hospi- 
tals which  would  meet  the  requirement  in  number 
of  beds.  There  is  an  adequate  number  of  physicians 


and  there  is  a Veterans  Hospital,  all  essential  in 
setting  up  a small  medical  school.  There  are  also 
available,  he  said,  enough  schools  of  higher  edu- 
cation in  the  area. 

“The  Boise  Junior  College  has  all  of  the  elements 
of  a very  strong  program,”  he  said. 

He  estimated  the  annual  operating  budget,  in- 
cluding the  cost  of  teaching,  would  run  in  the 
neighborhood  of  $1.2  million.  Construction  require- 
ments, he  said,  could  be  on  an  almost  austere  level. 

Dr.  Warren  said  new  legislation  would  be  needed 
to  authorize  the  Veterans  Admistration  to  contract 
with  other  institutions  in  the  community  to  be  asso- 
ciated with  the  planning,  organization,  funding, 
building  and  operating  such  a medical  school.  He 
urged  the  creation  of  a committee  representing  a 
cross-section  of  the  community  to  consider  possi- 
bilities of  development  of  the  project. 


Officers  Visit  Three  Societies 

Association  officers  and  councilors  visited  three 
component  societies  in  April.  Societies  visited  in- 
cluded the  Ada  County  Medical  Society,  South- 
western Idaho  District  Medical  Society  and  the 
South  Central  Idaho  District  Medical  Society. 

Making  the  official  visits  were  President  Corwin 
E.  Groom,  Pocatello;  President-Elect  Wallace  H. 
Pierce,  Lewiston;  Immediate  Past-President  Paul  B. 
Houston,  Twin  Falls;  Secretary-Treasurer  A.  Curtis 
Jones,  Boise;  Councilor  John  F.  Stecher,  Caldwell; 
Councilor  James  R.  Kircher,  Burley;  A.M.A.  Alter- 
nate Delegate  Donald  K.  Worden,  Lewiston  and  the 
Executive  Secretary,  Mr.  Armand  L.  Bird. 


North  Idaho  Medical  Service  Bureau  Directors 

A new  board  of  directors  was  elected  April  21 
at  the  annual  meeting  of  the  North  Idaho  Medical 
Service  Bureau,  Inc.,  in  Lewiston.  The  Directors  are: 
Roland  D.  Brooks,  Moscow,  President;  James  S. 
Newton,  Lewiston,  Vice  President;  Rex  G.  Layton, 
Lewiston,  Secretary-Treasurer;  Philip  Spechko, 
Genesee;  Donald  D.  McRoberts,  Lewiston;  Galen 
Rogers,  Clarkston;  James  H.  Bauman,  Lewiston. 

Advisory  members  to  the  Board  are:  Donald  K. 
Worden,  Lewiston;  W.  Wray  Wilson,  Coeur  d’Alene; 
J.  P.  Munson,  Sandpoint;  Orland  B.  Scott,  Kellogg; 
Carter  V.  Beghtol,  Orofino,  and  William  C.  Morri- 
son, Grangeville. 

continued  on  page  449 
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animal, 

■ ■ 


< 

teaswer- 


Vegetable:  Dried  leaf  of 
poison  ivy  plant,  a member 
of  the  Rhus  family,  and 
a common  cause  of 
contact  dermatitis. 


Whatever 
the  cause  of 
contact 
dermatitis 


sunalum 

[FLUOCINOLONE  ACETONIDE] 


• offers  highest  topical 
corticosteroid  activity1,5,6 

• provides  rapid  anti- 
inflammatory, antipruritic 
effects1-4 

• produces  therapeutic 
results  comparable  to 
systemic  and  intralesional 
corticosteroids,  with 
fewer  hazards2,7 


1.  Cahn,  M.  M.  and  Levy,  E.  J.: 

J New  Drugs  1 : 262  (Nov-Dec)  1961. 

2.  Kanee,  B.:  Canad  Med  Assn  J 

55:999  (May  18)  1963.  3.  Meenan, 

F.  0.:  J Irish  Med  Assn  52:15 
(Mar)  1963.  4.  Samitz,  M.  H.: 

Curr  Ther  Res  -4:589  (Dec)  1962. 

5.  McKenzie,  A.  W.:  Arch  Derm 
55:611  (Nov)  1962.  6.  Scholtz,  J.  R., 

et  al:  Scientific  Exhibit,  12th 
International  Congress  Dermatology 
(Sept)  1962.  7.  Scholtz,  J.  R. : 

Calif  Med  35:224  (Oct)  1961. 


Availability : Cream  0.025% — 
for  initiation  of  therapy — 

5 and  15  gm.  tubes,  425  gm.  jars. 
Cream  0.01% — for  maintenance 
therapy — 45  gm.  tubes. 

Ointment  0.025% — for  emollient 
effect — 15  gm.  tubes. 

Neo-Synalar  Cream — for  infected 
dermatoses — 5 and  15  gm.  tubes. 
Solution  0.01% — for  intertriginous 
or  hairy  sites — 20  cc.  plastic 
squeeze  bottles. 

Precautions : Synalar  preparations 
are  virtually  nonsensitizing  and 
nonirritating.  Neomycin  rarely 
produces  allergic  reactions.  As  with 
all  antibiotics,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible 
organisms;  if  this  occurs, 
appropriate  therapy  should  be 
instituted.  Although  side  effects  are 
not  ordinarily  encountered  with 
topically  applied  corticosteroids,  as 
with  a drug,  a few  patients  may 
react  unfavorably.  Where  there  is 
systemic  infection  or  severe  local 
infection,  systemic  antibiotics 
should  be  considered,  based 
on  susceptibility  testing. 

Contraindications : Tuberculous, 
fungal  and  most  viral  lesions  of  the 
skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not 
for  ophthalmic  use. 


when  contact  dermatitis  is 
complicated  by  infection 

fieo- 

sunatar 

[0  025*  fLw  FLUOCINOLONE  ACETONIDE.  0 5%  NEOMYCIN  SULFATE] 


an  original  steroid  from 


SYNTEXE3 


LABORATORIES  INC  . PALO  ALTO.  CALIF. 
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Health  Parley  at  Sun  Valley 

“Pesticides,  People  and  Problems”  was  the  theme 
of  the  third  annual  Idaho  Health  Conference  plan- 
ned May  25-27,  at  Sun  Valley.  T.  O.  Carver,  State 
Health  Administrator,  was  conference  President. 

Aim  of  the  conference  was  “to  expose  and  inform 
professional  and  other  interested  individuals  with 
the  many  facets  of  pesticide  use,”  Dr.  Carver  said. 

The  conference  was  sponsored  jointly  by  the 
Idaho  Department  of  Health,  the  Idaho  State  Medi- 
cal Association  and  other  agencies. 

Guild  in  Pocatello 

The  Third  Annual  Meeting  of  the  Catholic  Physi- 
cials  & Dentists  Guild  of  Idaho,  was  held  in  Poca- 
tello, Sunday,  May  16,  1965,  Roy  L.  Peterson,  Boise, 
President  of  the  organization,  reported. 

Program  for  the  session  was  arranged  by  David 
C.  Miller  of  Pocatello.  B.  L.  Kreilkamp,  Twin  Falls, 
presented  a report  on  a meeting  of  the  national 
guild  he  recently  attended. 

Bernard  P.  Strouth,  Boise,  is  Secretary  of  the 
Guild. 

State  Board  of  Medicine  Section 

A temporary  license  was  granted  in  April  to 
Richard  C.  Gilmore,  Jr.,  Idaho  Falls.  Graduate  of 
the  University  of  Texas  Southwestern  Medical 
School,  Dallas,  June,  1955.  Internship  Methodist 
Hospital,  Dallas,  1956.  Private  practice,  El  Paso, 
1957-60  and  Pueblo,  Colorado,  1960-62.  Residency 
in  phychiatry,  University  of  Utah  College  of  Medi- 
cine and  Affiliated  Hospitals,  Salt  Lake  City.  Grant- 
ed TL-337.  Phychiatiy. 

Surgeons  Meet 

James  J.  Coughlin,  Boise,  President  of  the  Boise 
Valley  Chapter,  American  College  of  Surgeons,  an- 
nounced that  the  28th  annual  session  of  the  organ- 
ization was  held  in  Boise  on  Saturday,  May  8,  1965, 
at  the  Owyhee  Hotel.  All  physicians  were  invited. 

Joseph  A.  Weinberg,  Los  Angeles,  California, 
Clinical  Professor  of  Surgery  at  the  School  of  Medi- 
cine, University  of  California,  Los  Angeles,  Guest 
Lecturer.  Other  speakers  were  Professor  Boyd 
Henry,  Caldwell,  Department  of  Mathematics,  Col- 
lege of  Idaho,  Fred  W.  Nolan,  Robert  F.  Holdren, 
Hugh  V.  Firor  and  David  M.  Barton,  all  of  Boise; 
Samuel  C.  Taylor,  Nampa,  A.  Scott  Earle,  Sun 
Valley,  and  William  O.  Houston,  Jr.,  D.D.S.,  Boise. 

Welcome  New  Members 

The  Southwestern  Idaho  District  Medical  Society 
has  elected  to  membership: 

Arthur  M.  Palrang,  227  E.  Logan,  Caldwell,  Gen- 


eral Surgery;  Harry  A.  Amesbury,  Route  3,  Orchard, 
Caldwell,  Retired;  Clyde  W.  Johnson,  Council,  Gen- 
eral Practice. 

The  South  Central  Idaho  District  Medical  Society 
has  elected  to  membership: 

Charles  H.  Ellingham,  2233  Overland,  Burley, 
General  Surgery. 

Australia  Visited 

Dr.  and  Mrs.  E.  V.  Simison,  Pocatello,  have 
returned  from  an  extended  trip  to  Australia,  Japan 
and  the  Philippine  Islands.  Dr.  Simison  who  is  chair- 
man of  the  Idaho  State  University  Speech-Hearing 
Centers  Committee  of  Consultants,  attended  the 
Australian  National  Rehabilitation  Conference  at 
Melbourne,  and  took  part  in  a panel  discussion  in 
Tokyo  on  “Present  Status  and  Future  Problems  in 
Speech  and  Hearing  Rehabilitation  in  the  U.S.A.” 

Dr.  Simison  is  a Past-President  of  the  Idaho  State 
Medical  Association  and  Mrs.  Simison  is  a Past- 
President  of  the  Woman’s  Auxiliary. 

Blue  Cross  Leaders 

Mr.  C.  O.  Youngstrom,  Boise,  has  been  elected 
Chairman  of  the  Board  of  Directors  of  Blue  Cross 
of  Idaho  to  succeed  Mr.  John  W.  Hayman,  of  Cald- 
well. 

Physician  members  of  the  board  include  Ralph 
G.  Goates,  Blackfoot,  who  succeeds  M.  K.  Heninger, 
Idaho  Falls;  William  P.  Marineau,  Moscow;  C.  Clif- 
ford Johnson,  Boise,  and  Samuel  C.  Taylor,  Nampa. 

New  Staffs 

Arthur  B.  Halliday,  who  formerly  practiced  at 
Stibnite  and  Nampa,  is  the  new  Chief  of  Staff  at 
the  Boise  Veterans  Administration  Hospital.  He 
succeeds  Frank  L.  Fletcher,  who  retired.  Dr.  Halli- 
day came  to  Boise  from  Walla  Walla,  where  he 
served  in  a similar  capacity  at  the  VA  Hospital 
there. 

The  new  President  of  St.  Joseph’s  Hospital  medi- 
cal staff  for  1965  is  Gordon  M.  Wheeler,  Lewiston. 

Psychiatrists  Organize 

The  Idaho  Psychiatric  Association  was  formed, 
and  officers  were  selected,  at  a recent  meeting  in 
Burley.  Named  President  was  F.  LaMarr  Heyrend, 
Boise;  Dale  D.  Cornell,  Boise,  was  elected  Secretary  - 
T reasurer. 

Others  attending  the  organizational  meeting  in- 
cluded Kenneth  R.  Briggs,  Twin  Falls,  Wayne 
Smith,  Pocatello;  David  S.  Burnet,  Idaho  Falls;  John 
E.  Braddock,  Lewiston;  Richard  Gilmore,  Idaho 
Falls;  and  Eugene  E.  Montgomery,  Salt  Lake  City, 
Utah. 
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The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRADE  MARK  ® 


things  go 

better,! 

^with 

Coke 


11:47  pm  11:53  pm  12:06  am 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292-2641  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of  your 
problems  relating  to  Alco- 
holism as  a courtesy  to  the 
profession.  Telephone  at 
any  hour.  Illustrated  litera- 
ture on  request. 

MEDICAL  STAFF 
John  R.  Montague,  M.D. 
Merle  M.  Kurtz,  M.D. 

Marvin  J.  Weinstein,  M.D. 
Norris  H.  Perkins,  M.D. 

John  W.  Evans,  M.D.,  Consult- 
ing Psychiatrist 

Physicians 
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How  much  does  the  average  American 
spend  each  year  on  these? 


□ $36 

□ $84 

□ $57 


ALCOHOL 


Rx  DRUGS 

□ $141 

□ $76 

□ $13 


Score  yourself  100%  if  you  checked  the  bottom 
figure  in  each  column.  Tes,  the  U.S.  Department  of 
Commerce  reports  that  1962  per  capita  expendi- 
ture was  $42  for  tobacco,  $57  for  alcohol,  only 
$13  for  prescription  drugs.  That’s  about  25  cents 


per  week  per  person  for  drugs  that  helped  them 
stay  well,  get  well,  or  possibly  helped  save  their 
lives.  Can  you  think  of  a bigger  bargain? 

Your  patients  might  like  to  take  this  test,  too.  May 
we  send  you  25  copies  for  your  waiting  room? 


Pharmaceutical  Manufacturers  Association  — 1411  K Street,  N.W,  Washington,  D.C.  20005 

This  message  is  brought  to  you  as  a courtesy  of  this  publication  on  behalf  of  the  producers  of  prescription  drugs. 


Here  is  why  Unipen  is  your 
in  Staph  infections  of  skin, 


Total  patients:  81. 
Side  effects:  irrita- 
tion at  injection  site, 
7;  diarrhea  on  oral 
administration,  2; 
but  therapy  contin- 
ued. Warner,  R.S.: 
Current  Therap. 
Res.  6:589  (Sept.) 
1964. 


Total  patients:  30. 
Side  effects:  none 
reported.  Smith, 
L.G.:  Scientific  Ex- 
hibit, Clinical  Meet- 
ing, Am.  Med. 
Assoc. .Miami,  Nov. 
29-Dec.  2, 1964. 


Total  patients:  53. 
Side  effects:  diar- 
rhea, 1;  but  therapy 
continued. Olansky, 
S.:  Arch.  Dermatol., 
in  press. 


Total  patients:  27. 
Side  effects:  nausea 
and  vomiting,  1; 
therapy  discontin- 
ued. Beatty,  A.,  et 
a/.:  Current  Therap. 
Res.  6:324  (April) 
1964. 


Total  patients:  40. 
Side  effects:  diar- 
rhea, 1 ; therapy 
discontinued.  San- 
ner,R.,andLeVeen, 
H.:  Paper  read  by 
Title  at  the  Fourth 
Interscience  Con- 
ference on  Antimi- 
crobial Agents  and 
Chemotherapy,  Oct. 
26-28,  1964,  New 
York,  N.Y. 


Results  of  therapy  with  Unipen  in  231  patients  predominantly 
suffering  from  Staphylococcus  aureus  of  the  skin,  soft 
tissues,  and  bone. 


agent  of  choice 
soft  tissue,  bone 

; 

New,  highly  effective  antistaphylococcal  penicillin  . . . 

. . . with  the  additional  advantage  of  serving  as  an  antibiotic  of 
choice  for  initial  therapy  in  severe  infections  before  bacterial 
etiology  is  established  and  in  which  staphylococci  may  be 
implicated. 

• recommended  primarily  for  therapy  in  severe 
infections  caused  by  penicillin  G-resistant 
staphylococci 

• clinically  effective  in  infections  caused  by  pneu- 
mococci, streptococci  and  penicillin  G-suscep- 
tible  staphylococci* 

*P)iysicians  are  advised  to  use  penicillin  G or  V in  proved  peni- 
cillin G-  or  V-susceptible  infections. 


INJECTION  CAPSULES 

UN  I PFAT 

sodium  iiafcillin 

Wyeth  Laboratories  Philadelphia,  Pa. 


precis.  Precautions:  Unipen  (Sodium  Nafcillin,  Wyeth) 
is  not  indicated  in  the  treatment  of  minor  or  trivial  in- 
fections. Although  proven  to  be  effective,  sodium  naf- 
cillin should  be  withheld  and  other  agents  (if  any)  used 
in  the  treatment  of  minor  infections.  Reactions  to  sodi- 
um nafcillin  have  been  infrequent  and  mild  in  nature. 
As  with  other  penicillins,  the  possibility  of  an  anaphy- 
lactic reaction  should  be  considered.  A careful  history 
should  be  taken.  Patients  with  histories  of  hay  fever, 
asthma,  urticaria,  or  previous  sensitivity  to  penicillin 
are  more  likely  to  react  adversely.  If  an  allergic  reac- 
tion should  occur,  the  drug  should  be  discontinued, 
and  the  usual  agents  (antihistamines,  pressor  amines, 
corticosteroids)  should  be  available  for  emergency 
treatment.  Penicillinase  would  probably  be  ineffective 
for  the  treatment  of  allergic  reactions. 

The  same  precautions  against  the  occurrence  of  gastro- 
intestinal superinfection  with  fungi  or  other  enteric 


pathogens  should  be  observed  when  using  sodium 
nafcillin  as  with  other  antibiotics  that  alter  the  intes- 
tinal flora. 

Safety  for  use  in  pregnancy  has  not  been  established. 

The  few  reactions  associated  with  the  intramuscular 
use  of  sodium  nafcillin  have  been  skin  rash,  pruritus, 
and  possible  drug  fever.  As  with  other  penicillins,  reac- 
tions from  oral  use  of  the  drug  have  included  nausea, 
vomiting,  diarrhea,  urticaria,  pruritus.  Particular  care 
should  be  taken  with  intravenous  administration  since 
thrombophlebitis  has  been  observed. 

Contraindicated  in  individuals  with  known  sensitivity  to 
penicillins. 

Supplied:  Injection  Unipen  (sodium  nafcillin)  0.5  Gm. 
(500  mg.)  per  vial.  Capsules  Unipen  (sodium  nafcillin) 
250  mg.,  vials  of  24. 


CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  20th  of  month  preceding  date  of 
issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared  in  the 
journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


GENERAL  PRACTITIONER-WANTED-Two  - man  partnership 
needs  associate  for  very  busy  office.  Excellent  opportun- 
ity for  one  who  has  had  residency  in  surgery.  Greater  Se- 
attle area  with  choice  of  hospital  facilities.  Write  Box  41-A. 
Northwest  Medicine,  500  Wall  St..  Seattle.  Wash.  98121. 


ALLIED  PERSONNEL  OFFICES,  INC.— Our  recruiting,  screening 
and  referral  services  can  be  of  valuable  assistance  to  you 
in  securing  the  medically  trained  person  or  situation  you 
desire.  Seattle  offices  247  Logan  Bldg..  MA.  4-4793,  Everett 
office,  703  Medical  Dental  Bldg.,  AL.  2-3157. 

EXCELLENT  OPPORTUNITY  FOR  GP-PALOUSE,  WASH.— Physi- 
cian needed  immediately  for  town  of  1100  population. 
Productive  farming  region,  two  state  universities  only 
15  miles  away.  Space  available  and  ready  for  occupancy. 
Write  Chamber  of  Commerce,  Palouse,  Wash. 

GENERAL  PRACTITIONER  DESIRES  ASSOCIATE— Share  mod- 
ern, new  medical  building  in  fast-growing  residential 
Eugene,  Oregon.  Lab,  x-ray  and  minor  surgery  facilities 
available.  Ample  parking.  Five  minutes  to  hospital.  John 
W.  Petty,  M.D.,  3467  Hilyard  St.,  Eugene,  Oregon  97405. 


GENERAL  PRACTICE  OPPORTUNITY-SEATTLE  - Associate  in 
general  practice  with  2-man  group.  Write  Box  15-B,  North- 
west Medicine,  500  Wall  Street,  Seattle,  Wash.  98121. 


GP  OPPORTUNITY  NEAR  MEDFORD,  OREGON-Our  com- 
munity of  12,000  people  has  one  over-worked  physician 
who  needs  an  associate.  We  have  a new  medical  building 
in  a multi-million  dollar  shopping  center  just  waiting  for 
you,  on  most  reasonable  terms.  Excellent  climate,  top 
recreational  opportunities.  Seven  miles  from  Medford.  Call 
or  write  Mr.  John  Laden  or  Mr.  W.  J.  Williams,  Box  2458. 
White  City,  Oregon,  97542,  phone  826-2521. 


G.P.  TO  TAKE  OVER  PRACTICE-Fully  equipped  office  with 
all  records.  No  strings.  \'2  block  from  100-bed  hospital. 
N.W.  Seattle.  Leaving  for  residency.  Call  collect  SU  3-1177. 


ATTENTION  GPs— Psychiatric  residency  opening  for  GP 
in  three-year  fully  approved  training  program  affiliated 
with  the  University  of  Washington.  Federal  grant  will  pro- 
vide annual  stipend  of  $12,000.  For  further  information 
write  Saul  M.  Spiro.  M.D..  Dir.  of  Education,  Northern 
State  Hospital.  Sedro  Woolley,  Wash.  98284. 


GP  URGENTLY  NEEDED— By  established  group  of  GPs  close 
to  Seattle.  Call  EX  2-6456  Issaquah  or  TU  8-3352  North 
Bend,  Wash. 


IMMEDIATE  OPENING  FOR  GENERAL  PRACTITIONER  IN 
WASHOUGAL,  WN.-As  associate  leading  to  possible  partner- 
ship. Two  excellent  accredited  hospitals  within  15  mi. 
Higher  education  facilities  15-25  mi..  Vancouver.  Wn. 
& Portland,  Ore.  Excellent  year-round  recreation.  Karl 
F.  Stefan.  M.D.,  P.O.  Box  146,  Washougal  98671. 


WANTED— THREE  STAFF  PHYSICIANS-General  practitioners 
45  or  under  to  assist  attending  staff  and  general  practice 
residents  in  260-bed  general  hospital.  Annual  appointment 
preferred.  $15.000-$17,500  depending  on  training  and  ex- 
perience. Contact  Medical  Director,  San  Luis  Obispo 
General  Hospital,  San  Luis  Obispo,  California,  Phone 
805-543-1500. 


YOUNG  BOARD-QUALIFIED  OBSTETRICIAN-GYNECOLOGIST 
WANTED— T°  Join  well  established  9-man  group  in  thriving 
community  in  Southern  Oregon.  Initial  salary  leading  to 
partnership.  Excellent  opportunity.  Apply  V.  E.  Thompson. 
Manager;  Grants  Pass  Clinic.  Grants  Pass.  Oregon  97526. 


GP  ASSOCIATE  WANTED  NORTH  SEATTLE  LOCATION- 

Write  or  call  Wm.  F.  Meade,  M.D..  8118  Greenlake  Dr. 
No.  Seattle,  Wash.  98103,  LA  2-2314. 


GP  OPPORTUNITY  SUBURBAN  SEATTLE— Great  need  for  GP 
or  pediatrician  exists  in  Des  Moines.  Wash..  25  minutes  from 
downtown  Seattle.  Nearest  pediatrician  5 miles  away.  Air 
conditioned  medical  suite  available  in  New  Marine  Drive 
Medical  Dental  Bldg.  Contact  Victor  Menashe,  D.M.D., 
TR  8-2673. 


LOCATIONS  DESIRED 


OUT  OF  STATE  GP— 1 9-years  practice,  wishes  to  relocate  in 
Washington.  Write  Box  18-B,  Northwest  Medicine,  500 
Wall  St.,  Seattle,  Wash.  98121. 


OFFICE  SPACE 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA— Fully  serviced 
professional  offices,  from  $2.00  to  $3.50  per  sq.  ft.  annually. 
Mr.  Jack  Hayes.  Henry  Broderick,  Inc.,  MA  2-4350,  Seattle. 


SPACIOUS  PHYSICIAN'S  OFFICE  FOR  RENT-In  building  with 
2 dentists,  near  Northgate.  Reasonable  rent.  Call  EM  3-0363. 
Seattle. 


EDMONDS  BRAND  NEW  MEDICAL  CLINIC—' Two  furnished 
suites  available,  utilities  and  janitor  service  included.  15 
min.  to  Seattle  center  via  freeway.  Pr.  8-4333  or  Pr.  8-2205. 


PROFESSIONAL  SUITE— SEATTLE— One  physician,  dentist  or 
pharmacist  suite  in  new  medical-dental  building  5 min- 
utes to  hospital.  Near  park.  Near-by  free  parking  for 
doctor  and  patients.  Reasonable  rent,  contact  Evan  H 
Shu,  M.D.,  1605  Washington  St..  So.  EA  3-9292,  Seattle. 
Wash.  98144. 


GENERAL  PRACTITIONER  WANTED-LACY,  WASH.  - Space 
available  and  ready  for  occupancy  in  new  air-conditioned 
building.  Private  reception  room,  3 exam,  rooms,  lab,  and 
private  lavatory,  office  and  business  office.  Ample  parking. 
Two  dentists  occupy  rest  of  building.  Area  one  of  the 
fastest  growing  in  Northwest.  Write  R.  C.  Sauls,  D.D.S., 
4445  Lacy  Blvd.,  Olympia,  Wash. 


SPACIOUS  PHYSICIAN'S  OFFICE  FOR  RENT— In  attractive  air- 
conditioned  building  with  two  other  GPs.  Rapidly  growing 
area  with  excellent  schools  and  accredited  hospital  avail- 
able. Contact  R.  S.  Waltz,  M.D.,  1818  Pacific  Ave.,  Forest 
Grove,  Oregon  97116.  phone  EL  7-3106. 


COMPLETELY-EQUIPPED  MEDICAL  OFFICE— Busy  location  near 
excellent  hospital.  Very  reasonable  rent.  Asking  only  a 
fair  price  for  equipment.  Records  available  if  desired. 
Richard  Lucke.  M.D.,  2208  Market  St.  N.W..  Seattle.  Wash. 


MEDICAL  SPACE,  TACOMA,  WASH.— Pacific  Professional 
Center.  8645  Pacific  Ave.  New  building,  finish  offices  to 
specifications.  Favorable  rent  and  lease  terms.  Mr.  Law- 
rence Bayer,  12229  West  Pipeline  Road.  Tacoma.  Wash. 
98445,  LE  7-5435. 


OFFICE  AVAILABLE—111  modern  medical  bldg  next  Ballard 
Gen.  Hospital.  Present  physician  leaving  to  specialize. 
Excellent  opportunity  for  gen.  practice.  Contact  E.  H 
Torkelson,  M.D.,  1551  N.W.  54th,  Seattle,  SU  2-5830. 


OFFICE  SPACE— Fully  equipped  and  furnished  office  avail- 
able for  part  time  specialist  or  GP,  in  New  Bellevue 
Medical-Dental  Center.  GL  4-9540,  Bellevue,  Wash. 
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EXCELLENT  OPPORTUNITY  FOR  A GP  WILLING  TO  WORK- 

Space  available  in  new  clinic  building  with  pathologist 
supervised  laboratory,  x-ray  and  EKG  equipment.  Covered 
alternate  week-ends  and  days  off  by  established  GP  (8 
years)  who  is  willing  to  direct  overflow  your  way.  For 
details  write  or  call  D.  G.  Kohler,  M.D..  VE  9-3480,  1305 
So.  312th,  Federal  Way,  Wash.  98003. 


EASTMONT  AREA  OF  EVERETT— Medical  space  available.  Will 
finish  to  doctor’s  specifications.  MA  2-6816.  Seattle. 


RESORTS 


BEACH  HOUSE-SUMMER  RENTAL— One  block  from  the  beach, 
3 small  bedrooms,  furnished  except  linens.  June  1 to  Sept. 
1.  $100  per  week,  minimal  rental  2 weeks,  $25  deposit  with 
reservation.  Write  to  Mr.  George  Faris,  66-6th,  Seaside, 
Oregon. 


EQUIPMENT 


X-RAY  FOR  SALE— O.E.  500  ma  and  85  KV.  Tilt  table,  spot 
film  fluoroscope,  and  other  miscellaneous  office  equip- 
ment. Write  F.  Granat,  M.D.,  653  W.  Nickerson,  Seattle,  for 
inspection.  Owner  retiring.  ' 


MEDICAL  EQUIPMENT  FOR  SALE— G°°d  used  x-ray.  cheap, 
exam  tables,  suction  machine,  and  etc.  SU  4-2444.  Seattle. 


RETIRING Medical  equipment  and  furniture  for  sale.  James 

L.  McFadden,  M.D.,  First  Nat’l  Bank  Bldg.,  Port  Angeles, 
Wash.  98362. 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINIL 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  V2  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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Meetings 

AMA  Annual — New  York,  June  20-24, 

1965,  Chicago,  June  26-30,  1966. 

AMA  Clinical — Philadelphia,  Nov.  28 — 
Dec.  1,  1965,  Las  Vegas,  Nov.  27-30, 

1966. 

Idaho  State  Medical  Association — June 
27-30,  1965,  July  6-9,  1966,  June  28- 
July  1,  1967,  Sun  Valley. 

North  Pacific  Society  of  Neur.  & Psy. — 
Pres.,  Edward  K.  Kloos,  Portland 
Sec.,  W.  W.  Thompson,  Portland 

Northwest  Proctological  Society — Aug. 

29-Sept.  2,  1965,  Yakima. 

Northwest  Regional  Meeting,  American 
College  of  Physicians,  Oct.  28-29, 
1966,  Vancouver. 

Northwest  Rheumatism  Society 

Pres.,  John  E.  Stanwood.  Lebanon 
Sec.,  A.  C.  Jones,  Portland 

Oregon  Medical  Association — 

Sept.  21-25,  1965,  Portland 

Washington  State  Medical  Association — 
Sept.  12-15,  1965,  Seattle  • 

West  Coast  Allergy  Society — 

Pres.,  James  E.  Stroh,  Seattle 
Sec.,  A.  G.  Corrado,  Richland 


OREGON 

Ore.  Acad.  Ophth.  & Otolar. — Cosmo- 
politan Motor  Hotel,  4th  Tues., 
Sept.-May 

Pres.,  R.  L.  Erickson,  Salem. 

Sec.,  S.  C.  Stenerodden,  Salem. 

Oregon  Dermatologic  Society — Portland, 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Joyle  Dahl.  Portland. 

Sec.,  Albert  E.  Larner,  Portland. 

Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April, 
Oct.). 

Pres.,  Kenneth  D.  Gaver,  Salem. 
Sec.,  Wayne  M.  Pidgeon,  Portland. 

Oregon  Pathologists  Association — Port- 
land, 2nd  Friday  (Feb.,  Apr.,  Oct., 
Dec.) 

Pres.,  John  Christopher,  Salem 
Sec.,  K.  D.  McMilan,  Eugene 


Parke,  Davis  and  Co. 

Cddoromycetin 
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406 

Shadel  Hospital,  Inc. 

Treatment  of  alcoholism 

441 

Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
through  school  year 

Pres.,  George  R.  Satterwhite,  Port- 
lana 

Sec.,  Robert  S.  Miller.  Beaverton 

Ore.  Soc.  Obst.  & Gynec. — Portland, 
Heathman.  3rd  Fri.  (Oct.,  Nov., 
Jan.  thru  May) 

Pres.,  Martin  Sichel,  Portland 
Sec.,  J.  W.  Fergus,  Portland 

Oregon  State  Society  of  Anesthesiolo- 
gists— Portland.  3rd  Friday  (except 
June.  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland 
Pres.,  Gerald  Whitlock,  Portland. 
Sec.,  Emerson  J.  Collier,  Portland. 

Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Congress  Hotel 
Pres.,  Irl  Clary,  Portland. 

Sec.,  David  Sellers,  Portland 

Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  J.  L.  Stevenson,  Jr..  Portland. 
Sec.,  R.  J.  Meechan,  Portland. 

Portland  Surgical  Society — 4th  Tuesday 
(Sept.-May),  University  Club,  Port- 
land 

Pres..  Clare  Peterson,  Portland 
Sec.,  Wm.  R.  Sweetman,  Portland. 

WASHINGTON 
King  County  Acad.  Gen.  Pract. — 4th 
Mon.,  exc.  June,  July,  Aug.,  Dec. 
Pres.,  David  W.  Rabak,  Seattle 
Sec.,  Howard  R.  Pyfer,  Seattle 

Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct.-May)  Seattle,  Tacoma, 
or  Everett 

Pres.,  Louis  J.  Sarro,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 

Seattle  Academy  of  Surgery — 3rd  Wed. 
bi-monthly;  Seattle  Yacht  Club 
Pres.,  Paul  O'Hallaren,  Seattle. 
Sec.,  Nicholas  Sarro,  Seattle 


Sherman  laboratories 

P rot amide  444 


Smith,  Kline  & French  Laboratories 

Stelazine  431 


Squibb,  E.  R.  & Sons 

Prolixin  435 


Stuart  Company 

Stuart  Formula  393 


Syntex  Laboratories,  Inc. 

Sljnalar  Insert  447-448 

Synalar  Solution  433 


Wallace  Laboratories 

Deprol  442-443 

MiltOWn  394-395 


Winthrop  Laboratories 

PNS  439 


Wyeth  Laboratories 

Unipen  452-453 


Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
July,  Aug.,  Dec. 

Pres.,  Charles  G.  Stipp,  Seattle. 
Sec.,  Glen  E.  Hayden,  Seattle. 

Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  Arctic  Club 
Pres.,  Charles  Kaplan,  Seattle 
Sec.,  Richard  Dion,  Seattle 

Seattle  Surg.  Soc. — 4th  Mon.  (Sept.- 
June) 

Pres..  Rodney  Hearne,  Seattle. 

Sec.,  J.  Garth  Mooney,  Seattle. 

Spokane  Society  of  Internal  Medicine — 
Quarterly,  Ridpath  Motor  Inn, 
March  5,  1966. 

Pres.,  Arch  Logan,  Jr.,  Spokane 
Sec.,  Roy  T.  Pearson,  Spokane 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  F.  Barronian,  Tacoma 
Sec.,  Calvin  R.  Lantz,  Tacoma 

Tacoma  Surgical  Club  — 3rd  Tuesday 
(Sept.-May) 

Pres.,  R.  O.  Diefendorf,  Bremerton 
Sec.,  Stanley  W.  Tuell,  Tacoma 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept. -June) 
Pres.,  L.  L.  Herr,  Seattle. 

Sec.,  John  E.  Nelson,  Seattle 

Washington  Academy  of  General  Prac- 
tice 

Pres.,  Richard  A.  Stiles,  Yakima 
Sec.,  Helene  M.  Templeton,  Seattle 

Washington  State  Radiological  Society 
— Seattle,  Quarterly 
Pres.,  Kenneth  E.  Gross,  Tacoma 
Sec.,  Owen  Martin,  Seattle. 

Wash.  St.  Soc.  of  Anesthesiologists 

Pres.,  Edward  Eylander,  Tacoma 
Sec.,Kiyoaky  Hori,  Tacoma 

Wash.  St.  Soc.  of  Allergy. 

Pres.,  Paul  Van  Arsdel,  Jr.,  Seattle. 
Sec.,  S.  H.  Tarica,  Seattle. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  Ralph  Foster,  Yakima 
Sec.,  G.  Douglas  Romney,  Yakima 
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One  Neosorb®PlusTablet 

will  neutralize  one-half  glass  (4oz.)  of  0.1N  HC1. 
That’s  a lot  of  antacid  relief. 


If  you  think  that’s  good, wait  until  youchewone. 
No  chalky  aftertaste.Spearmint  flavored. 
Taste  good  day  after  day,  week  after  week. 


Neosorb  Plus  Tablets  are  chewable  with  no  chalky  aftertaste, 
and  have  a delicate  spearmint  flavor  for  excellent  patient 
acceptance,  week  after  week. 

For  your  patients  with  gastric  hyperacidity  or  ulcer 
syndrome,  give  Neosorb  Plus  Tablets  with  the  fast,  protective 
and  long-lasting  antacid  action.  They  do  not  cause  acid 
rebound  or  electrolyte  imbalance  and  are  free  of  constipating 
or  laxative  effects. 

Dosage:  The  usual  dose  is  1 or  2 tablets  one  to  two  hours 
after  meals  and  at  bedtime.  Tablets  should  be  chewed  or 
allowed  to  dissolve  slowly  in  the  mouth. 

Precautions:  Do  not  administer  to  patients  receiving  oral 
tetracycline  since  magnesium  reduces  tetracycline  absorption. 
Administer  cautiously  in  cases  of  severe  renal  impairment. 
Supplied:  Bottles  of  100  tablets. 


Neosorb®  Plus  Chewable  Antacid  Tablets 


Each  green  and  white  tablet  contains:  Dried  aluminum  hydroxide  gel  300  mg. 
Magnesium  hydroxide  1 50  mg. /Magnesium  trisilicate  1 50  mg. /Spearmint  flavored. 


after  you've  repelled  shock... 

then  what? 


There  is  more  than  one  transfusion  preparation 
to  stop  impending  shock — but  Plasmanate  can  do 
it  with  the  possibility  of  undesirable  reactions 
reduced  to  the  barest  minimum.  In  contrast  to 
“synthetic”  expanders,  whole  plasma  or  whole 
blood,  Plasmanate  has  produced  no  reported 
allergic  reactions,  coagulation  defects  or  instances 
of  hepatitis.  And  there  is  no  danger  of  human 
typing  or  crossmatching  errors.  Won’t  you  breathe 
easier  when  you’ve  brought  the  patient  out  of 
shock  with  the  safety  advantages  of  Plasmanate? 


Plasmanate' 

PLASMA  PROTEIN  FRACTION 
[HUMAN]  5%  SOLUTION 

A 5%  solution  of  selected  human  plasma  protein 
with  stabilizers  in  0.67%  saline  solution.  Con- 
tains 88%  serum  albumin,  7%  alpha  globulin, 
5%  beta  globulin.  The  first  heat-treated  plasma 
fraction  licensed  by  the  Division  of  Biologic 
Standards  of  the  National  Institutes  of  Health. 
Heat-treated  at  60°  C.  for  10  hours  against  the 


possibility  of  transmitting  the  hepatitis  virus. 
Since  there  is  no  known  method  of  proving 
presence  or  absence  of  hepatitis-producing  viral 
agents,  no  absolute  statement  can  be  made 
concerning  their  presence  or  absence  from  blood 
plasma  preparations.  □ Administration:  Plas- 
manate, Plasma  Protein  Fraction  (Human)  5% 
Solution,  should  be  administered  by  intravenous 
route  only.  For  full  details,  please  examine 
literature.  □ Precautions:  Should  be  adminis- 
tered cautiously  in  patients  with  normal  or 
increased  blood  volume.  □ In  250  and  500  cc. 
bottles  complete  with  ready-to-use  administra- 
tion set. 
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The  Congenitally  Malformed,  11.  Turners  Syndrome:  Recognition, 
Diagnosis  and  Implications 

C.  RONALD  SCOTT,  M.D.,  Seattle,  Washington 


Potassium  Induced  Ulcers  of  Small  Bowel,  With  Case  Reports, 
Including  One  of  Second  Identical  Lesion 
D.  L.  ENGLAND,  M.D.,  Eugene,  Oregon 
The  Genesis  of  Dissecting  Aneurysm 

MERRITT  D.  MOON,  M.D.,  Longview,  Washington/CHARLES  P. 
LARSON,  M.D.,  Tacoma,  Washington 


Total  Destruction  of  Functional  Bone  Marrow  Lra& 

JOHN  H.  PHILLIPS,  M.D.,  Spokane,  Washington/CLEMENT  AnPI\rff r ~ 

M.D.,  Seattle,  Washington  , ,«  , 

Hemolytic  Anemia  Following  Open  Heart  Repair  of  Congenital  OefefiG  <>)  Djq 
NICK  R.  YENKO,  M.D./JOHN  R.  HARTMANN,  M.D. /STANLEY  J.  'MOr, 


STAMM,  M.D.,  Seattle,  Washington 
Emergency— Stat 

CLINTON  B.  LILLIBRIDGE,  M.D.,  Seattle,  Washington 


OJUL  26  I96S 


OREGON  MEDICAL  ASSOCIATION: 
PROCEEDINGS,  HOUSE  OF  DELEGATES,  APRIL  23-24,  1965 

Proceedings  of  Board  of  Trustees,  Saturday,  June  5,  1965 
Three  New  Trustees  for  OPS-Blue  Shield 
Historical  Society  507  Tomlin  Memorial  Lectures 

UOMS  Faculty  Changes  507  Woman’s  Auxiliary 

WASHINGTON  STATE  MEDICAL  ASSOCIATION: 
Constitutional  Amendment 

WSMA  76th  Annual  Convention,  September  12-15,  1965 

President’s  Page 

State  Legislation— 1965 

Degenerative  Joint  Disease 

Board  of  Health 

I nternists 

N ewly-Established  Professorship 
Miss  Harlamert  Named  to  ML  A Board 
What  Ever  Happened  to  Eldercare? 

Eldercare—The  First  of  a New  Series  of  Campaigns P 


IDAHO  STATE  MEDICAL  ASSOCIATION: 

Flight  Examiners  539  Surgeons  Session 

Cleft  Palate  Team  539  Writes  Chapter 


Editorial— No  Buttons  to  Push,  471  Correspondence,  467  Classified,  540 

Obituaries,  507,  533,  539  Directory  of  Advertisers,  542 

Books,  500  Medical  Meetings,  542 


OREGON 


WASHINGTON  • IDAHO 


one  of  the  important  drugs  of  our  time 


(CHLORAMPHENICOL) 


PARKE  DAVIS  l COMPANY.  Oclrtyl  Uxh.gtn  4S737 


Complete  information  for  usage  available  to  physicians  upon  request. 


one  place  your  hay-fever  patient  doesn’t  need 
ORNADE®  (unless  he  has  a cold) 

Trademark 

Each  capsule  contains 

8 mg  of  Tekinn®  (brand  ...but  if  your  patient  can’t  get  away  from  hay  fever,  relieve 

of  chlorpheniramine  J ^ 

maieate)  50mg.of  phenyi  sneezinq,  weepinq  and  nasal  congestion  for  24  hours  with 

propanolamine  hydrochlo-  ai  a o 

ride,  and  2.5  mg.  of  isopro-  one  'Omade’  SpanSUle®  brand  sustained  release  Capsule  q12h 
pamide,  as  the  iodide. 

Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with  glaucoma,  prostatic 
hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  obstruction,  or  bladder  neck  obstruction.  Use 
with  caution  in  the  presence  of  hypertension,  hyperthyroidism,  or  coronary  artery  disease.  Drowsiness; 
excessive  dryness  of  nose,  throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare  occasions 
but  are  usually  mild  and  transitory. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 

Smith  Kline  & French  Laboratories  9P 
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Only  her  doctor  knows  . . . 


. . . she  is  being  treated  for  scalp  dermatitis 
with  SynalarR  Solution 

(fluocinolone  acetonide) 

therapeutically  effective  yet  cosmetically  elegant 

Synalar  Solution  provides  the  most  potent  topical  cortico- 
steroid, fluocinolone  acetonide,  at  the  site  of  the  problem  and  still 
assures  complete  patient  cooperation.  The  patient  will  particularly 
appreciate  the  unique  properties  of  the  vehicle,  propylene  glycol,  which 
disperses  Synalar  readily  without  the  stain,  odor,  residue  of 
lotions  and  other  scalp  medications.  In  addition,  Synalar  Solution 
may  obviate  the  need  for  shaving  in  many  chronic  cases. 


availability:  Synalar  (fluocinolone  acetonide)  Solution  0.01%— 20  cc  plastic 
squeeze  bottles,  side  effects:  In  some  patients  with  dry  lesions,  solution  may 
increase  dryness,  scaling  or  itching.  Application  to  denuded  or  fissured  areas 
may  produce  burning  or  stinging,  precautions:  Although  propylene  glycol  has 
antimicrobial  activity,  infected  lesions  require  appropriate  evaluation  and 
therapy,  contraindications: Tuberculous,  fungal,  and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and  varicella).  Not  for  ophthalmic  use. 


an  original  steroid  from 


SY  NT  EXES 
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■ Clinicians  throughout 
the  world  consider 
meprobamate  a therapeutic 
standard  in  the 
management  of  anxiety 
and  tension. 

■ The  high  safety-efficacy 
ratio  of  ‘Miltown’  has 
been  demonstrated  by 
more  than  a decade 

of  clinical  use. 


Indications:  ‘Miltown’  (meprobamate)  is  effective  in  re- 
lief of  anxiety  and  tension  states.  Also  as  adjunctive 
therapy  when  anxiety  may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 

Contraindications:  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  or  meprobamate-containing 
drugs. 

Precautions:  Careful  supervision  of  dose  and  amounts 
prescribed  is  advised.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use  for 
weeks  or  months  at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-existing  symptoms, 
or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if  these 
symptoms  are  present.  Effects  of  excessive  alcohol  may 
possibly  be  increased  by  meprobamate.  Grand  mal  sei- 
zures may  be  precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  character- 
ized by  an  urticarial  or  erythematous,  maqulopapular 
rash.  Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia,  and  a 
single  case  of  fatal  bullous  dermatitis  after  administra- 
tion of  meprobamate  and  prednisolone  have  been  re- 
ported. More  severe  and  very  rare  cases  of  hypersensi- 
tivity may  produce  fever,  chills,  fainting  spells,  angio- 
neurotic edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stomatitis  and  proc- 
titis. Treatment  should  be  symptomatic  in  such  cases, 
and  the  drug  should  not  be  reinstituted.  Isolated  cases 
of  agranulocytosis,  thrombocytopenic  purpura,  and  a 
single  fatal  instance  of  aplastic  anemia  have  been  re- 
ported, but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG  activ- 
ity has  been  reported,  usually  after  excessive  meproba- 
mate dosage.  Suicidal  attempts  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 

Usual  adult  dosage:  One  or  two  400  mg.  tablets  three 
times  daily.  Doses  above  2400  mg.  daily  are  not 
recommended. 

Supplied:  In  two  strengths:  400  mg.  scored  tablets  and 
200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 


®.  Wallace  Laboratories  / Cranbury,  N.J. 


1-4534 


Time  after  time,  in  patient  after  patient, 
Percodan’s  pain-killing  action  is  fast,  potent  and 
predictable.  Enthusiasm  for  Percodan  by  physi- 
cians is  almost  directly  proportional  to  their  expe- 
rience with  this  analgesic  formula.  Just  one 
Percodan  tablet  usually  brings  relief  within  5 to 
15  minutes  and  maintains  it  for  6 hours  or  more. 
It  rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours. 
Precautions,  Side  Effects  qnd  Contraindications 
— The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and 
somewhat  greater  than  those  of  codeine.  The  usual 
precautions  should  be  observed  as  with  other  opi- 


ate analgesics.  Although  generally  well  tolerated, 
Percodan  may  cause  nausea,  emesis,  or  constipa- 
tion in  some  patients.  Percodan  should  be  used 
with  caution  in  patients  with  known  idiosyn- 
crasies to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias. 


Also  available:  Percodan®-Demi,  each  scored 
pink  tablet  containing  2.25  mg.  oxycodone  HC1 
(Warning:  May  be  habit-forming),  0.19  mg.  oxy- 
codone terephthalate  (Warning:  May  be  habit- 
forming), 0.19  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg. 
caffeine. 


throughout  the  wide  middle  range  of  PAIN... 


4.50  mg.  oxycodone  HC1  (Warning:  Maybe  habit- 
forming), 0.38  mg.  oxycodone  terephthalate 
Literature  on  request  (Warning:  May  be  habit-forming),  0.38  mg.  hom- 

atropine terephthalate,  224  mg.  aspirin,  160  mg. 

END0  LABORATORIES  INC.  Garden  City,  New  York  phenacetin,  and  32  mg.  caffeine. 

•U.S.  Pats.  2,628,185  and  2,907,768 


£ndo 


CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


Dangerously  Designed  Automobiles 

EDITOR,  NORTHWEST  MEDICINE: 

I appreciate  the  courage  and  the  good  judge- 
ment that  northwest  medicine  demonstrated  in 
publishing  the  article  entitled  “Dangerously  De- 
signed Automobiles”  by  Peter  Fisher,  M.D. 

I am  sure  that  every  practicing  physician  feels 
keenly  the  need  for  changes  to  prevent  the  needless 
slaughter  which  is  occurring  in  America  today  be- 
cause of  the  present  automobiles.  There  are  more 
facets  than  the  design  of  the  automobile;  however, 
this  seems  to  be  one  that  is  foremost  on  the  list  and 
one  which  can  be  corrected  by  conscientious  coop- 
eration on  the  part  of  the  manufacturer.  Screening 
of  the  unfit  drivers,  and  education  of  the  general 
public  is  another  facet  which  should  be  given  ade- 
quate attention. 

We  must  start  somewhere.  It  is  always  best 
to  start  with  the  most  logical  part,  which  in  this 
case  is  construction  of  the  automobile.  It  is  hoped 
that  this  will  have  some  impact  upon  the  ‘sales 
happy’  automobile  manufacturers. 

Sincerely  yours, 

MERRILL  J.  REEH,  M.D. 

919  Taylor  Street  Building 
Portland,  Oregon  97205 


Invitation  to  Participate  in  Research 

EDITOR,  NORTHWEST  MEDICINE: 

This  is  to  let  you  know  that  we  are  doing  a 
double-blind  study  on  the  use  of  Herplex  in  the 
treatment  of  “cold  sores”,  “fever  blisters”  and  other 
manifestations  of  herpes  simplex. 

The  patient  picks  up  the  material  from  our 
office  after  being  interviewed  concerning  his  history 
of  recurrent  attacks.  The  material  is  kept  in  the 


refrigerator  until  a new  attack  is  felt.  As  soon  as 
possible,  the  medication  is  applied  every  few  min- 
utes for  the  first  hour,  then  every  hour  for  12  hours 
unless  asleep.  And  then  every  2 or  3 hours  for  the 
next  two  days.  The  point  is  to  begin  treatment  as 
soon  as  possible  when  a new  sore  is  developing. 
There  is  no  charge  for  the  material.  If  you  know 
someone  who  would  like  to  participate  in  this  study, 
let  me  know.  Write  to  the  address  below  or,  if  in 
Seattle,  call  MA.  3-0777. 

So  far  the  results  have  been  most  encouraging. 

Thanking  you  for  your  cooperation  in  this  re- 
gard, I remain 

Most  cordially  yours, 

HARVEY  C.  ROYS,  M.D. 

1227  Medical-Dental  Building 
Seattle,  Washington  98101 


Medical  Manuscript  Editing  Service 

EDITOR,  NORTHWEST  MEDICINE: 

For  more  than  ten  years,  the  American  Medical 
Writers’  Association  has  provided  a Medical  Manu- 
script Editing  Service.  This  Service  has  been  ren- 
dered by  a Life  Member  of  the  A.M.W^A.,  Leslie 
L.  Lewis,  Editorial  Director  of  a Mid- West  pub- 
lishing company.  Headquarters  of  the  Service  are 
at  the  Ravenswood  Hospital  in  Chicago.  The  Medi- 
cal Manuscript  Editing  Service  is  available  to  both 
members  and  non-members  of  the  Association.  The 
charge  to  members  is  $5  for  the  first  1,000  words 
plus  $5  for  each  additional  thousand  or  fraction 
thereof.  The  charge  to  non-members  is  $7.50  for 
the  first  1,000  words  plus  $7.50  for  each  additional 
thousand  or  fraction. 

Only  manuscripts  that  are  intended  for  medical 
journals  or  kindred  publications,  from  which  the 
authors  receive  no  fees,  and  not  exceeding  5,000 
words  in  length  will  be  accepted  for  review  and 
editing.  This  is  not  a commercial  service  and  does 
not  concern  itself  with  the  selling  of  manuscripts, 
ghostwriting,  or  the  compiling  of  bibliographies. 

The  Service  is  intended  for  medical  writers 
who  would  like  to  have  assistance  when  confronted 
by  the  perplexities  of  writing  problems.  The  principal 
aim  of  the  Editor  of  the  Service  is  to  help  authors 
say  what  they  want  to  say  and  to  say  it  with  pre- 
cision, economy,  and  grace.  On  the  manuscript  it- 
self, the  Editor  corrects  punctuation;  capitalization; 
spelling;  misused  words,  including  medical  terms; 
and  arrangement  of  bibliography.  In  addition,  the 
Editor  offers  a line-by-line  criticism  of  the  manu- 
script covering  such  points  as  title,  organization, 
tables  and  illustrations,  sub-heads  and  summary. 
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as  well  as  grammar,  syntax  and  usage.  Many  users 
of  the  Service  are  regular  contributors  to  the  medical 
literature  and  evidence  indicates  that  all  who  use 
the  Service  have  been  satisfied  with  the  work  it  does 
for  them. 

Manuscripts  must  be  sent  by  first  class  mail, 
typewritten,  in  English,  double  or  triple  space,  with 
wide  margins  at  top,  bottom  and  both  sides,  written 
on  one  side  only,  and  accompanied  by  return  first 
class  postage.  It  is  preferred  that  manuscripts  be 
mailed  flat;  the  number  of  words  in  the  manuscript 


must  be  stated  in  the  upper  right  hand  corner  of  the 
first  page;  and  the  fee  for  the  Service,  including  return 
postage  enclosed.  The  author  should  be  sure  to  retain 
a copy  of  his  paper.  All  manuscripts  should  be  sent 
to  the  American  Medical  Writers’  Association,  Medi- 
cal Manuscript  Editing  Service,  Ravenswood  Hos- 
pital, Chicago,  Illinois  60640. 

Sincerely, 

JAMES  e.  bryan.  Executive  Secretary 
American  Medical  Writers’  Association 


when  abnormal  capillary 
permeability  and  fragility  are  factors  in 

bleeding 

in  such  conditions  as: 

habitual  abortion 
threatened  abortion 
purpura  (nonthrombocytopenic) 

gingivitis 


CVP 

duo-CVP 


(double-strength  CVP) 


C.V.P.  and  duo-C.V.P.  are  believed  to  act  by 

decreasing  abnormal  permeability  and  fragility  of  capillaries, 

and  thereby  reducing  bleeding  or  diapedesis  from  these 

vessels.  C.V.P.and  duo-C.V.P.  provide  the  original  and  exclusive 

bioflavonoid  compound  from  citrus,  which  is  a specially 

processed  concentrate  of  the  biologically  active  water-soluble  factors. 


Each  C.V.P.  capsule,  or  5 cc. 

(approx.  1 teaspoonful)  syrup  provides: 


CITRUS  BIOFLAVONOID  COMPOUND 


ASCORBIC  ACID  (vitamin  C) 


capsules  — bottles  of  100  and  500 
syrup  — bottles  of  4 oz.,  16  oz.  and  gallon 


Each  duo-C.V.P.  capsule  provides: 


bottles  of  50,  100  and  500 


samples  and  literature  from 


u.  s.  vitamin  & pharmaceutical  corporation 


800  Second  Avenue,  New  York,  New  York  10017 
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Journalism 

EDITOR,  NORTHWEST  MEDICINE: 

In  your  editorials  in  northwest  medicine,  June 
1965,  you  have  two  that  I think  are  the  finest 
that  I have  yet  to  read.  The  first  on  “Inept  Journal- 
ism” and  the  second  on  “Continuing  Medical  Edu- 
cation” both  pleased  me  no  end.  I could  go  on  dis- 
cussing them,  but  I shall  simply  limit  this  to  say 
that  I think  it  is  a job  well  done,  and  I certainly 
concur  in  the  opinions  that  you  express. 

Sincerely, 

HERMAN  A.  DICKEL,  M.D. 

511  S.W.  Tenth  Avenue 
Portland,  Oregon  97205 


EDITOR,  NORTHWEST  MEDICINE: 

This  is  just  a note  to  compliment  you  on  the 
courageous  and  forceful  editorial  titled  “Inept  Jour- 
nalism” in  the  June  issue  of  northwest  medicine. 


Such  an  editorial  requires  great  courage  and 
great  judgment  together  with  competent  journalism. 

You  are  sincerely  to  be  complimented  for  all  of 
these  attributes. 

Yours  truly, 

JOHN  S.  LINGENFELTER,  M.D. 

920  Second  Avenue 
Seattle,  Washington  98104 

WESTERN  UNION  TELEGRAM 
EDITOR,  NORTHWEST  MEDICINE. 

THREE  CHEERS  FOR  YOUR  JUNE  EDITOR- 
IAL. IT'S  ONE  OF  THE  FEW  APPEARING 
IN  MEDICAL  JOURNALS  THAT  I WISH  I 
HAD  WRITTEN.  COME  TO  NEW  YORK 
AND  WE  WILL  MAKE  TUESDAY'S  PARTY 
IN  YOUR  HONOR. 

REGARDS , 

CORTEZ  F.  ENLOE,  JR.,  M.D. 

NEW  YORK,  NEW  YORK 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORIN’bl. 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  Vz  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC., Tuckahoe,  N.Y. 
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Meniere’s  syndrome: 

The  Viennese  have  a word  for  it 


In  Vienna  "Dimenhydrinat"  (familiar  to  you 
as  Dramamine)  is  often  the  word  for  control 
of  Meniere's  syndrome.  Like  physicians  the 
world  over,  Pichler*  found  that  when  patients 
received  this  classic  drug,  "severe  attacks 
appeared  to  be  aborted,  passed  without  vom- 
iting....”  ("Die  grossen  Anfalle  schienen  in 
ihrer  Schwere  gebrochen,  verliefen  ohne  erbre- 
chen ") 

A Dramamine  Supposicone®  (100  mg.)  for 
an  adult  swiftly  controls  the  vertigo,  nausea 
and  vomiting  often  present  during  a severe 
attack.  Once  the  acute  stage  has  passed,  pa- 
tients may  be  maintained  on  Dramamine 
liquid  or  tablets. 

Precautions:  Dimenhydrinate,  notably  non- 
toxic itself,  may  mask  the  symptoms  of  strep- 
tomycin toxicity.  Patients  should  be  cautioned 
against  operating  automobiles  or  dangerous 
machinery  because  of  possible  drowsiness. 


“-Pichler,  H.:  HNO  4:178-179  (May  28)  1954. 


Research  in  the  Service  of  Medicine 


SEARLE 


relied  on  round  the  world  ■ 

Dramamine 


■ ■ brand  of  ■ ■ ■ . 

dimenhydrinate 

classic  specific  for  vertigo  and  vomiting 


Ampuls  (for  intramuscular  or  intravenous  use) 
Supposicones®  / Liquid  / Tablets 
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No  Buttons  To  Push 


In  this  day  of  instant  consumables  and  disposa- 
ble everything  else,  printer’s  ink,  in  use  for  more 
than  five  hundred  years,  should  have  become 
obsolete.  It  hasn’t.  The  main  reason  we  see  so 
much  of  it  is  that  it  is  such  a whopping  bargain. 
A nickel  or  a dime  still  buys  enough  daily  in- 
formation to  fill  a book  and  a quarter  still  brings 
enough  medical  information  to  justify  expending 
ten  dollars  worth  of  time  to  extract  the  useful 
portions. 

The  electronic  gadgets  can’t  begin  to  compete, 
in  spite  of  the  facts  that  electrons  move  with 
incredible  speed  and  that  they  can  be  made  to 
transmit  almost  everything  but  odors.  Like  the 
plodding  tortoise,  the  humble  molecules  of  print- 
er’s ink  get  there  (and  stay)  ahead  of  the  elec- 
trons activating  swift  hares  ranging  from  paper 
cones  to  phosphors  in  the  three  primary  colors. 

Numerous  experiments  in  electronic  education 
have  been  conducted  and  they  have  all  been 
interesting.  But  they  have  been  just  experiments. 
Not  many  of  the  ideas  have  survived  the  test 
passed  so  readily  by  printer’s  ink,  day  in  and 
day  out,  month  in  and  month  out.  A journal 
arrives  once  a month,  for  immediate  use,  or  for 
laying  aside  to  await  a more  convenient  time. 
It  has  no  buttons  to  push.  It  doesn’t  need  to  be 
turned  off  or  on.  It  doesn’t  even  need  to  be 
warmed  up.  It  doesn’t  blare  into  tympanic  mem- 
branes with  strident,  exaggerated  claims  for  the 
pain  relievers  doctors  recommend  or  the  wax 
that  deflects  machine  gun  bullets. 

It  doesn’t  even  need  to  be  remembered  and 
doesn’t  require  note  taking.  It  can  be  filed  for 
reference,  to  be  pulled  out  for  instant  help,  next 
week,  next  month,  or  next  year.  The  advertiser’s 


message  is  there  too  but  it’s  much  easier  to  turn 
a page  than  to  turn  down  a volume  control.  And 
it  is  not  necessary  to  sit  through  the  whole  pro- 
gram—the  trained  eye  of  the  physician  is  quite 
adept  at  selecting  what  is  needed  and  skipping 
what  is  not. 

For  those  who  understand  that  money  does  not 
everywhere  flow  in  rivers  as  it  does  out  of  the 
United  States  Treasury,  there  is  an  interesting 
comparison  in  costs.  A recent  experiment  in 
television  for  continuing  education  of  physicians 
was  conducted  in  Maine,  by  an  organization  as- 
sociated with  the  Massachusetts  Medical  Society. 
The  costs  must  have  chilled  thrifty  New  England 
souls,  at  least  those  not  yet  charmed  by  the 
touch  of  the  golden  sceptor  of  the  Great  Society. 

The  programs  cost  about  $4,000  each.  When 
cost  per  potential  viewer  was  calculated  it  came 
to  about  $5.  However,  an  actual  audience  can 
never  be  expected  to  equal  the  potential  audi- 
ence. Physicians  are  accustomed  to  missing 
meals,  meetings  and  sleep.  It  is  not  to  be  ex- 
pected that  all  physicians  in  a given  broadcast 
area  can  sit  before  their  television  screens  at  the 
same  time.  The  actual  audience  in  Maine  turned 
out  to  be  about  30  per  cent  of  the  potential 
audience  and  the  cost  per  actual  viewer  was 
about  $20.  The  same  information,  minus  only 
personal  impact  of  a speaker,  could  have  been 
supplied  in  a journal  for  about  25  cents. 

We  can’t  help  wondering  what  would  have 
happened  had  television  been  invented  first  and 
someone  had  come  along  with  a bargain  like 
printer’s  ink.  ■ 

H.L.H. 
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When 

host-resistance  factors 
are  low . . . 


you  can  count  on 
the  extra 

antibacterial  activity 
of  Ilosone 


Occasionally,  therapeutic  failure  is  due  to  the  patient’s  inability  to  mobilize  his 
defenses  sufficiently  to  overcome  infection.  Typical  of  this  is  the  debilitated  patient, 
the  premature  infant,  or  the  diabetic.  It  is  in  these  patients  that  the  high  levels  of 
antimicrobial  activity  of  Ilosone  are  especially  useful.  Ilosone  has  demonstrated 
antibacterial  levels  two  to  four  times  those  of  erythromycin  base  or  stearate. 
Furthermore,  it  attains  them  earlier  and  maintains  them  longer.  Even  the  presence 
of  food  does  not  appear  to  affect  the  activity  of  Ilosone. 


Contraindications:  Ilosone  is  contraindicated 
in  patients  with  a known  history  of  sensitivity 
to  this  drug  and  in  those  with  preexisting  liver  dis- 
ease or  dysfunction.  Side-Effects:  Even  though 
Ilosone  is  the  most  active  oral  form  of  erythro- 
mycin, the  incidence  of  side-effects  is  low.  In- 
frequent cases  of  drug  idiosyncrasy,  manifested 
by  a form  of  intrahepatic  cholestatic  jaundice, 
have  been  reported.  There  have  been  no  known 
fatal  or  definite  residual  effects.  Gastro-intestinal 
disturbances  not  associated  with  hepatic  effects 
are  observed  in  a small  proportion  of  patients  as 
a result  of  a local  stimulating  action  of  Ilosone 
on  the  alimentary  tract.  Although  allergic  mani- 
festations are  uncommon  with  the  use  of  erythro- 
mycin, there  have  been  occasional  reports  of 
urticaria,  skin  eruptions,  and,  on  rare  occasions, 


anaphylaxis.  Dosage:  Children  under  25 pounds — 
5 mg.  per  pound  of  body  weight  every  six  hours. 
Children  25  to  50  pounds— 125  mg.  every  six 
hours.  Adults  and  children  over  50  pounds — 250 
mg.  every  six  hours.  For  severe  infections,  these 
dosages  may  be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and 
chewable  tablets.  Ilosone  Chewable  tablets  should 
be  chewed  or  crushed  and  swallowed  with  water. 


Ilosone 

Erythromycin  Estolate 


Additional  information  available 
to  physicians  upon  request. 

Eli  Lilly  and  Company , Indianapolis , Indiana. 

500663 
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The  Congenitally  Malformed 

II.  Turner’s  Syndrome:  Recognition,  Diagnosis  and  Implications 

C.  RONALD  SCOTT,  M.D.  Seattle,  Washington 

Phenotypic  females  with  short  stature  and  primary  amenorrhea  should 
he  suspected  of  having  gonadal  dysgenesis  (Turners  syndrome).  Frequently, 
malformations  of  the  skeletal,  renal  or  cardiovascular  system  are  associated  with 
the  disorders.  It  is  important  to  confirm  the  diagnosis  by  buccal  smear  or  chrom- 
osome analysis  because  some  of  the  hidden  malformations  are  correctable,  and 
almost  all  cases  require  the  initiation  of  hormone  therapy  during  adolescence. 
The  syndrome  is  attributable  to  a structural  abnormality  of  an  X chromosome 
or  to  the  complete  loss  of  a single  sex  chromosome. 


A girl  is  born  with  a webbed  neck  and  persistent 
edema  of  the  dorsum  of  the  hands  and  feet. 

An  eight-year-old  female  has  a shield-like 
chest,  mild  cubitus  valgus  and  coarctation  of  the 
aorta. 

A young  lady  of  18  years  exhibits  short  stature, 
no  breast  development  and  primary  amenorrhea. 

All  these  girls  have  Turner’s  syndrome! 

The  recognition  of  girls  with  gonadal  dys- 
genesis (Turner’s  syndrome)  may  be  simple  or 
exceedingly  difficult  depending  upon  the  par- 
ticular physical  findings  present. 

During  the  newborn  period,  webbing  of  the 
neck  and  congenital  lymphedema  of  the  dorsum 
of  the  hands  and  feet  are  the  two  clinical  find- 
ings that  should  alert  the  physician  to  the  diag- 
nosis. These  are  the  most  prominent  character- 
istics of  Turner’s  syndrome  during  infancy.  If 
these  features  are  absent,  the  disorder  will  usu- 
ally remain  undetected  until  an  age  when  the 
child  is  noted  to  be  shorter  than  her  playmates. 
Studies  performed  by  La  Chapelle1  and  Lind- 
sten1’  have  indicated  these  individuals  fall  below 
the  third  percentile  in  height  in  over  75  per  cent 
of  cases,  beginning  at  the  age  of  10  years.  Most 
have  been  seen  by  a physician  during  their 
childhood  because  of  slow  growth.  By  the  time 
adulthood  is  reached  their  heights  vary  between 
4 feet  4 inches  and  5 feet  4 inches  but  90  per 
cent  will  be  less  than  5 feet  tall.  Rarely  will  they 
be  taller.  Although  body  proportions  are  rela- 
tively normal,  some  tendency  toward  obesity 
exists. 

If  these  girls  have  not  previously  been  seen 
by  a physician  because  of  short  stature  and 
other  anomalies,  they  will  seek  medical  attention 
during  their  teens  because  of  absent  menses 
and  lack  of  breast  development. 


Primary  amenorrhea  is  the  most  outstanding 
single  feature  of  the  syndrome.  This  symptom 
is  so  consistent  that  any  girl  who  has  not  men- 
struated by  the  age  of  18  years  should  be  sus- 
pected of  having  the  syndrome,  particularly 
if  associated  with  short  stature  and  lack  of 
secondary  sexual  characteristics. 

The  above  signs  and  symptoms  are  the  more 
consistent  findings  of  this  disorder,  but  other 
abnormalities  are  also  common.  A characteristic 
facial  appearance  is  often  present  with  a mild 
ptosis  of  the  eyelids,  retrognathia,  low  set  ears 
with  a high  arched  palate.  The  neck  is  usually 
short  with  a low  hair  line.  Loose  folds  of  skin 
about  the  neck  may  be  present  in  a small  per- 
centage of  cases.  In  the  adolescent  and  adult 
female  an  excess  of  pigmented  nevi  may  be 
an  important  clue. 

Anomalies  of  the  skeletal  system  are  common. 
The  thorax  has  been  described  as  being  “shield- 
like”  with  widely  spaced  nipples.  The  pelvis  is 
small  and  cubitus  valgus  is  common.  The  nails 
of  the  fingers  or  toes  may  be  atrophic.  The  over- 
all bone  age  is  considered  to  be  retarded  bv 
about  one  year.  Shortening  of  the  4th  meta- 
carpal or  4th  metatarsal  is  frequently  seen.  In 
addition,  axillary  hair  is  almost  always  absent 
and  the  pubic  hair  is  scanty.  The  external  geni- 
talia remain  infantile  with  some  variability  in 
clitoral  size.  The  uterus  remains  infantile  and 
small. 

Morphologically,  the  gonads  are  rudimentary, 
fibrous  and  firm.  Microscopically,  the  gonads 
are  composed  of  ovarian  parenchyma  arranged 
in  a linear  or  “streak”  pattern  with  increased 
connective  tissue  and  absent  follicles.  The  term, 
gonadal  dysgenesis,  has  been  derived  from  the 
histologic  appearance  of  the  ovary. 
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Fig.  l.a.  Webbing  of  the  neck  and,  b.  congenital  lymphedema  of  the  dorsum  of  the  feet.  These 
are  the  two  most  frequent  signs  of  Turner’s  syndrome  during  infancy.  (Courtesy  Children’s  Ortho- 
pedic Hospital,  Seattle.) 


As  descriptive  and  typical  as  the  syndrome 
may  sound,  the  majority  of  persons  with  this  en- 
tity are  difficult  to  recognize  with  certainty  on 
clinical  appearances  alone.  If  a number  of  classi- 
cal findings  are  present  there  is  little  difficulty. 
Most  cases,  are  not  typical,  however,  and  can 
only  be  suspected  of  having  the  syndrome. 
Table  1 lists  the  common  features  of  the  syn- 
drome and  their  estimated  frequency. 

Table  1 

Estimated  Frequency  of  Malformations  Associated 


w 

■ith  Turner's 

Syndrome 

% 

% 

Short  stature 

90-95 

Lymphedema, 

Low  hair  line 

60-70 

congenital 

23 

Cubitus  valgus 

50-70 

Webbed  neck 

23 

Shield  chest  Common 

Mental 

Malformed  nails 

retardation 

10-20 

Common 

Hypertension 

10-20 

Pigmented  nevi 

50-60 

Renal  anomalies 

50 

Vascular  abnormali- 

Low  set  ears 

40 

ties  (including 

co- 

Hearing  deficit 

40 

arctation  of  the 

Short  4th  metacarpal  25 

aorta) 

5-15 

Several  ancillary7  systems  need  to  be  evaluated 
by  the  physician  if  the  diagnosis  of  Turner’s 
syndrome  is  suspected  or  confirmed.  There  are 
four  items  not  obvious  from  a general  inspec- 
tion: mental  retardation,  hypertension,  vascular 
abnormalities,  and  congenital  renal  defects. 

The  incidence  of  mental  retardation  is  proba- 
bly higher  than  previously  suspected.3  In  10  to 
20  per  cent  of  patients  the  IQ  is  below  75.  There 
is  also  evidence  that  many  of  the  girls  have  a 
problem  with  abstract  thought.  Mathematics, 
problems  involving  three  dimensional  space  and 
many  theoretical  subjects  may  present  particu- 
lar problems  to  their  intellectual  capacity.  Guid- 


ance into  a vocational  training  program  may  be 
necessary  because  of  intellect  and  height,  if  they 
are  to  continue  in  an  educational  system. 

Renal  anomalies  occur  in  half  of  the  cases.2 
An  IVP  should  be  performed  on  all  established 
cases  because  of  the  high  incidence  of  congenital 
renal  defects.  The  realization  that  such  an  ab- 
normality does  exist  often  aids  in  the  manage- 
ment during  periods  of  febrile  illnesses,  urinary 
tract  infections  or  the  finding  of  an  unexplained 
abdominal  mass. 

Vascular  anomaly  in  the  form  of  coarctation 
of  the  aorta  is  present  in  5 to  15  per  cent  of  cases. 
This  is  an  important  abnormality  to  consider  in 
any  patient  with  gonadal  dysgenesis  because  this 
is  a treatable  lesion.  It  is  easiest  to  diagnose  by 
taking  the  blood  pressure  in  arms  and  legs.  If 
pressure  in  the  leg  is  lower  than  the  arm  by 
20  mm  Hg,  coarctation  of  the  aorta  should  be 
considered  to  be  present  and  a cardiac  evaluation 
requested.  Pulmonary  valvular  stenosis  and 
aortic  valvular  stenosis  have  also  been  reported 
in  a number  of  cases.* 

Hypertension  greater  than  140/90  can  be  ex- 
pected in  many  of  these  girls.  The  etiology  of 
this  elevated  blood  pressure  when  not  related  to 
coarctation  of  the  aorta  is  not  understood,  but 
may  be  related  to  the  renal  abnormalities  that 
occur.  However,  elevated  blood  pressure  is  also 
seen  in  patients  who  do  not  have  demonstrable 
kidney  anomalies,  and  may  be  related  to  as  yet 
an  undefined  vascular  abnormality. 

Hearing  deficit  is  common  (40  per  cent)  and 
may  present  a problem  to  education  if  undetect- 
ed.2-5 Hearing  loss  is  conductive  in  nature  and 
may  have  a characteristic  dip  in  the  audiogram.2 
Appropriate  classroom  placement,  or  hearing  aid, 
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Fig.  2.  Young  girl  with  short  stature,  webbed  neck  and 
strabismus,  all  of  which  are  characteristic  of  the  syndrome 
during  childhood.  (Courtesy  Childrens  Orthopedic  Hos- 
pital, Seattle.) 

and  the  knowledge  that  such  a hearing  loss  does 
exist  may  help  to  alleviate  school  or  emotional 
problems. 

etiology 

Relationship  between  a characteristic  physi- 
cal appearance  and  ovarian  maldevelopment  be- 
gan to  crystalize  during  the  1920’s.  Turner,  in 
1938,  gave  the  most  definitive  description  of 
webbing  of  the  neck,  short  stature,  and  cubitus 
valgus,  associated  with  primary  amenorrhea.0 
Because  of  this  description,  the  eponym,  Turner, 
has  been  applied  to  this  complex  of  findings  by 
American  authors. 

In  1954  it  was  noted  there  was  no  chromatin 
body  associated  with  the  cellular  nuclear  mem- 
brane as  in  normal  females,  and  these  girls  were 
considered  to  have  a male  sex  chromatin  pattern.7 
This  became  a useful  tool  in  diagnosing  the 
syndrome  because  of  the  obvious  discrepancy 


that  existed  between  the  female  appearance  and 
the  male  chromatin  pattern.  This  ambiguity  was 
resolved  in  1959  by  several  workers  when  they 
found  these  females  were  lacking  a sex  chromo- 
some." Rather  than  the  normal  46  chromosomes, 
only  45  were  found.  The  missing  chromosome 
was  a sex  chromosome,  and  therefore,  these  girls 
possessed  only  a single  X chromosome  similar  to 
a normal  male,  but  with  neither  an  X nor  a Y 
partner.  In  most  cases  this  has  been  consistently 
found,  with  only  45  chromosomes  in  whichever 
tissue  is  analyzed.  * 

However,  in  40  to  50  per  cent  of  patients 
with  the  syndrome  two  types  of  cells  have  been 
found.  In  the  same  individual,  one  cell  line  with 
45  chromosomes  and  an  XO  pattern  and  another 
cell  type  with  46  chromosomes  and  an  XX  female 
pattern  may  be  seen.  These  are  called  mosaic 
Turner’s  and  are  designated  by  an  XX/XO  sym- 
bol. Others  exist  who  have  a structurally  ab- 
normal X chromosome  and  a normal  chromosome 
count  of  46.  The  structurally  abnormal  X chromo- 
some may  be  smaller  (deletion)  or  it  may  be 
larger  (isochromosome)  than  its  normal  partner. 
These  structurally  abnormal  chromosomes  ac- 
count for  approximately  10  per  cent  of  the  cases. 
It  seems  well  established  that  the  syndrome  of 
ovarian  dysgenesis  is  caused  by  loss  of  genetic 
material  from  a single  X chromosome. 

By  performing  buccal  smears  on  newborn 
females  it  has  been  found  that  approximately 
1 in  3,000  females  are  chromatin  negative.  It  is 
assumed  that  these  chromatin  negative  females 
are  cases  of  gonadal  dysgenesis  and  therefore 
only  one-half  of  all  cases  are  being  found  by 
this  screening  method.  By  adjusting  this  value, 
gonadal  dysgenesis  probably  occurs  as  frequently 
as  in  1 in  1,500  female  births. 

Although  the  abnormal  X chromosome  is  a 
consistent  feature  of  the  disorder  and  is  probably 
the  cause  of  the  physical  defects,  the  etiology  of 
the  chromosome  aberration  is  unknown. 

diagnosis 

In  addition  to  the  physical  findings,  x-rays  are 
of  value  in  substantiating  the  diagnosis.*  The 
knees  may  show  a characteristic  deformity  of  the 
tibial  condyle.  The  condyle  is  enlarged  with 
the  tibial  metaphysis  projecting  medially  and 
showing  a small  beak-like  projection.  A short- 

*A  good  review  of  all  sex  chromosome  abnormalities 
is:  Miller,  O.  J.,  The  sex  chromosome  anomalies,  Amer 
J Obstet  Gynec  90:1078-1139  (December)  1964. 
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Kg.  3.  Typical  facial  appearance  in  profile.  Note  the  ret- 
rognathia,  low  hair  line,  slight  webbing,  and  low  set  ears, 
i Courtesy  Children's  Orthopedic  Hospital.  Seattle.) 


ened  fourth  metacarpal  and  small  sella  turcica 
w hen  seen  by  x-ray  strengthens  the  clinical  im- 
pression. 

Twenty-four  hour  urine  collections  for  gonad- 
atropins  and  estrogens  may  be  of  help  in  patients 
over  the  age  of  16  years.  Females  with  gonadal 
dysgenesis  usually  have  an  elevation  of  urinary 
gonadotropins  and  a low  level  of  estrogen. 

There  are,  however,  two  Jtests  which  are 
specific  for  making  the  diagnosis.  The  first  and 
easiest  laboratory  procedure  is  the  buccal  smear. 
This  involves  the  scraping  of  a few  cells  from 
the  surface  of  the  oral  mucosa  and  having  them 
examined  for  the  presence  of  chromatin  bodies 
next  to  the  nuclear  membrane.  The  absence  of 
chromatin  bodies  in  a phenotypic  female  is  almost 
pathognomonic  for  ovarian  dysgenesis  and  w ill 
establish  the  diagnosis  one-half  of  the  time.  The 
other  half  will  be  chromatin  positive  and  are 
XX /XO  mosaics  or  have  a structurally  abnormal 
X chromosome.  Thus,  if  the  disorder  is  suspect- 
ed and  the  buccal  smear  is  chromatin  positive, 
a chromosome  analysis  will  be  required.00  There 
is  only  one  other  condition  known  to  give  a 


negative  buccal  smear  from  a phenotypic  female, 
testicular  feminization,  a rare  intersex  problem. 
Patients  with  testicular  feminization  are  apparent 
females  of  average  height  with  normal  second- 
ary sexual  characteristics  and  no  associated  mal- 
formations. They  are,  however,  genetic  males 
with  an  XY  chromosome  pattern  and  testes  are 
usually  palpable  within  the  inguinal  canal.  Clin- 
ically they  cannot  be  confused  with  ovarian 
dysgenesis. 

implications 

What  does  the  diagnosis  of  Turner’s  syndrome 
imply  for  the  patient? 

Sterility  is  almost  certain.  The  lack  of  ovarian 
follicles  precludes  the  possibility'  of  pregnancy. 
This  does  not  mean  marriage  and  normal  sexual 
relations  are  not  to  be  expected,  but  it  is  import- 
ant for  the  patients  to  realize  that  conception  is 
unlikely.  Estrogen  therapy  is  usually  necessary 
at  the  time  of  puberty  for  breast  development  to 
occur  and  to  obtain  a more  normal  female  ap- 
pearance. Hormonal  therapy  is  normally  con- 
tinued in  a cyclic  manner  to  prevent  the  prob- 
lems that  develop  from  insufficient  estrogen 
levels  and  to  obtain  a menstrual  flow  each  month 
for  psychological  reasons. 

They  must  realize  they  will  remain  of  short 
stature,  usually  5 feet  or  less  at  maturity.  Stature 
seems  unaffected  by  hormone  therapy  and  at- 
tempts to  give  growth  promoting  agents  do  not 
seem  warranted. 

If  a cardiac  defect  is  present  it  may  often  be 
correctable.  Coarctation  of  the  aorta  carries  a 
low7  surgical  risk  and  aortic  or  pulmonary'  valvu- 
lar stenosis  are  amenable  to  modem  day  surgical 
techniques. 


**  If  chromosome  studies  are  required  to  confirm  the 
diagnosis,  they  may  be  obtained  from  several  sources  in  the 
Pacific  Northwest.  The  technique  is  relatively  easy,  but 
time  consuming.  In  most  cases,  the  procedure  requires 
only  a small  blood  sample.  Information  concerning  these 
studies  may  be  obtained  from: 

1.  Division  of  Medical  Genetics 

University  of  Washington  School  of  Medicine 
Seattle.  Washington  98105 

2.  Crippled  Childrens’  Division 
Department  of  Pediatrics 
University  of  Oregon  Medical  School 
3181  S.W.  Sam  Jackson  Park  Road 
Portland.  Oregon  97201 

3.  Department  of  Pediatrics 
Madigan  General  Hospital 
Fort  Lewis.  Washington  98433 

4.  Cytogenetics  Laboratory 
Rainier  State  School 
Buckley.  Washington  98321 
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Fig.  4.  Teenage  girl  with  short  stature  (4 lack  of  breast 
development,  and  tendency  towards  obesity.  She  has 
gonadal  dysgenesis. 


summary 

Turner’s  syndrome  is  a disorder  of  females 
caused  by  a loss  of  genetic  material  from  an  X 
chromosome  and  presenting  as  various  malfor- 
mations involving  the  skin,  skeletal  system, 
visceral  organs,  intellect  and  ovaries.  The  age  of 
the  patient  determines  which  of  these  systems 
may  present  the  manifesting  abnormality. 

During  infancy,  webbing  of  the  neck  and 
congenital  lymphedema  of  the  dorsum  of  the 
hands  and  feet  are  the  most  important  clues. 

Short  stature  usually  becomes  prominent  dur- 
ing childhood  and  other  stigmata  of  the  syndrome 
may  then  become  noticeable  for  the  first  time 
(cubitus  valgus,  shield  chest,  short  fourth  meta- 
carpal, etc.). 

Primary  amenorrhea,  the  single  most  consist- 
ent feature,  and  the  lack  of  secondary  sexual 
characteristics  become  obvious  during  the  late 
teens. 

The  diagnosis  is  most  easily  established  by  a 
chromatin  negative  buccal  smear  from  a female 
suspected  of  having  the  disorder.  In  50  per  cent 


of  cases,  however,  the  chromatin  pattern  will  be 
positive,  and  a chromosome  study  will  be  neces- 
sary. 

It  is  important  for  the  patient  with  gonadal 
dysgenesis  to  realize  that  she  will  always  be 
short,  pregnancy  is  most  unlikely  and  hormonal 
therapy  will  be  needed  to  develop  secondary 
sexual  characteristics. 

The  physician  caring  for  such  a patient  must 
be  alert  to  the  possibility  of  mental  retardation, 
renal  anomalies,  hypertension,  major  vascular 
abnormalities  and  hearing  deficit  in  each  case.  n 

U.  of  W.  School  of  Medicine  (98105) 


abstracto 

Fenotipo  femenino  de  corta  estatura  y con 
amenorrea  primaria  deben  dar  a sospechar  el 
tener  disgenesio  gonadal  (sindrome  de  Turner). 
Frecuentemente,  malfortnaciones  de  el  esqueleto, 
o del  sistema  renal  o cardiovascular  estdn 
asociadas  a esos  desordenes.  Es  importante  con- 
firmar  el  diagnostico  por  frotis  bucal  o analisis 
de  cromosomas  ya  que  algunas  de  las  mal- 
formaciones ocultas  son  corregibles  y casi  todos 
los  casos  requieren  la  iniciacion  de  tenapia  hor- 
monal durante  la  adolescencia.  Este  sindrome  es 
atributible  a la  anormalidad  estructural  de  un 
cromosoma  o de  la  completa  perdida  de  un 
solo  cromosoma  sexual. 
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Potassium  I?id need  Ulcers  of  Small  Boivel 

With  Case  Reports,  Including  One  of  Second  Identical  Lesion 

D.  L.  ENGLAND,  M.D.,  Eugene,  Oregon 

A clinical  entity  of  localized,  circumferential,  stenosing,  benign,  nonspecific, 
inflammatory  ulceration  of  small  bowel,  appearing  with  increasing  frequency 
during  the  past  three  years,  is  usually  associated  with  use  of  enteric  coated 
tablets  of  thiazide  and  a potassium  salt.  It  is  postulated  that  concentrated  solu- 
tion of  the  potassium  salt,  produced  upon  breakdown  of  the  enteric  coating,  is  a 
powerful  mucosal  irritant.  Tonic  contraction  is  produced.  Subsequent  doses, 
stopped  at  the  area,  release  additional  potassium  and  the  process  finally  results 
in  ulceration  fibrosis  and  obstruction.  Ten  new  cases  are  reported.  Striking  con- 
formation of  the  etiologic  theory  is  provided  by  one  of  these  patients  who  had 
resection  of  a small  bowel  ulcer  after  taking  enteric  coQted  thiazide-potassium 


and  required  a second  operation  for 
medication. 

Recent  reports  have  indicated  causal  relation- 
ship between  enteric  coated  thiazide-potassium 
combinations  and  localized,  circumferential,  sten- 
osing, benign,  non-specific,  inflammatory  small 
bowel  ulceration  with  obstruction  and  occasional 
perforation.1 2 This  prompted  a joint  review  by 
Merck  Sharp  & Dohme,  Ciba  Pharmaceutical 
Company,  and  the  Food  and  Drug  Administration. 
The  drug  companies  quickly  conducted  an  inter- 
national, hospital  case  survey  and  instituted 
animal  experiments  to  obtain  further  evidence. 
Initial  results  were  given  to  the  Food  and  Drug 
Administration  January  6,  1965  and  published  in 
February,  1965. 3 

Local  interest  developed  when  participation 
in  the  survey  by  Sacred  Heart  General  Hospital 
yielded  a few  cases  that  fit  the  criteria  for  this 
syndrome.  More  case  reports  have  recently  been 
published  but  further  awareness  of  this  problem 
seems  desirable. 

Previous  reports  describe  a uniform  pattern  for 
this  syndrome.  1 - The  typical  case  is  a middle- 
aged  man  or  woman  who  develops  recurring, 
cramping,  mid-abdominal  pain  anywhere  from  a 
few  days  to  several  months  after  starting  an 
enteric  coated  combination  of  thiazide  and  po- 
tassium. After  a variable  period  of  observation, 
the  patient  finally  progresses  to  overt  bowel  ob- 
struction (or  perforation)  and  is  subjected  to 
surgery.  A sharply  localized  area  of  stenosis  is 
found  and  resected.  The  specimen  discloses  a be- 
nign, circumferential  ulceration  with  underlying 
fibrotic  stenosis  sufficient  to  obstruct  the  bowel. 
Following  resection,  almost  all  cases  have  had 
uneventful  recoveries.  An  excellent,  detailed 


an  identical  lesion  after  resuming  the 

description  of  the  clinical  features  of  this  syn- 
drome is  prov  ided  by  Morgenstem,  et  al.” 

investigation 

Ten  cases  were  obtained  by  reviewing  the 
Sacred  Heart  General  Hospital  records  from 
January,  1959  to  March,  1965.  All  records  with  a 
diagnosis  of  any  type  of  small  bowel  ulceration 
(except  duodenal  ulcer)  were  reviewed.  Cases 
of  regional  enteritis  and  ulcers  with  clearly  de- 
monstrable, specific  etiology  (such  as  pressure  at 
site  of  obstruction  by  an  adhesive  band)  were 
excluded. 

In  the  first  four  years,  from  January,  1959  until 
January,  1963,  only  one  case  was  observed.  Then 
in  the  two-year  period  from  January,  1963, 
through  February,  1965,  there  were  eight  addi- 
tional cases.  Interest  created  by  this  review  led 
to  the  reporting  of  one  additional  case  from 
Eugene  Hospital,  making  a total  of  ten  cases. 
They  are  summarized  in  Table  1. 

summary  of  cases 

All  cases  seem  remarkably  similar  to  those  re- 
ported by  others. 21-6-7  There  were  four  males  and 
six  females.  Ages  varied  from  42  to  71  with  an 
average  of  60.  All  had  previous  diagnoses  of 
cardiovascular  disease  except  two  ( cases  7 and  9 ) . 

Obtaining  accurate  drug  histories  in  a retro- 
spective study  is  very  difficult.  However,  it  ap- 
pears that  nine  of  the  ten  cases  definitely  did 
take  an  enteric  coated  thiazide-potassium  prep- 
aration prior  to  the  onset  of  small  bowel  ulcer 
distress.  The  one  uncertain  case  (case  5)  was 
taking  medication  until  a month  before  her  op- 
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eration  but  it  had  been  prescribed  by  a doctor 
who  died  eight  months  previously.  Retrospective 
investigation  by  her  current  physicians  has  failed 
to  identify  a thiazide  or  potassium  preparation, 
but  some  possibility  still  exists. 

Nine  of  the  ten  gave  definite  histories  of 
chronic,  recurring  abdominal  distress  prior  to 
development  of  obstruction  or  perforation.  The 
remaining  case  (case  2)  related  only  three  days 
of  distress  but  provided  a poor  history  and  may 
have  had  prior  chronic  distress. 

In  all  cases  the  correct  final  diagnosis  was 
made  only  after  surgery.  Further  illustrating  the 
difficulty  for  diagnosis,  six  of  the  ten  had  re- 
peated prior  admissions  for  abdominal  distress. 
Conditions  such  as  duodenal  deformity,  hiatal 
hernia  and  cholelithiasis  were  found  and  treated 
with  unsatisfactory  results.  The  stenotic  ulcer 
was  found  and  corrected  by  resection  only  when 
obstruction  or  perforation  necessitated  surgery. 

Case  7 offers  striking  evidence  that  thiazide- 
potassium  should  be  considered  the  etiologic 
agent  in  these  cases.  Thirteen  months  after  the 
first  operation  for  obstruction,  during  which  time 
the  same  medication  had  been  resumed,  ab- 
dominal symptoms  recurred.  Two  months  later 
it  became  necessary  to  resect  a second  ulcerated, 
obstructed  segment  of  small  bowel. 

The  patient,  a female  aged  48  at  time  of  the 
second  operation,  had  a long,  complicated  history 
of  many  complaints  and  she  had  seen  many  phy- 
sicians. She  had  been  subjected  to  appendec- 
tomy, hysterectomy,  cholecystectomy  and  had 
multiple  psychosomatic  complaints  associated 
with  chronic  anxiety. 

Thiazide-potassium  was  one  of  many  medica- 
tions taken  and  it  was  used  intermittently  on  her 
own  volition,  usually  for  symptoms  she  attributed 
to  what  she  thought  was  fluid  retention. 

It  is  believed  that  this  is  the  first  report  of  a 
case  requiring  second  resection  following  resump- 
tion of  thiazide-potassium  after  the  first  op- 
eration. 

Only  three  lesions  were  described  as  in  mid- 
small bowel.  The  remaining  seven  were  all  in  the 
ileum  and  five  of  these  were  within  three  feet 
of  the  ileo-cecal  valve.  In  total,  there  were  11  re- 
sections of  small  bowel  in  10  patients  for  circum- 
ferential ulceration  with  stenosing  fibrosis  that 
was  causing  obstruction  in  10  of  the  11  situations. 
Case  8 was  perforated  and  one  of  the  obstructed 
cases  (case  3)  was  also  perforated.  As  in  the 
cases  reported  elsewhere,  perforations  were  on 
the  antimesenteric  border. 


comment 

The  review  by  Lawrason,  et  al  makes  it  clear 
that  not  all  small  bowel  ulcers  are  associated 
with  thiazide-potassium  preparations.3  Consider- 
ing the  non-specific,  inflammatory  nature  of  the 
lesion,  it  would  seem  unlikely  that  all  such  lesions 
would  have  a single,  specific  etiology.  However, 
the  evidence  seems  quite  strong  that  the  in- 
creased number  of  cases  during  the  past  three 
years  is  related  to  development  and  increased  use 
of  enteric  coated  thiazide-potassium  preparations 
during  the  same  period  of  time.  This  is  illustrated 
in  the  report  by  Baker  who  found  no  cases  for  the 
10  years  prior  to  June,  1963,  then  12  cases  in  the 
following  15  month  period.2  A patient  reported 
by  McDivitt  developed  distress  after  starting  a 
thiazide-potassium  preparation.  Symptoms  sub- 
sided slowly  after  discontinuing  it  but  promptly 
returned  when  the  same  medication  was  restart- 
ed nine  months  later.7 

Many  drugs  have  been  used  by  these  patients, 
but  none  even  approaches  the  consistency  of  thia- 
zide-potassium for  a drug  common  denominator. 
Morgenstern  reports  that  injection  into  the  intes- 
tine of  concentrations  of  potassium  chloride  simi- 
lar to  those  obtained  by  release  of  enteric  coated 
tablets  does  cause  severe  tonic  contraction  at  that 
site  and  that  an  uncoated  tablet  of  potassium 
chloride  placed  in  the  intestinal  mucosa  will  cause 
superficial  necrosis  by  the  time  it  is  totally  dis- 
solved.” 

Preliminary  animal  studies  confirm  that  simi- 
lar small  bowel  lesions  are  produced  by  standard 
enteric  coated  preparations  of  thiazide-potassium 
mixtures  and  by  enteric  coated  potassium  alone.8 
They  were  not  produced  by  enteric  coated  thia- 
zide alone,  by  enteric  coated  sodium  chloride  or 
by  enteric  coated  placebos.  The  majority  of  cases 
of  this  syndrome  developing  in  the  last  three 
years  have  been  associated  with  a combination  of 
thiazide  diuretic,  potassium  and  an  enteric  coat- 
ing. However,  the  total  evidence  seems  to  incri- 
minate specifically  a high  concentration  of  po- 
tassium released  by  the  enteric  coating  in  a 
localized  area  of  small  intestine. 

It  is  postulated  that  the  release  of  a high  con- 
centration of  potassium  in  a small  area  of  intes- 
tine is  sufficiently  injurious  to  cause  sustained 
tonic  contraction  and  initiate  ulceration  of  the 
mucosa.  The  resulting  ulceration  and  inflam- 
matory reaction  provide  an  area  of  increased  irri- 
tability. Mild  irritants  in  the  diet  can  then  excite 
nerve  ends  in  this  area  to  help  maintain  the  tonic 
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Fig.  1.  Surgically  resected  segment  of  ileum  from  Case  8 
illustrating  the  sharply  localized  area  of  constricting 
fibrosis,  obstructing  the  bowel  with  dilation  on  the 
proximal  (left)  side. 


Fig.  2.  Segment  of  ileum  from  Case  8 opened  to  illustrate 
the  lumen. 


Fig.  3.  Mid-small  bowel  obstructing  stenotic  lesion  as  it 
presented  at  surgery  in  Case  9. 
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Fig.  4.  Resected  specimen  of  small  bowel  from  Case  9 
opened  with  dilated  proximal  bowel  above. 


contraction.  This  area  of  partial  stenosis  allows 
passage  of  liquid  and  semisolid  intestinal  con- 
tents but  the  next  enteric  coated  tablet  is  arrested 
at  the  site  of  stenosis.  Held  at  this  location  until 
its  enteric  coating  is  finally  dissolved,  it  releases 
another  full  dose  of  potassium.  With  repeated 
insults  at  the  same  site,  it  seems  plausible  that 
the  tonic  contraction  and  associated  inflam- 
matory reaction  produce  the  stenotic  submucosal 
fibrosis. 

When  sufficiently  developed,  the  fibrosis  main- 
tains stenosis  sufficient  to  result  in  overt  bowel 
obstruction  requiring  surgery.  This  development 
of  submucosal  fibrosis  can  explain  why  some  re- 
ported cases  continued  to  have  distress  and  re- 
quired surgery  long  after  discontinuing  the  en- 
teric coated  potassium.  It  is  illustrated  in  two 
cases  reported  by  Buchan,  et  al  where  small 
bowel  obstruction  required  surgery  three  and 
one  half  weeks  and  six  months  after  stopping 
the  enteric  coated  thiazide-potassium  tablet.4  In 
the  specimen  he  obtained  six  months  after 
stopping  potassium,  the  mucosal  ulceration  had 
healed  but  the  bowel  was  still  obstructed  by 
the  stenotic,  submucosal  ring  of  fibrosis.  The 
case  of  Mc-Divitt  had  distress  for  six  weeks  after 
stopping  thiazide-potassium  before  obstruction 
necessitated  surgery. 

conclusions 

Considering  the  evidence,  it  is  reasonable  to 
assume  a causal  relationship  between  localized, 
circumferential,  stenosing,  benign,  non-specific, 


inflammatory  ulceration  of  small  bowel  and  en- 
teric coated  potassium  preparations. 

Considering  the  total  number  of  patients  using 
these  preparations,  the  incidence  of  these  lesions 
is  undoubtedly  quite  small.  However,  this  retro- 
spective search  does  indicate  there  are  cases 
that  have  been  treated  without  being  recognized 
as  presenting  this  syndrome.  There  are  probably 
milder  cases  that  have  escaped  detection  by  not 
requiring  surgery. 

Unless  future  studies  prove  differently,  it 
seems  reasonable  to  recommend  that  the  use 
of  any  form  of  enteric  coated  potassium  be 
avoided.  If  supplemental  potassium  is  desired, 
it  should  be  supplied  as  appropriate  dietary  al- 
lowance or  as  a liquid  potassium  supplement 
mixed  with  meals.  When  this  association  of 
enteric  coated  potassium  and  small  bowel  ul- 
ceration became  suspect  in  this  area  (Eugene- 
Springfield,  Oregon),  an  alert  was  spread  to  all 
local  pharmacies  requesting  them  not  to  refill 
any  of  these  preparations  without  obtaining  tele- 
phone approval  from  the  prescribing  physician. 
This  seems  to  have  been  a very  efficient  and 
unobjectionable  way  of  making  a desired  large 
scale  change  in  medication  used  by  the  patient 
public. 

When  seeing  a patient  with  problem  of  ab- 
dominal distress,  especially  those  suggesting  a 
pattern  of  partial,  recurrent,  or  acute  bowel 
obstruction,  a history  of  enteric  coated  potas- 
sium ingestion  should  be  sought  and  this  clinical 
syndrome  should  be  considered.  ■ 

1162  Willamette  Street  (97401) 

abstracto 

Una  nueva  entidad  clinica  localizada,  circum- 
ferencial,  estenosante,  benigna,  no  espetifica  e 
inflamatoria  de  una  ulceration  de  el  intestino 
delgado,  estd  apareciendo  cada  vez  con  mas 
frecuencia  durante  los  ultimos  ahos  y estd  usual- 
mente  asociada  con  el  uso  de  pastilles  de  re- 
cubierta  enterica  de  thiazada  y sales  de  potasio. 
Se  ha  comprobado  que  una  solution  concen- 
trada  de  sales  de  potasio,  producida  por  la 
disolucion  de  la  cubierta  enterica  es  un  poderoso 
irritant e de  la  mucosa  intestinal.  Contracciones 
tonicas  se  producen.  Dosis  subsequentes  de- 
tenidas  en  esta  area,  liberan  potasio  adicional  y el 
porceso  termina  en  ulceration,  fibrosis  y obstruc- 
tion. Diez  nuevos  casos  se  ban  reportado. 
Relevante  confirmation  de  la  teoria  etioldgica 
la  da  el  caso  de  una  de  estos  pacientes  a quien 
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se  le  hizo  una  reseccion  de  intestino  delgado 
por  idceracion  despues  de  hober  tornado  las 
pastillas  de  thiazide-potasio  con  capa  enterica  la 
cual  requiro  una  segunda  operacion  por  una 
lesion  identica  despues  de  haber  rcanudado  el 
medicamento. 
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THE  PAPER  JUNGLE  OF  DRUG  RESEARCH 

To  a member  of  the  clinical  research  staff  of  a pharmaceutical  manufacturer  the 
impact  of  the  new  drug  law  and  F.D.A.  regulations  has  been  overwhelming.  The 
immediate  and  unprinted  reaction  reflects  the  enormous  increase  in  paper  work  and 
the  infinite  detail  that  are  now  demanded  of  the  individual  responsible  for  the 
clinical  development  of  a drug  for  a pharmaceutical  manufacturer  . . . You  have  all 
been  regaled  by  accounts  of  the  size  of  the  current  new  drug  applications.  Our  latest 
weighed  550  pounds,  and  is  by  no  means  a record.  Sending  in  supplementary 
case  data  on  that  particular  application  involved  reproducing,  collating  and  forwarding 
over  80,000  individual  sheets  of  paper! 

Irwin  C.  Winter,  Ph.D.,  M.D.,  in  Journal  of  New  Drugs  4:6  (November-December)  1964 
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The  Genesis  oj  Dissecting  A neurysm 

MERRITT  D.  MOON,  M.D.  Longview,  Washington  / 

CHARLES  P.  LARSON,  M.D.  Tacoma,  Washington 

Blood,  on  entering  the  first  part  of  the  aorta  is  directed  to  the  lateral  wall  of 
the  aorta  with  erosive  effect.  Blood  flow  in  this  area  is  not  laminar  as  it  is  in 
the  small  vessels.  The  increased  shear  effect  of  pulsatile  flow  is  proposed  with  an 
explanatorij  diagram. 

Support  for  the  proposed  mechanism  teas  obtained  by  noting  the  location 
of  initiation  of  the  quadrant  dissected  in  those  cases  of  dissecting  aneurysm  of  the 
first  part  of  the  aorta  at  our  disposal.  Cases  were  excluded  where  dissection  of 
the  aortic  wall  was  completely  annular.  In  all  cases  at  our  disposal , where  the 
quadrant  was  identified , we  found  that  dissection  begins  in  the  lateral,  lateral 
posterior  or  lateral  anterior  quadrant.  Thirteen  cases  were  available. 


This  paper  presents  a concept  of  the  physical 
factors  initiating  dissection  in  spontaneous  dis- 
secting aneurysms  of  the  thoracic  aorta.  While 
various  disease  entities  can  and  do  weaken  the 
aorta,  recognizable  pre-existing  lesions  in  the 
aortic  wall  can  be  completely  absent.  Various 
anatomic  and  physical  features  are  important  in 
the  development  of  aortic  dissecting  aneurysms. 
A physical  basis  for  dissection  is  postulated  and 
this  is  followed  by  an  appraisal  of  the  cases  of 
dissecting  aneurysm  at  our  disposal. 

anatomic  considerations 

The  aorta  is  a distensible,  elastic,  multi-layered 
tube.  The  media  is  that  portion  of  the  wall  giv- 
ing strength  and  it  is  made  up  of  tightly  organ- 
ized, overlapping  layers  of  plate-like  fascial  and 
elastic  tissue  elements  with  smooth  muscle  be- 
tween. The  media  has  more  plate-like  processes 
connecting  with  each  other  in  a circumferential 
than  in  a radial  direction.  This  is  a factor  favoring 
dissection  once  a tear  partially  through  the  aorta 
is  established. 

When  the  chest  is  viewed  fluoroseopically,  the 
heart  and  great  vessels  are  seen  to  be  anything 
but  static  structures.  The  heart  is  fixed  posteriorly 
and  superiorly  and  there  is  some  anterior  fixation. 
The  tissues  of  the  mediastinum  are  fibro-fatty  in 
nature  and  do  not  give  rigidity'.  Lateral,  and  in- 
ferior fixation  is  essentially  non-existant.  Part  of 
the  superior  fixation  is  by  junction  with  the  aorta. 
The  aorta  has  greater  fixation  at  the  points  of 
branching  of  the  great  vessels.  The  aorta  is  fixed 
to  the  pidmonary  artery  by  the  remnants  of  the 


ductus  arteriosis.  Points  of  particular  stress  are 
adjacent  to  the  areas  of  fixation. 


forces  at  work 

The  flow  of  blood  itself  has  an  erosive  force. 
When  blood  is  ejected  from  the  left  ventricle,  the 
stream  primarily  hits  the  lateral  and  posterior 
wall  of  the  first  part  of  the  aorta.  The"  arrow  in 
Figure  1 indicates  direction  of  blood  flow  from 
the  aortic  valve  toward  the  right  lateral  wall  of 
the  first  part  of  the  aorta.  This  distends  the  first 
part  of  the  aorta  where  the  distension  is  greater  on 
the  lateral  wall  than  on  the  medial  wall  or  the 
inside  of  the  curve  of  the  arch.  A bend  in  a 
river  illustrates  the  manner  in  which  erosion 
works— the  erosive  force  is  most  evident  on  the 
outer  bank  of  the  bend. 

The  quantum  of  blood  from  the  left  ventricle, 


Direct  ion  of  jet 
stream  of  blood 
ejected  from 
left  ventricle. 


VENA 
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ARTERIES  c 


PULMONARY 
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PULMONARY 

ARTERY 
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Fig.  1.  Arrow  shows  direction  of  jet  of  blood  from  aortic 
valve.  Note  that  the  arrow  is  aimed  at  the  lateral  wall 
of  the  first  part  of  the  aorta. 
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in  advancing  through  the  aorta  with  each  pulsa- 
tion, could  be  expected  to  exert  more  shearing 
and  wearing  effect  in  the  wall  than  would  a 
continuous,  non-pulsatile  flow.  Figure  2 illus- 
trates by  vectoring  how  a shearing  effect  is 
produced.  Shear  within  the  wall  would  be  less 
possible  if  the  layers  of  the  media  had  more 
radial  fixation. 


bolus  of  blood  with  each  arterial  pulsation. 

Flow  of  blood  in  the  very  first  part  of  the 
aorta  is  not  completely  laminar.  Laminar  flow 
is  disturbed  by  the  aortic  valve,  by  the  arched 
shape  of  the  aorta  and  by  the  sinuses  of  Valsalva. 
It  is  also  known  that  laminar  flow  is  disturbed  by 
the  speed  of  ejection.  Viscosity  of  the  blood  itself 
introduces  a factor  of  friction  and  loss  of  laminar 
flow.  We  believe  that  this  flow  of  blood,  directed 
primarily  at  the  lateral  wall  and  to  some  extent 
the  posterior  wall,  introduces  a shearing  force 
which  produces  an  erosion. 

site  of  origin 

Support  for  the  above  hypothesis  was  sought 
by  determining  the  exact  site  where  dissecting 
aneurysms  commence.  Data  on  the  level  of  begin- 
ning dissection  have  been  published  but  almost 
no  facts  have  been  included  as  to  which  quad- 
rant of  the  aortic  diameter  was  involved.12  Only 
two  references  were  found  in  which  the  quadrant 
of  dissection  was  stated.  One  of  these  was  a paper 
by  Hirst,  Johns  and  Kime3  quoting  from  an  au- 
topsy performed  by  Morgagni  in  1761.  The  other 
was  by  Karnei  in  a clinical  pathological  discus- 
sion.1 

Only  dissections  which  had  not  become  an- 
nular were  considered  in  our  study.  We  believe 
that  the  erosive  effect  was  maximal  at  the  point 
where  the  dissection  was  initiated. 

Our  cases  were  collected  from  the  autopsy 
services  of  the  Tacoma  General  and  the  St.  John's 
Hospitals  of  Tacoma  and  Longview,  Washing- 


ton. Protocol  information  was  absent  as  to  which 
quadrant  of  the  aorta  was  the  site  of  initiation 
of  dissection  in  a large  number  of  the  file  cases. 
In  two  cases,  pictures  revealed  the  quadrant  of 
beginning  dissection  even  though  it  was  not 
stated  in  the  protocol.  Thirteen  cases  having 
complete  information  were  available  for  study. 
Initiation  of  the  dissection  in  ten  cases  was  located 
in  the  lateral  quadrant  of  the  ascending  aorta 
and  in  two  cases  the  initial  tear  was  stated  to  be 
posterior.  In  one  case  initiation  of  dissection  was 
seen  to  be  lateral  and  slightly  anterior. 

discussion 

We  feel  that  the  data  available  from  these 
autopsies  lends  validity  to  our  concept  of  erosive 
physical  force  as  the  cause  of  idiopathic  spon- 
taneous dissecting  aneurysm.  It  is  significant  that 
the  point  subjected  to  the  maximum  force  of 
ejected  blood  from  the  left  ventricle  is  also  the 
point  of  origin  of  dissection  in  all  our  cases. 

The  normal  in  situ  relationship  of  the  first 
part  of  the  aorta  and  the  left  ventricle  can  be 
ascertained  quite  easily  at  autopsy  by  carefully 
cutting  away  the  anterior  portion  of  the  heart 
from  the  apex  to  base  before  anything  else  is 
removed  and  then  thrusting  the  index  finger 
through  the  aortic  valve  and  noting  where  the 
aorta  bulges.  One  may  also  carefully  align  a dis- 
secting knife  with  the  cavity  of  the  left  ventricle 
and  carry  the  blade  through  the  aortic  valve.  By 
so  doing,  the  aortic  wall  is  pierced  where  the 
maximum  force  of  ejected  blood  would  be  ex- 
pected to  hit  the  wall  of  the  aorta.  These  simple 
maneuvers  show  that  the  lateral  wall  of  the 
first  part  of  the  aorta  is  the  site  where  blood  from 
the  left  ventricle  would  strike  with  the  greatest 
erosive  force. 

In  autopsies  of  adults  over  forty-five  dying  of 
causes  other  than  dissecting  aneurysm,  as  well  as 
dissecting  aneurysm,  there  is  often  a pattern  of 
feathery,  fan-shaped,  radiating  lines  in  the  wall 
of  the  aorta  starting  at  a point  two  to  four  cen- 
timeters above  the  aortic  valve.  This  pattern 
of  radiating  lines  is  on  the  right  lateral  wall  of 
the  ascending  aorta.  They  spread  and  extend 
distallv  for  about  three  to  five  centimeters  from 
their  point  of  origin  but  do  not  extend  proximallv 
toward  the  aortic  valve.  These  lines  can  be  seen 
if  one  opens  the  ascending  aorta  and  arch  on  the 
concavity  of  this  structure.  They  are  even  better 
seen  if  the  ascending  aorta  is  transilluminated. 
These  radiating  lines,  their  pattern  and  disposi- 
tion, suggest  that  they  form  in  response  to  the 
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forceful  play  of  a jet  stream  of  blood  hitting  the 
right  lateral  wall  of  the  ascending  aorta.  It  is  pro- 
posed that  this  is  the  effect  of  a jet  stream. 

Further  physical  factors  that  need  to  he  con- 
sidered in  any  individual  case  of  dissecting 
aneurysm  include  any  deformity  that  would 
cause  displacement  of  the  heart  or  any  increased 
flexion  of  the  heart  on  the  aorta.  Flexing  the 
heart  on  the  aorta  not  only  alters  the  site  where 
the  jet  stream  of  blood  strikes  the  aortic  wall, 
but  also  narrows  the  aperture  and  concentrates 
the  force  of  the  jet  stream.  An  extreme  pectus 
excavatum  could  be  such  a factor.  The  observa- 
tion has  been  made  that  50  per  cent  of  the  dis- 
secting aneurysms  in  women  under  forty  occur 
in  pregnancy.5  Aneurysms  are  most  apt  to  dissect 
in  the  latter  half  of  pregnancy  when  there  is  ele- 
vation of  the  diaphragm  which  produces  flexion 
of  the  heart  on  the  first  part  of  the  aorta. 

While  a tangible  manner  of  demonstration 
would  be  difficult,  it  is  conceivable  that  fixation 
of  the  heart  itself,  posteriorly  and  anteriorly 
could  vary  in  individuals.  This  could  be  a signifi- 
cant factor  in  flexing  of  the  heart  on  the  aorta 
and  thus  increasing  the  hazard  of  dissection. 

Pressure  alone  is  probably  not  a factor  in  dis- 
section since  experimentally,  pressures  up  to 
2,000  mm  Hg  have  failed  to  disrupt  the  aorta.6-7 
The  effect  of  increased  pressure  alone  would 
cause  the  layers  of  the  wall  to  be  more  closely 
applied  to  one  another  and  make  them  less  sus- 
ceptible to  dissection.  The  cysts  of  idiopathic 
medionecrosis  are  explainable  by  the  slipping 
of  the  inner  layers  of  the  aorta  over  the  outer 
layers.  Pictures,  as  in  Anderson’s  textbook  of 
pathology,  of  degeneration7  are  not  convincing 
as  degenerative  processes,  but  are  quite  accept- 
able as  spaces  created  by  the  incidental  folding 
and  buckling  of  the  aortic  wall  as  opposed  to 
the  opinion  of  Erdheim.80  Such  folding  and  buck- 
ling with  slipping  of  the  inner  layers  of  the 
aorta  on  the  outer  layers  would  be  an  expected 
part  of  dissection.  The  so-called  tree-barking  of 
the  intima  and  underlying  cyst  formation  from 
medionecrosis  without  dissection  mentioned  by 
Rottino  and  others  is  also  explained  by  the  slip- 
ping of  one  layer  of  media  on  another.10-13 

conclusion 

The  erosive  effect  of  blood  itself  when  it  is 
ejected  from  the  left  ventricle  is  a mechanical 
factor  in  the  production  of  aortic  dissecting 
aneurysms.  ■ 

St.  John’s  Hospital,  15th  ir  Douglas 


abstracto 

La  sangre  al  entrar  la  primera  parte  de  la 
aorta  es  dirigida  a la  pared  lateral  de  la  aorta 
con  efecto  erosivo.  El  flujo  sanguineo  en  esta 
area  no  es  laminar  como  lo  es  en  los  vasos 
pequehos.  El  efecto  de  tijera  aumentado  del 
flujo  pulsatil  se  propone  aqui  con  un  diagramo 
explicativo.  El  apotjo  para  el  mecanismo  propue- 
sto  se  ohtuvo  notando  el  lugar  de  iniciacion  del 
cuadrante  disecado  en  esos  casos  de  aneurismo 
disecante,  de  la  primera  parte  de  la  aorta  a 
nuestra  disposicion.  Se  excluyeron  los  casos  en 
que  la  diseccion  de  la  pared  aortica  era  com- 
pletamente  anular.  En  todos  los  casos  a nuestra 
disposicion,  en  las  que  el  cuadrante  fue  identi- 
ficado,  encontramos  que  la  diseccion  empieza 
en  los  cuadrantes  lateral,  posterolateral  y antero- 
lateral. Trece  casos  estuvieron  disponibles. 
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Total  Destruction  of  Functional  Bone  Marrow 

JOHN  H.  P H I L L I P S,  M.  D.,  Spokane,  Washington  / CLEMENT  A.  FINCH,  M.  D.,  Seattle,  Washington 


Total  bone  marrow  aplasia  was  treated  by  antibiotics  and  multiple  transfu- 
sions. Anemia  was  corrected  readily  but  granulocyte  deficiency  created  major 
difficulties.  Transfusion  of  leukemic  blood  supplied  circulating  white  cells 
and  localized  phagocytes,  both  of  which  had  been  absent.  White  cells  disappeared 
from  the  circulating  blood  with  remarkable  rapidity.  Severe  transfusion  reactions 
prevented  continuation  of  treatment. 


Destruction  of  the  progenitor  tissue  of  the 
formed  elements  of  the  blood  leads  inevitably  to 
death,  and  the  medical  literature  is  replete  with 
reports  of  marrow  failure  of  varying  degree.  Ill- 
ness of  the  present  patient  is  considered  unusual 
in  respect  to  the  severity  of  marrow  damage 
observed.  Documentation  of  such  a case  of 
absolute  marrow  failure  becomes  more  signifi- 
cant as  further  forms  of  supportive  therapy  be- 
come available,  including  a variety  of  antibiotics 
to  combat  infection,  and  replacement  of  red 
cells,  platelets  and,  to  a limited  extent  white 
cells,  by  transfusion.  The  patient  to  be  reported 
survived  some  20  days  with  virtual  absence  of 
marrow  function.  Limitations  of  current  forms 
of  therapy  including  granulocyte  transfusion  are 
discussed. 

CASE  REPORT 

This  fortv-one-year  old,  married  woman  was  trans- 
ferred to  the  University  Hospital  on  May  23,  1962 
with  a diagnosis  of  pancytopenia  of  unknown  eti- 
ology. She  had  been  healthy  until  April,  1962,  when 
she  contracted  infectious  hepatitis  during  a local 
epidemic  of  that  disease  apd  following  a similar 
episode  in  her  son.  Pertinent  laboratory  data  at  that 
time  included  elevated  total  bilirubin,  serum  glu- 
tamic oxaloacetic  transaminase  (SGOT)  of  320  units 
and  total  white  blood  cell  count  of  3,400  per  cu  mm. 
Her  symptoms  of  jaundice  and  malaise  soon  dis- 
appeared and  recovery  appeared  complete.  On 
April  30,  her  SGOT  was  32  units.  In  the  first  week 
of  May,  because  of  cystitis  and  malaise  she  took 
one  chlorothiazide  tablet  and  four  tablets  of  trisul- 
fapyrimidine  (Neotrizine),  after  which  she  became 
nauseated  and  immediately  stopped  all  medication. 
She  felt  well  during  the  next  seven  or  eight  days. 


Dr.  Finch  is  Professor  of  Medicine.  University  of  Wash- 
ington School  of  Medicine,  Seattle. 

From  the  University  of  Washington  School  of  Medicine. 
Department  of  Medicine,  Seattle. 

Supported  in  part  by  U.S.  Public  Health  Service  Training 
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On  May  14  she  took  two  asprin-phenacetin-caf- 
feine  tablets  for  headache.  Shortly  thereafter  she 
complained  of  light-headedness  and  nausea  lasting 
for  two  hours,  and  persistent  fever,  which  led  to  her 
admission  to  a local  hospital  on  May  16.  There  she 
was  found  to  have  bleeding  gums,  necrotic  lesions 
in  her  mouth,  hematocrit  of  18  per  cent  and  no 
white  blood  cells  on  the  peripheral  smear.  Bone 
marrow  aspiration,  on  May  16,  revealed  that  all 
marrow  cells  were  undergoing  necrosis.  When  the 
marrow  aspiration  was  repeated  on  May  21,  com- 
plete aplasia  was  found.  Total  bilirubin  at  that  time 
was  2.15  mg  per  100  ml,  plasma  protein  level  was 
6.35  gm  per  100  ml,  with  5.2  gm  albumin,  and  the 
SGOT  was  68  units.  Serum  electrolytes  were  normal. 
Urinary  urobilinogen  was  strongly  positive.  Coombs 
test  was  negative.  Repeated  cultures  were  taken 
and  bacilli  of  the  coli  aerogenes  group  were  found 
in  the  urine.  Her  temperature  was  103  F on  May 
16  and  subsided  to  normal  until  the  fourth  hospital 
day  when  it  spiked  to  104  and  remained  elevated 
thereafter.  She  received  a fresh  blood  transfusion 
daily  from  May  17-22  with  an  increase  in  hemato- 
crit to  48  per  cent.  Her  total  white  count  varied 
from  0 to  40  cells  per  cu  mm.  She  received  peni- 
cillin and  tetracycline  orally  and  penicillin  intra- 
venously during  this  period. 

On  May  23  she  was  transferred  to  the  University 
Hospital  in  Seattle.  At  that  time  she  had  an  erythe- 
matous flush  and  some  ecchymotic,  multi-colored 
areas  at  the  point  of  venipuncture  and  marrow  as- 
piration sites.  In  her  mouth  there  was  a gray 
border  of  necrotic  tissue  ranging  from  1 to  5 mm 
in  thickness  adjacent  to  the  tooth  margins.  There 
were  also  several  necrotic,  white  ulcers,  most  prom- 
inent on  the  hard  palate.  Pertinent  negative  findings 
included  the  absence  of  enlarged  liver,  spleen,  and 
lymph  nodes.  There  were  no  petechiae.  Hemato- 
crit was  47  per  cent.  Platelet  count  of  7,000  per 
cu  mm  and  the  white  blood  count  12  per  cu  mm 
with  only  lymphocytes  seen  on  the  smear.  Total 
bilirubin  was  1.6  mg  per  100  ml.  Repeat  bone 
marrow  from  the  opposite  iliac  crest,  on  her  eighth 
day  at  the  University  Hospital,  failed  to  show  any 
regeneration  of  formed  elements. 

A number  of  measures  were  taken  to  minimize 
infection.  Isolation  included  the  limitation  of  per- 
sonnel coming  in  contact  with  the  patient  and 
sterile  gown  technique  with  preliminary'  scrub.  Nose 
and  throat  cultures  of  the  house  staff  and  other 
personnel  were  taken  to  guide  elimination  of  carriers 
of  pathogens  insofar  as  possible.  Frequent  muliple 
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site,  bacteriologic  cultures  were  obtained  daily.  Spe- 
cific antibiotic  therapy,  based  on  laboratory  sensi- 
tivities of  the  various  organisms  grown  on  culture, 
was  given.  Her  temperature  was  persistently  ele- 
vated and  appeared  to  be  unaffected  by  the  anti- 
biotics given. 

Fresh  blood  transfusions  were  used  to  control 
bleeding  and  were  usually  administered  within  20 
minutes  of  collection  in  plastic  equipment.  Addi- 
tional supportive  care  included  a cooling  mattress 
to  reduce  the  high  fever,  steroids  to  minimize  effects 
of  toxemia  and  in  attempt  to  reduce  sensitivity  re- 
actions to  blood  transfusions  which  developed  in 
the  middle  phase  of  her  clinical  course,  infusions  for 
fluid  and  electrolyte  balance,  mouth  care  and  finally, 
narcotics  for  control  of  pain  and  rigors.  Intramuscu- 
lar injections  were  avoided  when  possible  in  attempt 
to  eliminate  bleeding  sites  and  areas  susceptible  to 
infection. 

Her  general  course,  including  transfusions  and 
antibiotic  therapy,  is  illustrated  in  Figure  1.  Over 
the  first  few  days,  she  appeared  to  improve.  She 
felt  better,  there  was  no  progression  of  gum  lesions, 
the  toxic  erythema  of  the  skin  regressed,  and  there 
was  a slight  decline  in  fever.  A transfusion  reaction 
occurred  on  the  fourth  day  and  following  this  she 
began  to  bleed  severely  from  her  necrotic  gums. 
Bleeding  was  finally  controlled  by  multiple  fresh 
blood  transfusions  from  normal  donors.  She  ran  a 
persistent  febrile  course  and  subsequent  cultures 
grew  out  organisms  of  the  aerobacter-Klebsiella 
group.  Several  days  before  death  she  developed  res- 
piratory distress,  progressive  jaundice,  facial  and 
neck  swelling,  peteehiae,  intermittent,  toxic,  erythe- 


matous flush  over  her  entire  body,  abdominal  swell- 
ing and  ileus,  and  finally,  stupor,  restlessness,  nuchal 
rigidity  and  death  on  June  7,  1962.  A postmortem 
examination  was  not  obtained. 

transfusion  replacement  of  formed  elements 

Treatment  of  her  pancytopenia  was  the  critical 
aspect  of  her  illness.  The  anemia  was  easily 
corrected  by  transfusion  and  at  no  time  repre- 
sented a problem.  Indeed,  it  was  frequently 
necessary  to  bleed  her  prior  to  transfusion  to 
avoid  hypervolemia  and  polycythemia.  Throm- 
bocytopenia was  a potential  problem.  The  daily 
smears  for  platelets,  done  prior  to  the  University 
Hospital  admission,  were  reported  to  show  a 
marked  reduction  or  absence  of  platelets.  How- 
ever, during  this  time  the  patient  had  no 
peteehiae  and  no  gross  bleeding,  perhaps  due  to 
the  platelets  supplied  by  the  daily,  fresh  blood 
transfusions.  On  the  seventh  day  of  her  illness 
( May  23 ) her  platelet  count  was  7,000  per  cu 
mm.  The  following  day,  twenty-four  hours  after 
transfusion  with  thrombocythemic  blood  and  im- 
mediately before  her  second  transfusion,  the 
platelet  count  was  13,800  per  cu  mm.  Platelet 
counts  at  varying  intervals  after  the  second  and 
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Table  I 

Peripheral  Blood  Studies 
On  Patient  After 


Transfusion 

of  Leukemic 

Blood 

Date 

Hct. 

Platelets 

WBC 

% 

per 

mm3 

per 

mm3 

May  23 

Pre-Transfusion 

46 

7,000 

12 

Immediately  Post-Transfusion 
20  Min. 

30  Min. 

770 

630 

470 

May  24 

Pre-Transfusion 

40.4 

13,800 

180 

Post-Transfusion 

10  Min. 

37 

82,700 

1,480 

30  Min. 

37.6 

77,200 

810 

60  Min. 

70,200 

740 

120  Min. 

71,300 

860 

May  25 

Pre-Transfusion 

39.5 

17,900 

220 

Post-T  ransfusion 

10  Min. 

31.5 

93,800 

1,750 

30  Min. 

80,500 

850 

60  Min. 

71,100 

750 

180  Min. 

61,600 

610 

third  transfusion  are 

recorded  in  Table  1 

. There 

was  a significant  elevation  of  circulating  platelets 
after  each  of  the  initial  transfusions.  On  the  fifth 
hospital  clay,  she  had  a transfusion  reaction  to 
blood  from  a patient  with  chronic,  granulocytic 
leukemia,  and  following  this  she  began  to  bleed. 
This  stopped,  after  administration  of  three  units 
of  blood  from  normal  donors,  which  were  given 
without  reaction.  Although  the  patient  showed 
some  oozing  of  blood  from  time  to  time,  particu- 
larly with  subsequent  transfusion  reactions, 
bleeding  was  never  a major  problem. 

Table  2 

Total  WBC  Count  in  Transfused  Blood  X 10^ 


Total®  PMN’s  Bands  Myelo  Lymphs 


1st 

Transfusion 

5.0 

2.2 

1.2 

1.5 

0.1 

2nd  Transfusion 

4.8 

2.1 

1.1 

0.34 

0.34 

3rd 

Transfusion 

2.2 

1*3 

0.5 

0.15 

0.15 

•Including  monocytes  and  immature  cells  which  are  not 
listed. 


Granulocytopenia  was  the  prominent  feature 
of  her  illness.  During  the  first  three  days  at  the 
University  Hospital,  the  patient  was  transfused 
with  blood  from  the  same  compatible  donor,  who 
had  untreated  chronic  granulocytic  leukemia,  in 
order  to  supply  large  numbers  of  mature  granu- 
locytes. The  number  of  cells  transfused  and  the 
effect  of  these  high  granulocyte  transfusions  on 
the  patient’s  circulating  leucocytes  are  shown  in 
Tables  1-3.  The  absolute  values  for  circulating 


leukocytes  are  shown  in  Table  3.  About  four- 
fifths  of  the  donor’s  white  cells  disappeared  dur- 
ing transfusion  from  the  circulating  blood  of  the 
recipient,  (Table  4).  Smears  of  the  gum  and 
palatal  lesions  were  essentially  free  of  granulo- 
cytes but  after  these  transfusions,  contained 
many  granulocytes  engaged  in  bacterial  phago- 
cytosis. 

discussion 

The  disease  with  which  we  are  concerned  is 
total  marrow  damage,  i.e.,  acute,  aplastic  ane- 
mia. This  may  be  caused  by  a variety  of  physical 
or  chemical  agents,  but  in  about  half  of  the 
affected  patients  a likely  causative  agent  cannot 
be  found.1  Although  there  has  been  recent  refer- 
ence to  fatal  pancytopenia  associated  with  viral 
hepatitis2,  our  patient  appeared  to  have  recov- 
ered from  her  liver  disease.  While  several  medi- 
cations taken  by  her,  and  in  particular  the  sulfas, 
might  be  suspect,  it  is  more  than  likely  that  she 
was  already  in  marrow  failure  before  taking  the 
medication. 

It  is  difficult  to  talk  about  prognosis  of  aplastic 
anemia  for  the  potential  reversibility  of  marrow 
damage  is  not  measurable.  The  abrupt  onset 
with  marrow  necrosis  suggests  severe  damage; 
yet  we  have  followed  another  patient  on  chlor- 
amphenicol who  showed  a similar  necrotic  mar- 
row on  four  marrow  aspirates  and  still  recovered 
without  serious  illness  on  withdrawal  of  the  drug. 
The  subsequent  presence  of  an  empty  marrow  in 
this  patient  with  only  lymphocytes,  plasma  cells 
and  macrophages  and  without  recognizable 
granulocytic  or  erythroid  activity,  is  indeed  an 
ominous  condition.  The  extent  of  degree  of  mar- 
row damage  is  best  reflected  by  the  level  of 
white  cells  and  platelets  in  circulation.  In  this 
patient,  the  granulocyte  concentration  of  less 
than  5 per  cu  mm  was  a clear  indication  of  the 
severe  nature  of  the  marrow  damage.  The  plate- 
lets might  well  have  been  at  a comparably  de- 
pressed level  were  they  not  supplemented  by 
platelets  from  freshly  drawn  blood.  The  progno- 
sis in  the  face  of  this  degree  of  agranulocytosis 
is  indeed  poor.  In  Plum’s  series  of  acute  agranu- 
locytosis, all  twenty-five  patients  with  total  white 
counts  of  less  than  490  per  cu  mm  died.3  In 
both  Plum’s  series  and  that  of  Jackson,  et  al.  one 
has  the  impression  that  the  usual  course  of  fatal 
agranulocytosis  was  from  three  to  nine  days  in 
duration.3-4  More  recent  case  reports  indicate 
similar  survival  times  in  spite  of  the  use  of  anti- 
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Table  3 


Patients 

Circulating  WBCs  x 10*  (100,000,000) 

Total 

PM  N’s 

Bands 

Myelo 

Lymphs 

Monos 

May  23 
Pre-T  ransf usion 

6.5 

6.5 

10  Min. 

Post-T  ransf  usion 

76.8 

29.0 

27.5 

9.7 

8.5 

2.1 

20  Min. 

26.2 

19.0 

3.7 

1.6 

1.1 

0.8 

30  Min. 

31.0 

18.0 

8.7 

1.5 

1.5 

1.3 

May  24 
Pre-T  ransfusion 

7.8 

2.7 

1.9 

0.4 

1.8 

1.0 

Post-Transfusion 
10  Min. 

91.9 

46.0 

23.2 

7.5 

11.5 

3.7 

30  Min. 

25.8 

16.0 

2.4 

4.5 

1.6 

1.3 

60  Min. 
120  Min. 

22.1 

14.0 

4.0 

2.0 

1.5 

0.6 

May  25 
Pre-T  ransfusion 

30.0 

Post-Transfusion 
60  Min. 

44.1 

1.3 

0 

0.8 

42.0 

Table  4 

Per  Cent  of  Transfused  Cells 

Circulating  in 

Patient's 

Blood 

Total 

PMN’s 

Bands 

Myelo 

Lymphs 

May  23 
10  Min. 

Post-Transfusion 

14 

13.2 

23 

6.5 

20 

20  Min. 

Post-Transfusion 

3.9 

8.6 

3.1 

1 

0° 

30  Min. 

Post-Transfusion 

4.9 

8.2 

7.2 

1 

0 

May  24 
Pre-T  ransfusion 

<1 

1.2 

1.6 

0 

0 

10  Min. 

Post-T  ransfusion 

17.6 

20.6 

19.3 

21 

28.5 

30  Min. 

Post-Transfusion 

3.7 

6.3 

.5 

12 

0 

2 Hr. 

Post-T  ransfusion 

3 

5.4 

1.9 

4.7 

0 

* 0 represents  either 

no  increase  < 

ar  a decrease 

from  pre-transfusion 

value. 

biotics.5-14  While  antibiotics  are  undoubtedly  of 
considerable  usefulness  when  there  is  a relative 
reduction  in  the  granulocyte  mass,  in  the  pres- 
ence of  complete  agranulocytosis  it  would  appear 
that  antibiotics  are  of  little  use. 

It  has  been  estimated  that  the  daily  granulo- 
cytic requirement  is  between  50  and  100  billion.15 
Transfusions  of  leukemic  blood  provided  this 
patient  with  between  19.5  and  49  billion  granu- 
locytes per  day.  Dispersal  of  these  cells  to  areas 
of  inflammation  was  indicated  by  smears  of  the 
necrotic  gingiva.  Very  rapid  disappearance  of 
transfused  leucocytes  from  circulation  may  well 
be  a reflection  of  increased  tissue  requirements 
as  result  of  prior  bacterial  invasion.  Such  a dead 
space,  which  must  be  filled  before  the  level  of 
circulating  leucocytes  will  appreciably  rise,  has 
been  commented  on  with  respect  to  leucocyte 
transfusions  in  animals  as  well  as  in  humans.15 
On  the  basis  of  extensive  experience  with  leuco- 
cyte transfusion  from  leukemic  children,  Frei- 


reich  and  associates  have  estimated  that  a dose 
of  greater  than  10  billion  leucocytes  per  square 
meter  of  body  surface  area  is  required  for  clinical 
effects.16  The  dose  given  to  this  patient  was 
within  this  range.  While  there  was  no  clearcut 
reversal  of  symptoms  during  the  transfusions  of 
leukemic  blood,  there  was  some  indication  that 
the  treatment  was  partially  effective,  for  the 
patient’s  clinical  status  improved  and  the  toxic 
erythema,  assumed  to  be  related  to  bacterial 
endotoxins,  receded.  Unfortunately,  severe  reac- 
tions developed,  not  only  to  the  blood  of  the 
original  donor  but  also  to  a second  leukemic 
donor  and  eventually  to  the  blood  of  normal 
donors.  While  leukoagglutinins  were  not  demon- 
strable, the  pulmonary  symptoms  and  associated 
platelet  destruction  were  consistent  with  intra- 
vascular aggregation  of  leucocytes.  In  a similar 
situation  in  the  future,  it  would  seem  desirable 
to  employ  methotrexate  to  suppress  antibody 
production.  Studies  concerning  marrow  prolifer- 
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ation  after  irradiation  damage  suggest  that  such 
chemotherapy  will  not  prevent  the  recovery  of 
marrow  function.17 ° 

summary 

A patient  with  total  marrow  failure  has  been 
presented  and  the  limitations  of  current  therapy 
are  discussed.  Transfusions  from  a patient  with 
chronic  granulocytic  leukemia  were  employed, 
but  this  form  of  therapy  was  discontinued  be- 
cause of  the  development  of  transfusion  re- 
actions. ■ 

312  W.  8th  Avenue  (99204)  (Dr.  Phillips) 

•Some  hematologists  are  reluctant  to  accept  this  as  true 
for  humans,  until  more  work  is  done.  The  work  cited  was 
with  dogs.  Ed. 


chemical  nomenclature 


generic 

chlorothiazide 

trisulfapyrimidines 

tetracycline  hydrochloride 

chloramphenicol 

methotrexate 


trade 

Diuril 

Neotrizine,  Sulfonsol,  Truozine, 
and  others 
Achromycin 
Chloromycetin 
Methotrexate 


abstracto 

La  aplasia  total  de  mechda  osea  roja  fue 
tratada  con  antibioticos  y transfuciones  multiples. 
La  anemia  se  corrigio  rapidamente  pero  la 
deficiencia  granulocitica  presento  mayores 
dificultades.  Transfuciones  de  sangre  leucemica 
suplieron  celulas  blancas  circulantes  y fagocitos 
localizados,  ambos  de  los  cuales  carecia.  Las 
celulas  blancas  desaparecieron  de  la  sangre 
circulante  con  asombrosa  rapidez.  Serias  reacci- 
ones  por  transfucion  evitaron  la  continuacion 
del  tratamiento. 
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Hemolytic  Anemia  Following  Open  Heart  Repair 

of  Congenital  Defects 

NICK  R.  YENKO,  M.D.  / JOHN  R.  HARTMANN,  M.D.  / STANLEY  J.  STAMM,  M.D. 

Seattle,  Washington 


Two  cases  of  hemolytic  anemia  following  repair  of  ostium  primum  cardiac 
defects  with  Teflon  are  reported.  One  child  died  following  surgical  reexploration; 
the  other  child  has  mitral  regurgitation  associated  with  a compensated  hemo- 
lytic anemia.  He  has  intermittent  urinary  iron  losses  requiring  oral  iron,  therapy 
to  sustain  an  adequate  hematocrit. 


H emolytic  anemia  as  a complication  of  open 
heart  repair  of  ostium  primum  defects  was  first 
described  in  1961. 1 Since  that  time,  three  addi- 
tional reports  have  brought  the  total  number 
of  patients  reported  to  have  such  anemia  to 
seven.2-* 

Although  this  syndrome  must  be  rare,  it  is  a 
hazard  when  it  occurs  and  uncertainty  may  arise 
concerning  how  best  to  cope  with  the  problem. 
Since  the  hemolysis  appears  to  have  some  rela- 
tionship to  breakdown  of  the  initial  repair  and 
exposure  of  Teflon  used  as  a graft,  it  was  neces- 
sary to  subject  five  of  the  seven  patients  to  a 
second  operation.1-3  Three  of  these  patients  died 
at  varying  intervals  postoperatively  and  two  re- 
covered with  cessation  of  hemolysis.  Two  pa- 
tients are  reported  to  have  had  compensation  of 
the  anemia  with  medical  management  alone.3-* 

Within  the  past  eighteen  months,  two  children 
with  findings  compatible  with  this  syndrome  have 
been  studied  at  Children’s  Orthopedic  Hospital 
and  Medical  Center  in  Seattle. 

CASE  REPORTS 

Case  1 was  an  eight-year-old  white  male  with 
congenital  mitral  insufficiency,  diagnosed  in  June, 
1963.  Because  of  severe  cardiac  insufficiency,  he 
underwent  open  heart  surgery  in  August,  1963.  A 
large,  dilated  mitral  annulus  was  repaired  by  sutur- 
ing bolsters  of  woven  Teflon  to  both  anterior 
and  posterior  commissures,  reducing  the  mitral  cir- 
cumference. His  preoperative  hemoglobin  was  14.7 
gm  and  the  hematocrit  was  47. 

Twelve  days  postoperatively  he  was  noted  to  have 
hemoglobin  of  8.5  gm,  hematocrit  of  27  and  reticu- 
locyte count  of  5.1.  The  bilirubin  was  3.2  (3.0  mg 
indirect).  He  was  given  a transfusion  of  packed  red 
cells.  When  discharged  three  weeks  postoperatively, 
his  hemoglobin  was  11.0  gm  and  his  hematocrit 
was  36. 

Approximately  five  weeks  postoperatively,  he  was 

From  the  Children’s  Orthopedic  Hospital  and  Medical 
Center.  Seattle,  Washington. 


readmitted  to  the  medical  service  with  lassitude, 
malaise,  and  fever  of  103  F of  twenty-four  hour 
duration.  Scleral  icterus  was  noted.  The  following 
laboratory  values  were  obtained:  hemoglobin  8.8  gm, 
hematocrit  29  and  reticulocyte  count  of  6.2  (uncor- 
rected). The  white  blood  count  was  5,200  with 
normal  differential  count.  Serum  bilirubin  was  1.6 
total  and  0.2  mg  direct  (normal  <0.8  mg  total). 
SGOT  was  70  sigma  units  (normal  8-40)  and  pro- 
thrombin time  was  14.4  seconds,  with  control  of 
12.1  seconds.  The  autohemolysin  test  was  normal. 
Starch  gel  electrophoresis  showed  only  hemoglobin 
A.  His  hematocrit  stabilized  at  the  above  values, 
with  persistent  reticulocytosis,  ranging  from  5.6  to 
6.9.  After  several  days  in  the  hospital,  he  became 
afebrile  and  was  discharged  to  be  followed  in  cardiac 
clinic.  His  anemia  and  jaundice  were  thought  to  be 
caused  by  acquired  hemolytic  anemia,  secondary 
to  a breakdown  of  the  initial  Teflon  repair  of  the 
mitral  valve. 

The  child  continued  to  manifest  progressive  car- 
diac failure  with  evidence  of  recurrence  of  mitral 
insufficiency.  In  January,  1964,  it  was  decided  to 
perform  a second  open  heart  operation  and  repair 
the  defect  with  a Starr-Edwards  valve. 

On  his  final  admission,  the  child’s  hemoglobin 
was  11.7  gm  and  hematocrit  was  39,  with  reticulo- 
cyte count  of  5.0. 

At  the  time  of  his  second  operation,  it  was  noted 
that  the  Teflon  bolster,  previously  placed  at  the  pos- 
terior mitral  commissure,  had  partially  torn  loose 
from  its  silk  suture.  It  was  projecting,  as  a small 
kernel,  into  the  mitral  orifice.  In  such  a position,  the 
Teflon  presumably  would  have  been  in  contact  with 
the  flow  of  blood. 

The  Starr-Edwards  valve  was  inserted  without 
difficulty.  Shortly  after  having  been  returned  to  the 
recovery  room,  the  patient  had  cardiac  arrest  and 
expired  despite  resuscitative  efforts. 

At  autopsy  there  was  no  gross  or  microscopic 
evidence  of  rheumatic  disease  and  the  mitral  lesion 
was  considered  to  be  congenital  in  origin.  No  other 
cardiac  anomalies  were  found.  The  liver  and  spleen 
contained  only  insignificant  amounts  of  stainable 
iron.  However,  the  epithelial  cells  of  the  proximal 
convoluted  tubules  of  the  kidneys  contained  dense 
accumulation  of  hemosiderin  granules.  This  is  the 
usual  distribution  of  hemosiderin  when  intravascular 
hemolysis  occurs,  as  in  paroxysmal  nocturnal  hemo- 
globinuria.5-8 In  one  of  the  cases  reported  by  Sigler, 
upon  whom  autopsy  results  are  reported,  there  was 
marked  renal  hemosiderin  in  the  same  distribution 
as  found  in  the  present  case.3 
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Table  1 

Postoperative  Laboratory  Values  of  Case  2 

Hematocrit  - 27%-34% 

Hemoglobin 8.7  gm-10.8  gm 

Reticulocytes  (uncorrected)  2. 8-5.9 

Coombs  antiglobin  test  negative 

Hemoglobin  electrophoresis  ..  A hemoglobin 

Serum  iron  (before  iron  therapy)  ...  26  micrograms  % 
Total  iron-binding  capacity  (TIBC) 

327  micrograms 

Per  cent  saturation  of  TIBC  8% 

Serum  iron  (after  iron  therapy)  72  micrograms 

Total  iron-binding  capacity  (TIBC) 

322  micrograms 

Per  cent  saturation  of  TIBC  23% 

Serum  haptoglobin  (free)  absent 

Serum  hemoglobin  20.8  mg 

Serum  bilirubin 

Total 1.2  mg  (normal  0.8  mg) 

Direct 0.4  mg 

Incubated  autohemolysis  of  red  blood  cells 

With  glucose  2.0%  in  48  hours 

Without  glucose  3.2%  in  48  hours 

Incubated  autohemolysis  of  red  blood  cells  (control) 

With  glucose  0.8%  in  48  hours 

Without  glucose 1.2%  in  48  hours 

°Cr51  1/2  life  of  tagged  red  blood  cells  12  days 

Control  30  days 

Urine  iron 

(random  24  hour  sample)  3.6  micrograms 

Hemosiderinuria  0 to  + + + + 

Creatine  clearance  122  cc/m2/min. 

Acid  hemolysins  screening  test negative 

Methods  are  those  standardized  in  the  labora- 
tories of  the  Children’s  Orthopedic  Hospital 
and  Medical  Center. 

‘Performed  by  W.  B.  Nelp,  M.D.,  University  of  Washington 
School  of  Medicine. 

Case  2 was  an  eight-year-old  white  male,  who 
was  first  referred  to  the  cardiac  clinic  in  June,  1958, 
for  evaluation  of  a grade  IV  systolic  heart  murmur. 
The  physical  examination,  electrocardiogram,  x-ray 
cardiac  series  and  right  heart  catheterization  sup- 
ported a diagnosis  of  ostium  primum  defect  with 
cleft  mitral  valve. 

Because  of  gradual  increase  in  cardiac  size  and 
decrease  in  exercise  tolerance,  the  child  underwent 
open  heart  surgery  on  December  10,  1963.  His  pre- 
operative hemoglobin  was  11.8  gm,  hematocrit  36, 
Coombs  test  negative  and  urinalysis  normal.  An 
ostium  primum  defect  measured  1.5  cm  in  diameter, 
and  through  it  a cleft  could  be  seen  on  the  medial 
aspect  of  the  mitral  valve.  The  ostium  primum  was 
closed  by  sewing  a fitted  piece  of  Teflon  over  the 
defect.  A 4 mm  secundum  defect  was  closed  by  over- 
sewing. 

Following  an  uneventful  course,  he  was  discharged 
ten  days  postoperatively.  Because  of  fever,  he  was 
again  admitted  to  the  hospital  five  weeks  later.  Beta 
hemolytic  streptococcus  group  A was  cultured  from 
the  nose  and  throat.  He  responded  well  to  penicillin 
and  was  discharged  after  a few  days.  On  this  admis- 
sion he  was  noted  to  have  a hematocrit  of  28.  Small 
daily  doses  of  oral  iron,  prescribed  earlier  by  his 
family  physician,  were  continued. 

In  March,  1964,  his  hematocrit  was  33  and  iron 
therapy  was  discontinued.  He  was  allowed  full  activ- 
ity for  the  first  time  following  surgery.  He  did  well 
for  a short  time,  then  seemed  to  tire  easily.  His 


physician  again  noted  decreased  hematocrit.  The 
child  was  again  placed  on  small  doses  of  oral  iron 
and  was  referred  to  cardiac  clinic  in  August,  1964, 
for  reevaluation. 

At  that  time,  a grade  III  murmur  was  heard  at  the 
apex.  He  had  mild  anemia,  considered  to  be  hemo- 
lytic in  origin  and  related  to  some  defect  in  the 
initial  intracardiac  repair.  Subsequent  laboratory' 
studies  are  noted  in  Table  1. 

The  child  was  placed  on  therapeutic  doses  of 
iron  (3  mg  of  1 kg  of  elemental  iron  three  times 
a day).  He  has  subsequently  been  able  to  maintain 
hematocrit  of  3.4  but  with  persistence  of  reticulo- 
cvtosis.  For  this  reason,  and  because  he  continued 
to  pass  intermittently  dark  orange  to  brown  urine, 
he  was  admitted  for  further  study  in  September, 
1964.  Cardiac  catheterization  and  cine-angiography 
excluded  atrial  or  vetricular  septal  defects.  The 
studies  however  showed  evidence  of  mitral  regurgi- 
tation of  moderate  degree. 

The  conclusions  are  that  this  boy  has  post- 
operative mitral  regurgitation,  without  exercise  in- 
tolerance, and  compensated  hemolytic  anemia.  The 
anemia  is  presumably  associated  with  mitral  re- 
gurgitation and  the  presence  of  the  Teflon  graft. 

discussion 

There  is  no  agreement  concerning  the  etiology 
of  anemia  in  patients  with  hemolysis  following 
intracardiac  Teflon  grafting.  The  turbulence 
of  blood  flow,  the  presence  of  Teflon,  the  impact 
of  red  cells  upon  partially  endotheliolized  Tef- 
lon, or  combinations  of  all  three  factors  appear 
to  cause  damage  and  fragmentation  of  the  red 
cells  with  subsequent  hemolysis.  In  four  of  the 
five  previously  reported  cases  undergoing  a sec- 
ond operation,  regurgitant  blood  was  presumed 
to  be  striking  bare  Teflon,  or  kernels  of  Teflon 
that  had  detached  themselves  and  become  endo- 
theliolized.1-3 In  the  fifth  case,  although  the  re- 
pair had  pulled  away  from  the  mitral  valve,  the 
Teflon  graft  was  intact  and  covered  with  endo- 
thelium. 

Pirofskv  and  colleagues  have  reported  seven 
patients  who  experienced  hemolytic  anemia  as 
a complication  of  aortic  valve  surgery  that  in- 
cluded the  insertion  of  a Starr-Edwards  valve.8 
They  have  concluded  from  their  studies  that 
these  patients  developed  an  autoimmune  syn- 
drome to  account  for  the  hemolysis.  Autoim- 
munity' does  not  appear  to  contribute  to  the 
hemolysis  that  sometimes  follows  Teflon  graft- 
ing of  ostium  primum  defects. 

In  addition  to  the  well-recognized  clinical  and 
laboratory  findings  of  hemolytic  anemia,  sev- 
eral features  of  this  syndrome  are  of  interest. 
That  secondary  iron  deficiency  will  occur  is  well 
established  by  previous  reports.3  4 In  our  second 
case,  examination  of  peripheral  blood  smears 
revealed  moderate  hypochromia  and  a serum  iron 
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saturation  was  8 per  cent,  characteristic  of  iron 
deficiency.  After  one  month  of  therapeutic  doses 
of  iron,  the  child’s  hematocrit  rose  from  27  to 
34  and  serum  iron  saturation  to  23  per  cent. 
Iron  losses  in  the  urine  evidently  account  for  the 
iron  deficiency.  Oral  iron  can  correct  this  aspect 
of  the  syndrome.  However,  administration  of  iron 
to  these  patients,  without  understanding  the 
reasons  for  the  deficiency,  can  delay  the  correct 
diagnosis. 

Peripheral  smears  often  reveal  the  presence 
of  few  to  many  irregularly  shaped  and  frag- 
mented red  cells.  These  presumably  are  the 
damaged  red  cells  which  undergo  hemolysis, 
In  case  2,  a moderate  number  of  such  cells 
are  present.  Such  cell  fragments  have  also  been 
reported  in  a woman  with  rheumatic  heart 
disease  with  calcific  valves,  hemolytic  anemia 
and  renal  tubular  hemosiderosis.10  She  had  had 
no  previous  cardiac  surgery.  Although  data  were 
not  conclusive,  trauma  to  the  red  cells  may  have 
accounted  for  the  hemolysis  and  hemosiderosis. 

The  absent  serum  free  haptoglobin,  elevated 
serum  hemoglobin,  combined  with  hemosiderin- 
uria  and  shortened  Cr5i  tagged  red  cells  survival 
tend  to  support  intravascular  hemolysis  in  case  2. 
A negative  test  for  acid  hemolysins  ruled  out 
paroxysmal  nocturnal  hemoglobinuria. 

This  child  is  in  a state  of  compensated  hemo- 
lytic anemia.  However,  as  pointed  out  by  Sigler,3 
maintenance  of  a normal  hematocrit  may  not  be 
the  problem.  Of  concern  may  be  the  continued 
hemolysis  with  deposition  of  hemosiderin  in  renal 
tubules  and  the  future  possibility  of  renal  fail- 
ure. Wintrobe  states  that  in  patients  with  parox- 
ysmal nocturnal  hemoglobinuria,  renal  function 
is  not  seriously  impaired,  despite  continued 
hemolysis.11  The  patients  under  discussion,  with 
compensated  hemolytic  anemia,  have  not  yet 
been  followed  long  enough  to  determine  wheth- 
er or  not  they  are  analogous  to  patients  with 
paroxysmal  nocturnal  hemoglobinuria.  Approxi- 
mately one  year  after  his  surgery  and  onset  of 
hemolysis,  our  patient  does  have  normal  creatin- 
ine clearance. 

The  presence  of  hemosiderin  in  the  urine  of 
our  patient  varied  greatly,  suggesting  that  his 
hemolysis  is  intermittent.  He  passes  intermittent- 
ly dark  colored  urine,  and  the  plot  of  Cr5i  tagged 
red  cells  disappearance  is  curvilinear  rather  than 
a straight  line,  as  it  should  be  were  the  hemo- 


lysis continuous.  This  would  also  account  for  the 
normal  value  for  free  urine  iron,  determined 
on  a single  occasion  when  hemosiderin  was 
absent  from  the  mine. 

Unless  the  hemosiderinuria  can  be  shown  to 
be  detrimental  to  the  patient,  hemolysis  alone 
would  not  justify  a second  operation,  an  ex- 
tremely hazardous  undertaking.  However,  when 
severe  uncompensated  hemolytic  anemia  does 
not  respond  to  medical  management  and  leads  to 
or  aggravates  cardiac  decompensation,  a second 
operation  must  be  considered.  ■ 

4800  S and  Point  Way  N.E.  (98105) 


abstracto 

Se  reportan  dos  casos  de  anemia  hemolitica 
que  siquieron  la  reparacion  de  defectos  car- 
diacos  ostium  primum  con  Teflon.  Un  nino  murio 
en  seguida  de  la  exploracion  quirurgica;  el  otro 
tiene  regurgitacion  mitral  asociada  con  una 
anemia  hemolitica  compensada.  Este  tiene  perdi- 
das  urinarias  de  hierro  intermitentes  requiriendo 
terapia  oral  con  hierro  para  mantenar  un  hema- 
tocrito  adecuado. 
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Emergency  - Stat 

CLINTON  B.  LILLIBRIDGE,  M.D.  Seattle,  Washington 

A successful  plan  for  meeting  emergencies  in  a hospital  is  reported  after 
a ten-year  trial.  It  includes  a non-alarming  physician  paging  system  and  equip- 
ment. conspicuously  packaged,  conveniently  placed  on  every  ward.  Lives  are 
saved  and  permanent  brain  damage  is  prevented  when  prompt  treatment  is  ap- 
plied, using  quickly  available  equipment. 


I n every  hospital,  physicians  and  staff  are  oc- 
casionally called  to  care  for  patients  who  are 
falling  over  the  brink  of  life.  The  outcome  of 
these  frantic  episodes  may  be  hindered  by  hav- 
ing too  many,  or  too  few  helping  hands  appear- 
ing on  the  scene.  Similarly,  equipment  may  either 
be  lacking  or  may  be  so  complex  or  abundant 
as  to  be  a real  handicap.  A system  that  works 
well  has  evolved  at  the  Children’s  Orthopedic 
Hospital  and  Medical  Center  through  several 
years  of  effort  by  many  people.  The  present 
article  is  written  in  answer  to  many  requests 
received  from  physicians,  who  practice  in  other 
hospitals,  who  have  asked  for  details  of  our 
emergency  plan. 

the  plan 

The  routine  paging  system  at  the  Hospital 
announces  only  the  name  of  the  person  paged. 
Emergency  pages  are  made  by  giving  a ward 
designation  following  the  name  i.e.,  “Dr.  Smith, 
3 South".  This  discrete  announcement  summons 
the  proper  personnel  without  alarming  other 
patients  or  visitors. 

Emergency  equipment *is  kept  on  every  ward, 
and  is  identical  from  ward  to  ward,  in  the 
middle  of  each  ward  is  kept  a fluorescent  orange 
plastic  box,  on  a small  four-wheeled  cart  ( Figure 
1 ) . The  type  of  equipment  on  this  set-up  is 
intended  to  aid  simple  life-saving  techniques 
for  any  major  problem.  It  makes  no  attempt  to 
provide  definitive  medicines  or  complete  equip- 
ment for  all  possibilities.  The  contents  are  limit- 
ed to  those  agents  and  tools  which  will  be 
familiar  to  everyone.  Once  the  acute  emergency 
is  past,  materials  for  specific  measures  may  be 
obtained  from  the  usual  supplies. 

The  transparent  material  of  which  each  box 
is  made  enables  one  to  locate  equipment  easily 
without  disrupting  the  entire  contents.  Each  box 


Fig.  1.  The  transparent,  fluorescent  orange  plastic  box 
measures  9"  high,  22"  long,  and  14"  deep.  Small  items  are 
kept  on  the  removable  shelf,  whereas  larger  equipment 
(i.e.,  oxygen  gauge,  etc.)  is  in  the  bottom  of  the  box.  The 
wall  suction,  self-inflating  resuscitation  bag  with  valve  and 
mask,  and  tracheostomy  set  are  kept  on  the  cart  shelves.  A 
unit  of  this  type  is  maintained  on  every  ward  and  in  the 
Clinic. 

is  sealed  with  a small  copper  wire  closed  by  a 
crimped  lead  bead.  The  integrity  of  this  seal  is 
checked  by  the  charge  nurse  at  the  beginning  of 
each  shift.  If  it  is  broken,  the  contents  of  the  box 
must  be  checked  and  replenished.  A detailed  list 
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of  the  equipment  appears  at  the  end  of  this 
article. 

Immediately  in  front  of  the  elevator  door  on 
the  operating  room  floor  stands  a cart  carrying 
a pulse  wave  DC  defibrillator  (American  Opti- 
cal), and  a thoracotomy  tray.  Close  by  stands 
another  cart  with  a standard  cardiac  pacemaker 
and  cardioscope  (Electrodyne).  In  this  location 
they  are  available  for  surgery,  recovery  room,  or 
the  hospital  at  large.  Where  wall  oxygen  and  suc- 
tion are  lacking,  small  tanks  and  electric  suction 
pumps  on  wheels  are  available. 

when  seconds  count 

An  example  may  illustrate  the  usefulness  of 
this  system:  An  emergency  page  is  announced 
just  as  a rotating  intern  fresh  from  another  hos- 
pital passes  the  Newborn  Ward.  Running  down 
the  hall,  he  sees  the  Orange  Box  standing,  with 
the  lid  raised,  beside  an  open  door.  In  an  isolette 
with  the  top  thrown  back  lies  a gray,  inert, 
unbelievably  small  infant.  “The  aide  found  him 
like  this  a couple  of  minutes  ago,  and  Dr.  Blank 
didn’t  answer  his  page,”  he  is  told  by  the  nurse. 
The  infant’s  pulse  is  strong  and  regular,  but 
no  respiratory  efforts  can  be  seen.  As  the  intern 
examines  the  baby  with  his  stethoscope,  the  nurse 
plugs  in  the  suction  bottle  and  oxygen  gauge, 
and  lays  the  green  and  the  clear  tubes  alongside 
the  infant’s  head.  The  intern  fits  the  Y-tube  to  a 
suction  catheter,  and  within  seconds,  milk  curds 
slither  up  the  clear  suction  tubing.  Finding  the 
laryngoscope  in  the  top  of  the  box,  he  visualizes 
the  larynx,  and  sucks  more  milk  out  of  the 
trachea.  With  the  laryngoscope  still  in  place,  the 
intern  picks  a small  endotracheal  tube  from  the 
box  and  quickly  inserts  it.  Holding  the  green 
oxygen  tube  in  his  mouth,  he  blows  into  the 
endotracheal  tube.  The  chest  moves— but  the 
pulse  is  slowing.  Continued  mouth-to-tube  re- 
suscitation results  in  some  improvement  in  the 
infant’s  color,  but  air  is  leaking  around  the  tube. 
From  the  Orange  Box  he  picks  a slightly  larger 
tube  from  the  assortment  therein,  and  exchanges 
it  into  the  trachea.  It  fits.  The  pulse  improves, 
and  the  pupils  are  still  reactive.  An  endotracheal 
tube  adapter  of  correct  size  for  this  tube  is 
easily  found  and  snapped  onto  the  self-inflating 
resuscitation  bag.  As  the  doctor  pauses  in  mouth- 
to-tube  breathing  to  attach  the  bag,  the  baby 
takes  a breath.  In  a moment  he  gasps  again— 
and  continues  to  breathe.  Blood  is  drawn  with 
the  syringe  at  hand,  and  the  intravenous  solu- 


tion is  started.  At  that  moment  the  resident 
rushes  in,  panting  “I  was  in  the  bathroom  when 
the  page  went  out.” 

But  during  that  brief  delay,  another  doctor 
who  was  new  to  the  floor  and  new  to  pediatrics 
had  completed  the  resuscitation.  The  seconds 
saved  by  having  the  proper  equipment  has  pre- 
served a few  million  cortical  cells  in  this  patient, 
and  precluded  the  expense  to  family  and  state  of 
maintaining  a retarded  citizen  for  the  next  sev- 
eral decades. 

The  above  plan  was  instituted  a decade  ago  by 
Miss  Frances  E.  Griffin,  R.N.,  Outpatient  Nurs- 
ing Supervisor,  and  by  Willard  F.  Goff,  M.D., 
Division  of  Otorhinolaryngology  and  Respiratory 
Emergency.  They  were  assisted  by  Mr.  Robert 
Collison,  Plant  Engineer  who  designed  and  built 
the  emergency  box,  and  by  Kenneth  F.  Eather, 
M.D.,  Director  of  Anesthesiology.  (The  author 
was  not  a contributor,  but  is  reporting  a program 
which  has  been  found  very  satisfactory  over  a 
trial  of  many  years.) 

contents 

Foregger  folding  laryngoscope,  with  three  sizes 
of  straight  blades 

Plastic  oral  airways,  three  sizes 

Soft  endotracheal  tubes,  sizes  2.5-14  mm  inside 
diameter 

Endotracheal  connectors,  one  for  each  size  endo- 
tracheal tube  in  box 

Self-inflating  ( pulmonator,  Ambu ) bag  and  mask 
with  non-rebreathing  valve 

Disposable  syringes,  two  of  each  size: 

2cc  21  gauge 

2cc  23  gauge 

2cc  25  gauge 

5cc,  lOcc,  and  20cc  without  needles 

Disposable  needles,  four  of  each  size:  14,  18,  21, 
23,  25  gauge 

Heart  needle  (20  gauge  4")  and  2ce  syringe 
Alcohol  sponges 

Two  plastic  double-ended,  tapered  tubing  adap- 
tors 
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Sterile  #3  scalpel  with  #10  blade 
Two  plastic  three-way  stop  cocks 
Two  tourniquets  (1"  penrose  drain  tubing) 

Files  for  opening  vials 
Lubricating  jelly 
Extra  batteries  and  bulb 
Plastic  Y-tube 

Whistle  tip  suction  catheters,  two  each  sizes 
2-14  Fr. 

Rubber  anesthesia  masks  of  several  sizes  approp- 
riate for  all  ages  of  infants  and  children 

Wall  oxygen  gauge  and  tubing 

Plastic  oxygen  mask  and  tubing 

Two  sterile  towels 

Wall  suction  and  tubing 

Tracheostomy  tray,  and  gloves 

Medications:  (Two  vials  each,  for  intravenous 
injection ) 


epinephrine  Cl  (Adrenalin) 

phenylephrine  HCl  (Neosynephrine) 

levarteranol  ( Levophed ) 

ephedrine  sulfate 

digoxin  (Lanoxin) 

lanatoside  C ( Cedilanid ) 

succinylcholine  ( Anectine ) 

amobarbital  Na  (Amytal) 

caffeine 

aminophylline 

phenobarbital 

calcium  gluconate 

saline 

sterile  water 

50  per  cent  glucose  water 
atropine 

A general  sketch  of  the  box  and  sources  of 
materials  from  which  to  make  it  are  available 
from  Mr.  Robert  Collison  at  the  Children’s  Ortho- 
pedic Hospital  and  Medical  Center.  ■ 

4800  Sand  Point  Way  N.E.  (98105) 


abstract  o 

Se  reporta  un  plan  efectivo  para  hacer  frente 
a emergcncias,  despues  de  diez  anos  de  prueba. 
Incluye  sistema  de  llamado  a los  medicos  que  no 
causa  alarmo  y equipo  empacado  a la  vista  y 
situado  convenientemente  en  cada  pabellon.  Las 
vidas  se  salvan  y se  evita  el  daho  cerebral  perma- 
nente  cuando  el  tratamiento  rapido  es  aplicado , 
usando  equipo  rapidamente  disponible . 


WHERE  INDIVIDUAL  LIBERTY  PREVAILS 

Society  could  not  have  been  more  blessed  than  to  have  each  of  its  members 
diversely  endowed,  both  qualitatively  and  quantitatively.  The  individual  differences 
among  us  have  been  responsible  not  only  for  man’s  ills,  but  for  his  great  scientific, 
social,  philosophic,  artistic,  and  economic  progress.  Progress  in  these  areas  has  been 
fantastic  in  countries  which  have  a great  deal  of  personal  freedom;  infinitesimal 
in  primitive,  totalitarian,  and  collectivist  societies.  Where  individual  liberty  pre- 
vails, man  is  free  to  satisfy  his  ambitions,  limited  only  by  his  own  capacities.  He  is 
free  to  create  and  produce.  Where  this  happens,  everyone  benefits. 

Richard  T.  Scott  in  The  Freeman,  June,  1965. 
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For  good  nutrition,  recommend  variety  in  foods 

...like  soup 


Like  you,  Campbell  knows  that  a wide  variety  of  foods  with  a 
wide  range  of  essential  nutrients  is  basic  to  good  nutrition. 
And  variety  is  the  key  ingredient  in  Campbell’s  more  than  30 
different  kinds  of  soup.  What’s  more,  the  many  tastes,  tex- 
tures and  colors  of  soups,  such  as  this  hearty  Chicken  Gumbo 
Soup,  can  lend  interest  and  appetite  appeal  to  patients’  meals. 

SPECIAL  DIETS  CAN  BE  IMPROVED  WITH  VARIETY 

For  patients  who  need  to  lose  weight,  you  can  suggest  this 
or  any  of  our  six  other  poultry  soups  (calories  range 
from  an  average  of  43  to  93  per  7 oz.  serving). 

Or,  for  high  protein  diets,  recommend  wholesome 
Beef  Soup  (approx.  9.1  gm.  of  protein),  Bean  with 
Bacon  Soup  (approx.  6.8  gm.  of  protein)  and  Split 
Pea  with  Ham  Soup  (approx.  8.1  gm.  of  protein). 


You’ll  find  many  Campbell’s  Soups  useful  in  planning  these  spe- 
cial diets,  or  others  such  as  low  fat,  low  residue  or  high  calorie. 

PLANNING  DIETS  FOR  YOUNG  AND  OLD 

An  anxious  mother  will  appreciate  the  fact  that  her  finicky, 
indifferent  child  can  find  special  favorites  among  Campbell’s 
many  different  kinds  of  soups.  The  lagging  appetite  of  an 
elderly  patient,  too,  can  often  be  stimulated  by  the  familiar 
goodness  of  one  of  these  wholesome  Campbell’s  Soups. 

Nutritional  analyses  of  all  our  soups  are  available  for 
your  convenience  in  planning  diets.  For  a copy,  write 
to  Campbell  Soup  Company,  Dept.  64,  Camden,  N.  J. 

Recommend  Campbell’s  Soups  to  your  patients... 
and,  of  course,  enjoy  them  yourself.  There’s  a soup  for 
almost  every  patient  and  diet. ..for  every  meal. 


Are  you  as  proud  of  American  research 

as  you  should  be? 


Where  do  the  modern  drugs  you  prescribe  come 
from?  Between  1941-1964,  there  were  604  differ- 
ent, new  chemical  entities  made  available  as 
drugs  to  physicians  throughout  the  world.  About 
74%  of  these  came  from  the  research  labo- 
ratories of  three  of  the  four  countries  below.  If 
you  haven’t  already  done  so,  take  the  little  quiz. 


Now,  ready?  The  answers  may  surprise  you. 
The  United  States  led  all  the  rest  with  an  amaz- 
ing total  of  369  drugs;  Switzerland  was  next 
with  44,  and  Germany  next  with  33.  Italy,  a 
country  without  patent  protection  for  the  inven- 
tor, had  0.  That’s  a research  score  Americans 
can  well  be  proud  of. 


research 

quiz  For  two  decade^ 
three  of  these  four 
countries  have  led  the 
world  in  drug  research. 
Of  the  604  significant 
drugs  discovered  in  the 
world  during  this  period, 
how  many  do  you  think 
came  from  each  country? 
(Answer  above) 


UNITED  STATES 


Pharmaceutical  Manufacturers  Association  — 1135  Fifteenth  St.,  N.W,  Washington,  D.C.  20005 

This  message  is  brought  to  you  as  a courtesy  of  this  publication  on  behalf  of  the  producers  of  prescription  drugs. 
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OREGON 


Oregon  Medical  Association -21 64  s.  w.  park  place,  Portland,  Oregon  97205 

president  James  H.  Seacat,  M.D.,  Salem 

secy.-treas.  Robert  T.  Boah,  M.D.,  Salem 

executive  secretary  Mr.  Roscoe  Miller,  Portland 
annual  meeting,  September  21-25,  1965,  Portland 


Proceedings  of  the  Board  of  Trustees 

Saturday  June  5,  1965 


President  Seacat,  Chairman  of  the  Executive  Com- 
mittee of  the  Board  of  Trustees,  presented  the  fol- 
lowing recommendations  of  that  Committee  which 
had  been  adopted  during  its  regular  monthly  meet- 
ing earlier  in  the  day: 

1. — That  the  application  of  C.  Elmer  Carlson  of 
Portland  for  life  membership  be  approved. 

2. — That  regular  meetings  of  the  Board  of  Trustees 
be  discontinued  during  the  months  of  July  and  August 
and  that  the  regular  meetings  of  the  Executive 
Committee  be  held  in  lieu  thereof  with  the  meetings 
of  the  Executive  Committee  on  Saturday,  July  10 
and  Saturday,  August  7. 

3. — That  the  question  of  the  membership  status  of 
physicians  whose  licenses  have  been  suspended  or 
revoked  by  the  Oregon  State  Board  of  Medical 
Examiners  and  the  action  “stayed”  be  referred  to 
the  Committee  on  Quality  of  Patient  Care. 

4. — That  the  request  for  refunding  the  annual 
dues  of  the  late  W.  Bobert  Day  be  approved. 

5. — That  the  request  of  the  Junior  Woman’s  Auxil- 
iary (Oregon  Chapter  of  SAM  A)  for  a grant  of  $75 
to  assist  in  sending  a delegate  to  the  SAMA  Woman’s 
Auxiliary  convention  be  approved. 

6. — That  the  President  be  authorized  to  name  two 
delegates  to  the  National  Congress  on  Medical  Eth- 
ics and  Professionalism  sponsored  by  the  AM  A,  in 
Chicago,  October  2-3.  Delegates  will  attend  the  con- 
ference at  AM  A expense. 

7. — That  the  recommendation  of  the  Committee 
on  National  Policy  that  Besolution  3 be  adopted 
by  the  House  of  Delegates  at  its  1965  Midyear 
Meeting  and  relating  to  broad  base  support  for  medi- 
cal education  and  medical  research  not  be  intro- 
duced at  the  1965  annual  meeting  of  the  AMA 
House  of  Delegates  but  deferred  for  rewriting  and 
possible  introduction  at  the  1965  interim  meeting, 
to  be  held  in  Philadelphia. 

8. — That  the  Committee  on  National  Policy  be 
authorized  to  use  its  discretion  with  respect  to  the 
introduction  at  the  1965  AMA  House  of  Delegates 


of  any  of  the  seven  resolutions  adopted  by  the  Associ- 
ation’s House  of  Delegates  at  its  1965  Midyear 
Meeting  relating  to  H.B.  6675. 

9.— That  a motion  introduced  by  members  of  the 
OMA  Executive  Committee  who  are  members  of 
the  Multnomah  County  Medical  Society  that  the 
Oregon  Medical  Association  make  a contribution  to 
the  Multnomah  County  Medical  Society  to  assist  it 
in  meeting  the  expenses  of  its  legislators’  reception 
held  on  Thursday,  May  27  not  be  approved;  and 
further,  that  the  Multnomah  County  Medical  Society 
be  highly  commended  for  undertaking  this  important 
activity  and  that  the  unfavorable  action  was  taken 
only  because  of  the  precedent  which  might  be  estab- 
lished with  respect  to  similar  programs  by  other 
component  societies  and  individual  physicians. 

Upon  motions  duly  made,  seconded  and  carried, 
each  of  the  recommendations  of  the  Executive  Com- 
mittee were  independently  adopted. 

Report  from  the  Woman's  Auxiliary 

Mrs.  John  B.  Boe,  President  of  the  Woman’s  Auxil- 
iary, reported  that  the  Woman’s  Auxiliary  was  using 
as  its  theme  for  its  1965-66  year  the  “Circle  of 
Influence”  in  which  each  Auxiliary  member  is  being 
encouraged  and  urged  to  play  an  increasingly  active 
role  in  women’s  civic  and  service  clubs  and  organiza- 
tions as  well  as  in  other  community  affairs  activities. 
She  also  reported  that  the  Woman’s  Auxiliary  is 
contemplating  the  reorganization  of  its  Board  of 
Directors’  districts  and  also  revising  its  rule  for 
reimbursing  executive  board  members  for  travel  ex- 
pense. She  informed  the  Board  of  Trustees  that  these 
plans  had  been  discussed  with  the  Executive  Com- 
mittee of  the  Board  of  Trustees  which  is  its  advisory 
committee. 
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Report  on  Oregon  Physicians'  Service 

Russel  L.  Baker,  Chairman  of  the  Board  of 
Trustees  of  Oregon  Physicians’  Service,  announced 
that  National  Blue  Shield  had  been  invited  to  offer 
a contract  for  health  insurance  to  participants  in 
the  VISTA  (Volunteers  in  Service  to  Americans) 
program  established  under  the  1964  Economic  Op- 
portunity Act  which  would  be  administered  through 
state  and  local  Blue  Shield  plans.  He  identified  the 
VISTA  program  as  a domestic  “peace  corps”  activity. 

Dr.  Baker  also  reported  that  he  and  other  mem- 
bers of  the  Board  of  Trustees  of  Oregon  Physicians’ 
Service  were  considering  a conference  with  repre- 
sentatives of  the  Board  of  Trustees  of  Blue  Cross  of 
Oregon  to  consider  whether  and  in  what  manner 
closer  relationships  might  be  established  between 
Blue  Shield  and  Blue  Cross  plans  in  Oregon.  He 
requested  an  expression  of  opinion  from  the  Board 
of  Trustees  of  the  Oregon  Medical  Association  re- 
garding whether  representatives  of  Oregon  Physi- 
cians’ Service  should  proceed  with  its  proposal  to 
arrange  such  a conference. 

Upon  motion  duly  made,  seconded  and  carried,  it 
was  voted  that  the  Board  of  Trustees  of  the  Oregon 
Medical  Association  looks  with  favor  upon  the 
proposal  that  a conference  be  held  between  repre- 
sentatives of  Oregon  Physicians’  Service  and  Blue 
Cross  of  Oregon  to  consider  whether  closer  relation- 
ships may  be  established  between  the  Blue  Shield 
and  Blue  Cross  plans  in  Oregon. 

Report  on  AMPAC  Workshop 

Ernest  T.  Livingstone  presented  a comprehensive 
report  on  the  experiences  of  Oregon’s  delegates  to 
the  American  Medical  Political  Action  Committee 
(AMPAC)  Workshop  held  in  Washington,  D.C., 
May  22-23  during  their  visits  with  Oregon’s  con- 
gressional delegates.  They  were,  he  stated,  able  to 
visit  with  only  five  of  the  delegates  since  Senator 
Nlaurine  Xeuberger-Solomyn  did  not  find  it  possible 
to  arrange  her  schedule  to  receive  her  Oregon  con- 
stituents. 

Clinton  S.  McGill  reviewed  the  contents  of  the 
Workshop  program,  which  included  presentations 
by  Blair  J.  Henningsgaard,  a member  of  the  Board 
of  Directors  of  AMPAC,  and  Mr.  Robert  O.  Bissell, 
Executive  Secretary  of  the  Oregon  Medical  Political 
Action  Committee. 

The  Board  of  Trustees  was  informed  that  fifteen 
Oregon  representatives  attended  the  Workshop  with 
two  physicians  being  official  representatives  of  the 
Association. 

Report  on  1965  SAMA  Annual  Meeting 

Mr.  Samuel  East,  Senior  Student  at  the  University 
of  Oregon  Medical  School  and  President  of  the 
Oregon  Student  American  Medical  Association 


(SAMA)  Chapter,  and  Mr.  John  E.  Tysell,  Jr.,  Junior 
Student  at  the  University  of  Oregon  Medical  School 
and  Vice-President  of  Oregon  SAMA  Chapter,  ex- 
pressed appreciation  to  the  Board  of  Trustees  for  its 
financial  assistance  in  making  it  possible  for  them 
to  attend  the  1965  annual  meeting  of  the  SAMA 
House  of  Delegates,  May  5-8  in  Chicago.  He  also 
expressed  appreciation  for  the  continuing  assistance 
of  the  Association  in  the  Chapter’s  work  and  pledged 
their  support  of  the  principles  of  the  American  medi- 
cal profession.  He  then  distributed  to  each  member 
of  the  Board  of  Trustees  and  guests  a multilith 
copy  of  their  report  on  the  principal  actions  of  the 
SAMA  House  of  Delegates. 

Federal  Medical  Services 

G.  Prentiss  Lee,  Chairman,  Committee  on  Fed- 
eral Medical  Services,  presented  in  manuscript  form 
a summary  of  the  Committee’s  meeting  on  Saturday, 
May  22,  at  which  time  it  reviewed  the  current  status 
of  the  Federal  Military  Dependent’s  Medical  Care 
Program  and  the  “Home  Town”  medical  care  pro- 
gram for  veterans  with  service  connected  disabilities. 
The  report  also  contained  a review  of  the  medical 
aspects  of  the  Economic  Opportunity  Act  programs 
with  special  mention  of  the  “Project  Head  Start”  for 
preschool  children  in  “disadvantaged”  areas  and  the 
Job  Corps  camps  which  are  being  established  in 
Oregon.  With  respect  to  the  latter,  the  report  dis- 
cussed the  arrangements  being  made  by  the  members 
of  the  Hi  Desert  Medical  Society  (Bums,  Oregon) 
to  provide  medical  services  to  enrollees  at  the  Mal- 
heur Refuge  Camp. 

The  report  emphasized  that  the  American  Medi- 
cal Association  was  recommending  that  the  compen- 
sation of  physicians  for  services  rendered  under  the 
Economic  Opportunity  Act  programs  should  be  on 
the  basis  of  “usual  and  customary”  fees. 

Report  of  Committee  on  Medical  Education 

Herman  A.  Dickel,  Chairman  of  the  Committee 
on  Medical  Education  presented  a report  from  that 
Committee  which  contained  the  following  recom- 
mendations: 

L— That  the  Committee  on  Medical  Education  be 
authorized  to  proceed  with  the  presentation  of 
weekly  semi-closed  circuit  continuing  medical  edu- 
cation programs  in  cooperation  with  Channel  10 
(KOAP-TV)  operated  by  the  Oregon  State  System 
of  Higher  Education  for  a period  of  six  months 
beginning  October  1,  1965  to  be  financed  by  funds 
now  available  through  the  Oregon  Medical  Educa- 
tion Foundation. 

2.— That  the  President  be  authorized  to  appoint 
an  official  representative  of  the  Association  to  serve 
on  the  Advisory'  Committee  to  the  Oregon  Chapter 
of  the  Student  American  Medical  Association  and 
that  such  appointment  preferably  be  made  from  the 
membership  of  the  Committee  on  Medical  Education. 

continued  on  page  504 
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NTZ  Nasal  Spray  relieves 
hay  fever  symptoms  on  contact 

Fast  symptomatic  relief  from  seasonal  hay  fever 
comes  in  the  convenient  nTz  Nasal  Spray  bottle. 
Two  sprays  quickly  relieve  itching  and  decongest 
the  nasal  membranes  on  contact.  The  first  spray  of 
nTz  shrinks  the  turbinates,  helps  restore  normal 
nasal  ventilation  and  breathing.  After  a few  minutes 
a second  spray  enhances  sinus  ventilation  and 
drainage. 

nTz  Nasal  Spray  reduces  excessive  rhinorrhea 
without  unpleasant  dryness.  It  is  well  tolerated  by 
delicate  respiratory  tissues.  nTz  also  provides 
relief  in  head  colds,  perennial  rhinitis  and  sinusitis. 


nTz’s  carefully  balanced  formula  relieves  three 
ways:  with  a decongestant,  a topical  antihistamine, 
and  an  antiseptic  wetting  agent. 

Neo-Synephrine®  HCI  0.5%,  a decongestant  of 
unexcelled  efficacy  to  shrink  nasal  membranes. 
Thenfadil®  HCI  0.1%,  a topical  antihistamine  to 
help  relieve  itching. 

Zephiran®  Cl  1 :5000,  an  antiseptic  wetting  agent 
to  promote  the  rapid  spread  of  components  to  less 
accessible  nasal  areas. 

nTz  is  supplied  in  leakproof,  pocket-size,  spray 
bottles  of  20ml.  and  in  bottles  of  30 ml.  with  dropper. 

Winthrop  Laboratories,  New  York,  N.  Y.  10016 

NTZ  , Neo-Synephrine  (brand  of  phenylephrine),  Thenfadil  (brand  of  thenyldiamine),  and 
Zephiran  (brand  of  benzafkonium,  as  chloride,  refined),  trademarks  reg.  U.S.  Pat.  Off. 
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Upon  motion  duly  made,  seconded  and  carried, 
the  recommendations  of  the  Committee  on  Medical 
Education  were  adopted. 

Report  of  Committee  on  Voluntary  Health  Insurance 

In  the  absence  of  Alfred  C.  Hutchinson,  Chair- 
man, Morris  K.  Crothers,  a member,  presented  the 
report  of  the  Committee  on  Voluntary  Health  In- 
surance which  contained  these  recommendations. 

1. — That  a reasonable  charge  for  professional  medi- 
cal services  in  Oregon  shall  be  determined  on  the 
basis  of  whether  such  charge  is  usual  and  custom- 
ary and  whether  there  were  extenuating  circum- 
stances. 

Usual  and  customarij  charges  shall  be  de- 
fined as: 

a. — A usual  charge  shall  be  that  charge  made 
by  the  physician  to  the  majority  of  his  private 
patients  for  like  service. 

b. — A charge  shall  be  considered  customary’  if 
it  is  within  the  average  range  of  usual  charges 
prevailing  in  the  community  by  physicians  of 
like  training  and  experience  in  performing  like 
service. 

c. — Extenuating  circumstances  are  conditions 
developing  with  respect  to  the  care  and  treat- 
ment of  a specific  patient  which  would  make  a 
charge  above  the  usual  and  customary  justi- 
fiable. 

2. — That  with  respect  to  health  programs  financed 
wholly  or  in  part  through  federal  tax  funds,  it  shall 
be  the  policy  of  the  Oregon  Medical  Association 
not  to  recognize  a differential  in  the  level  of  com- 
pensating physicians  for  professional  services  due 
to  the  economic  status  of  the  beneficiaries. 

3. — That  with  respect  to  the  development  of  sched- 
ules of  reasonable  charges  the  Association  consider 
whether  it  is  prepared  to  adopt  the  principle  of 
differentials  in  rate  of  compensation  based  on  geo- 
graphic area  and  field  of  practice. 

4. — That,  as  an  initial  effort  toward  stimulating 
increased  participation  among  Oregon  physicians  in 
Oregon  Physicians’  Service  and  the  four  independent 
physician-sponsored  prepayment  plans,  the  Commit- 
tee be  authorized  to: 

a. — Send  a specially  ^prepared  letter  to  all 
members  of  the  Association  not  now  participat- 
ing in  such  plans; 

b. — .Arrange  for  personal  conferences  between 
selected  members  of  Oregon  Physicians’  Service 
and  non-participating  physicians  and  encourage 
the  initiation  of  similar  approaches  by  each  of 
the  independent  physician-sponsored  plans  in 
Oregon. 

Following  an  extended  period  of  discussion,  a 
motion  was  introduced  and  duly  seconded  provid- 
ing that  recommendation  4 of  the  Committee  on 
Voluntary  Health  Insurance  be  adopted  and  that 
action  and  recommendations  1,  2,  and  3 be  deferred. 

An  amendment  to  the  main  motion  was  intro- 
duced and  duly  seconded  providing  that  recom- 
mendations 1,  2 and  3 be  referred  to  the  specialty- 
sections  of  the  Association  for  report  on  their  views 
and  opinions  at  the  September,  1965  meeting  of  the 
Board  of  Trustees. 


The  amendment  was  adopted. 

Thereupon,  the  Board  of  Trustees  voted  to  adopt 
recommendation  4 of  the  report  of  the  Committee 
on  Voluntary  Health  Insurance  and  to  refer  recom- 
mendations 1,  2,  and  3 to  the  Association’s  specialty 
sections  with  instructions  to  report  to  the  Board  of 
Trustees  at  its  September  1965  monthly  meeting. 

Report  of  Committee  on  Charitable  Medical  Care 

The  report  of  the  Committee  on  Charitable  Medi- 
cal Care  presented  by  William  C.  Crothers,  Chair- 
man, reviewed  the  actions  of  the  State  Public  Wel- 
fare Commission  in  equating  the  compensation  of 
physicians  under  the  Medical  Assistance  for  the 
Aged  program  with  General  Public  Assistance  pro- 
grams. The  summary  pointed  out  that  the  Commis- 
sion’s decision  to  make  this  equation  was  announced 
to  the  Committee  on  October  2,  1964  and  that  the 
Commission  had  not  responded  favorably  to  the 
protest  of  the  Association  made  both  to  the  Commis- 
sion and  the  Ways  and  Means  Committee  of  the 
Legislature.  The  latest  such  protest,  the  summary- 
stated,  was  made  to  the  Commission  at  its  meeting  on 
Friday,  May  28  from  which  no  response  had  been 
received.  The  Committee  report  concluded  that,  “If 
the  decision  of  the  Commission  is  negative,  the 
Association  will  need  to  determine  if  it  can  continue 
to  cooperate  with  the  Commission  on  the  same  basis 
which  has  been  maintained  for  nearly  thirty  years.” 

A motion  was  made  and  duly  seconded,  that  the 
Association  withdraw  its  offer  to  reduce  the  existing 
schedule  for  compensating  physicians  for  services 
rendered  to  public  assistance  recipients  inasmuch  as 
stipulations  have  been  added  by  the  Commission  to 
the  Association’s  offer  which  are  found  to  be  un- 
acceptable and  that  it  be  understood  that  the  As- 
sociation cannot  assist  in  the  administration  of  the 
Commission’s  medical  aid  programs  until  some  agree- 
ment has  been  reached. 

A motion  was  introduced  and  duly  seconded,  to 
amend  the  main  motion  to  provide  that  the  action 
proposed  by  the  main  motion  not  be  published  or 
executed  until  June  30,  1965  to  give  the  State  Public 
Welfare  Commission  opportunity  to  report  its  action 
taken  on  May  28,  1965  and  that  the  time  of  publica- 
tion and  execution  of  this  action  be  determined  by  a 
Committee  composed  of  the  President,  the  Presi- 
dent-Elect and  the  Vice-President. 

The  amendment  to  the  main  motion  was  adopted. 

The  main  motion  as  amended  was  then  adopted. 

Morris  K.  Crothers  suggested  that  the  Association 
direct  a statement  to  Governor  Mark  O.  Hatfield 
emphasizing  that  this  is  the  first  time  relationships 
between  the  Commission  and  the  Association  have 
broken  down  and  that  the  Association  is  anxious 
to  continue  its  long-standing  cooperative  relation- 
ships with  the  Commission  in  providing  medical 
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care  to  welfare  recipients  under  mutually  acceptable 
arrangements. 

Upon  motion  duly  made,  seconded  and  carried, 
it  was  voted  that  an  ad  hoc  committee  built  around 
the  President  be  authorized  to  confer  directly  with 
Governor  Mark  O.  Hatfield. 

Report  of  the  Committee  on  Public  Policy 

Clinton  S.  McGill,  Chairman  of  the  Committee 
on  Public  Policy,  presented  a “box-score”  summary 
of  the  major  bills  relating  to  medicine  and  the 
public  health  considered  by  the  1965  Legislative 
Assembly.  The  report  pointed  out  that  of  the  thirty- 
four  bills  endorsed  by  the  Association,  twenty  were 
successful  and  of  the  fifteen  major  bills  opposed  by 
the  Association  only  one  was  passed. 

The  report  concluded  by  suggesting  that  the 
Association  begin  at  once  to  consider  its  legislative 
program  for  1967  and  suggested  especially  the  fol- 
lowing areas:  1.— The  composition  of  the  Oregon 
State  Board  of  Health;  2.— The  revision  of  Oregon’s 
Dangerous  Drug  statutes;  3.— The  modernization  of 
Oregon’s  commitment  laws. 

Report  of  the  Committee  on  National  Policy 

Max  H.  Parrott,  Chairman  of  the  Committee  on 
National  Policy,  reviewed  the  current  status  of 
H.R.  6675  now  pending  in  Congress  and  empha- 
sized the  need  for  continuing  the  direction  of  com- 
munications of  protest  to  the  Oregon  congressional 
delegation  with  special  emphasis  on  the  involvement 
of  local  medical  societies  in  utilization  committees, 
nationwide  fee  schedules,  and  hospital  diagnostic 
services.  With  respect  to  the  specific  provisions  of  the 
Bill,  Dr.  Parrott  stated  that  Oregon  delegates  to 
the  AMA  have  been  authorized  to  introduce  appro- 
priate resolutions. 

He  also  reported  that  the  National  Policy  Commit- 
tee, with  the  concurrence  of  the  Executive  Com- 
mittee of  the  Board  of  Trustees,  had  decided  against 
introducing  Resolution  3 adopted  by  the  House  of 
Delegates  at  its  1965  Midyear  Meeting  and  placed 
special  emphasis  upon  the  fact  that  the  House  of 
Delegates  had  empowered  the  Committee  on  Na- 
tional Policy  to  determine  when  the  Resolution  was 
to  be  introduced  at  the  AMA  House  of  Delegates. 

Report  of  Committee  on  Traffic  Safety 

A report  of  the  Committee  on  Traffic  Safety  con- 
taining the  following  recommendations  was  pre- 
sented by  Allyn  M.  Price,  Chairman  of  the  Com- 
mittee: 


1. — That  the  revised  standards  of  the  Medical 
Requirements  for  Recommending  Approval  of  Ap- 
plication to  Operate  a Motor  Vehicle  for  those  Re- 
ferred for  Certification  by  Competent  Medical  Au- 
thority be  adopted. 

2. — That  the  standards  of  the  Medical  Require- 
ments be  mailed  to  every  physician. 

3. — That  the  Oregon  Medical  Association,  through 
its  Committee  on  Traffic  Safety,  participate  in  the 
traffic  safety  “Road  Rat”  campaign  originated  and 
co-ordinated  by  the  Oregon  Traffic  Safety  Commis- 
sion by  producing  and  distributing  an  information 
folder  titled:  “Are  You  Vaccinated  Against  The 
Road  Rat?” 

Recommendations  of  the  Committee  on  Traffic 
Safety  were  adopted. 

Report  of  Committee  on  Conservation  of  Vision 

In  the  absence  of  Peter  P.  Rowell,  Chairman, 
Richard  E.  Markley  presented  the  following  recom- 
mendations of  the  Committee  on  Conservation  of 
Vision: 

1. — That  any  proposed  glaucoma  screening  pro- 
gram must  agree  to  meet  the  following  criteria  be- 
fore endorsement  of  such  a program  can  be  con- 
sidered: 

a. — Educational  motion  picture  preview. 

b. — Literature  relating  to  and  explaining  the 

province  of  optometry  and  ophthalmology. 

c. — Short  lecture  to  patients  en  masse. 

d. — Tonometry  by  physicians. 

e. — Adequate  records  by  county  health  depart- 
ments or  responsible  groups. 

2. — That  the  Association  participate  in  the  Oregon 
Traffic  Safety  Commission’s  “Road  Rat”  campaign 
by  sponsoring  an  information  folder,  “Would  Better 
Vision  Help  the  Road  Rat?” 

Upon  motion  duly  made,  seconded  and  carried, 
the  recommendations  of  the  Committee  on  Con- 
servation of  Vision  were  adopted. 

Announcement  by  Committee  on  Public  Relations 

Mr.  Robert  O.  Bissell,  on  behalf  of  the  Committee 
on  Public  Relations,  reported  that  the  American 
Medical  Association  as  a part  of  its  National  Edu- 
cation Campaign  against  H.R.  6675  had  purchased 
time  for  a thirty-minute  television  program  on  the 
ABC-TV  Network  on  Thursday,  June  17,  1965  at 
7:30  p.m.  EDT.  It  was  entitled  “Your  Doctor’s 
Report  on  Health  Care  at  the  Crossroads.” 

The  program,  carried  in  Oregon  by  KATU- 
TV  of  Portland  at  7:30  p.m.  Pacific  Daylight  Time, 
featured  Donovan  F.  Ward,  President  and  Ed- 
ward R.  Annis,  Past  President  of  the  American  Medi- 
cal Association. 

ABC  stations  in  Eugene,  Medford  and  Klamath 
Falls  were  asked  to  carry  the  program. 


Three  New  Trustees  for  OPS-Blue  Shield  been  elected  to  five-year  terms  on  the  OPS-Blue 

Shield  Board  of  Trustees. 

Werner  E.  Zeller,  Portland;  Archie  O.  Pitman,  Jr.,  Dr.  Zeller,  a native  of  Portland,  was  a 1937  grad- 

Hillsboro;  and  Oscar  L.  Zeschin,  St.  Helens,  have  uate  from  University  of  Oregon  Medical  School.  He 
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Tomlin  Memorial  Lectures 


DON  H.  NELSON,  M.D. 


J.  THOMAS  DOWLING,  M.D. 


EDWARD  H.  RYNE ARSON,  M.D. 


HULDRICK  RAMMER,  M.D. 


The  John  Tomlin  Memorial  Cancer  Lectures  will 
be  given  August  20  and  21  in  Medford  at  Rogue 
Valley  Country  Club. 

Guest  speakers  are  fames  Thomas  Dowling,  As- 
sociate Professor  of  Medicine,  University  of  Wash- 
ington School  of  Medicine;  Huldrick  Kammer,  As- 
sociate Professor  of  Medicine,  University  of  Oregon 
Medical  School;  Don  H.  Nelson,  Professor  of  Medi- 
cine, University  of  Southern  California  School  of 
Medicine,  Los  Angeles;  and  Edward  H.  Rynearson, 
Senior  Consultant  on  Metabolic  Diseases,  Mayo  Clin- 
ic, Rochester,  Minnesota. 

In  nearby  Ashland,  The  Oregon  Shakespearean 
Festival  will  present  three  plays  beginning  with 


Much  Ado  About  Nothing  on  August  19,  Macbeth  on 
August  20  and  A Winter’s  Tale  on  August  21.  The 
Britt  Music  Festival,  in  Jacksonville,  will  have  two 
concerts  at  4 p.m.  and  8 p.m.  daily. 

John  T.  Brandenburgh  is  Chairman  of  the  1965 
Jackson  County  Committee  on  Arrangements  for  the 
Lectures.  Members  of  the  Committee  are:  Robert 
H.  Buck,  Laurel  G.  Case,  Otto  Emig,  Oscar  Heyer- 
man,  Earl  Lawson,  Thomas  Rutter,  Florian  Shaskv, 
Brian  Stringer,  Robert  M.  Turner,  and  Miss  Grace 
Reymers. 

The  American  Academy  of  General  Practice  will 
accept  six  hours  credit  in  Category  A for  those 
attending  the  meeting. 


MRS.  JOHN  R.  BOE,  MRS.  HOWARD  C. 

President  emmerson 

President-Elect 


Auxiliary 

The  Fall  Session  of  the  Woman’s  Auxiliary  to  the 
Oregon  Medical  Association  will  be  held  September 
22-24  at  the  Portland  Hilton  Hotel. 

The  featured  speaker  will  be  Mrs.  Richard  A. 
Sutter,  St.  Louis,  Missouri,  National  President, 
Woman’s  Auxiliary  to  the  American  Medical  Asso- 
ciation. 


Chairwomen  for  the  Fall  Session  are:  Mrs.  Harvey 
W.  Baker,  Sherwood;  Mrs.  J.  Cliffton  Massar,  Port- 
land; and  Mrs.  Merle  Pennington,  Sherwood. 


OBITUARIES 

dr.  george  s.  smith,  46,  died  April  9 of  ventricular 
fibrillation  and  myocardial  infarction.  He  had  a gen- 
eral practice  in  Salem.  Dr.  Smith  was  granted  his 
degree  by  the  University  of  Minnesota  Medical 
School  in  1958.  He  teas  a World  War  II  veteran. 

dr.  Robert  a.  seivert,  30,  resident  in  pediatrics  at 
University  of  Oregon  Medical  School,  died  May  30. 
He  was  graduated  in  1961  from  Creighton  University 
School  of  Medicine;  he  interned  at  Emanuel  Hospital, 
Portland. 

dr.  william  p.  rilling,  34,  died  March  10.  He  was 
a Portland  internist.  Dr.  Rilling  was  graduated  from 
Tufts  University  School  of  Medicine  in  1956,  and 
received  his  Oregon  license  in  1962.  Death  was 
caused  by  an  overdose  of  secobarbital. 
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served  in  World  War  II  and  is  currently  a Lt.  Com- 
mander in  the  U.S.  Naval  Reserve.  Dr.  Zeller  is  a 
past  president  of  the  Multnomah  County  Medical 
Society  and  the  Portland  Surgical  Society. 

Dr.  Zeschin  earned  his  medical  degree  in  1930  at 
University  of  Colorado  School  of  Medicine.  After  in- 
terning at  Seattle  General  Hospital,  he  remained 
on  their  staff  and  with  the  King  County  Hospital 
until  1935,  when  he  took  up  practice  in  Great  Falls, 
Montana.  During  the  war  Dr.  Zeschin  served  with 
the  Army,  mainly  in  the  Pacific  theatre.  He  moved 
to  St.  Helens  at  war’s  end  and  has  remained  there  in 
private  practice. 

Dr.  Pitman,  native  of  Hillsboro  where  he  continues 
now  in  practice  with  his  father,  A.  O.  Pitman,  Sr., 
was  graduated  from  University  of  Oregon  Medical 
School  in  1957.  He  interned  at  Good  Samaritan  in 
Portland.  His  military  service  was  with  the  U.S.  Army. 

Historical  Society 

The  Oregon  Historical  Society  Press  has  a number 
of  books,  pamphlets  and  maps  available  for  pur- 
chase. Among  them  are: 

Books:  The  Golden  Land:  A History  of  Sher- 
man County,  Oregon,  by  Giles  French,  237  pp. 
Illustrated.  $6.40,  1958. 

Letters  of  Dr.  John  McLoughlin,  by  Burt  Brown 
Barker,  376  pp.,  $5.00,  1948. 

Lincoln’s  Constant  Ally:  The  Life  of  Colonel 
Edward  D.  Baker,  by  Harry  C.  Blair  and  Re- 
becca Tarshis. 

Notices  and  Voyages  of  the  Famed  Quebec 
Mission  to  the  Pacific  Northwest,  translated  by 
Carl  Landerhold,  243  pp.,  Illustrated,  $12.50, 
1956. 

Paperbound  Books:  A Century  of  Oregon 
Covered  Bridges,  1851-1952,  by  Lee  H.  Nelson, 
116  pp..  Illustrated,  $2.00,  1960. 

Off  to  Mt.  Hood:  An  Autobiography  of  the  Old 
Road,  by  Ivan  Woolley. 

The  Royal  Visitors,  by  Alfred  Frankenstein,  Re- 
printed from  the  Oregon  Historical  Quarterly, 
March  1963,  32  pp.,  Illustrated,  $1.00,  1963. 

Maps:  Indian  Tribes  and  Languages  of  Old 
Oregon  Territory,  Compiled  from  original  data 
research  by  the  Oregon  Historical  Society  staff, 
full  color,  22x33  inches,  $1.00. 

Lewis  and  Clark  Route,  1804-1806,  Facsimile  of 
first  published  map  of  the  expedition,  engraved 
by  Samuel  Lewis  from  Clark’s  drawings,  Lon- 
don, 1814,  17x32  inches,  $1.00. 

Military  Forts  and  Sites,  Oregon  Country,  1859. 
Facsimile  of  U.  S.  War  Department  original, 
antique  finish,  22x33  inches,  $1.00. 

Oregon  Trail,  1849:  Fort  Leavenworth  to  Fort 
Hall.  Facsimile  of  original  from  the  report  of 
Capt.  Howard  Stansbury,  1849-1850,  15x33 
inches,  $.75. 


WILLIAM  KRIPPAEHNE,  M.D. 


UOMS  Faculty  Changes 

Sefton  R.  Wellings  was  appointed  Professor  and 
Chairman  of  the  Department  of  Pathology  at  the 
University  of  Oregon  Medical  School  recently.  He 
has  served  as  acting  Chairman  of  the  Department 
since  the  resignation  of  Jackson  T.  Crane  last  August. 

Dr.  Wellings  received  his  medical  degree  from  the 
University  of  Washington  School  of  Medicine  in  1953. 
He  took  his  residency  at  the  University  of  California 
Medical  Center  in  San  Francisco  where  he  later 
served  as  instructor  and  assistant  professor  of  path- 
ology. He  was  a U.  S.  Public  Health  Service  Senior 
Research  Fellow  and  served  as  autopsy  surgeon  in 
the  Coroner’s  Office  for  the  City  and  County  of  San 
Francisco. 

Before  joining  the  Oregon  Medical  School  staff  in 
1961,  he  received  his  Ph.D.  in  Zoology  from  the 
University  of  California  at  Berkeley. 

Among  his  main  research  interests  are  cellular 
and  comparative  endocrinology,  structure  and  func- 
tion of  the  mammary  gland,  and  skin  tumors  in  fish. 

William  W.  Krippaehne  was  named  Professor  and 
Chairman  of  the  Department  of  Surgery  to  succeed 
J.  Engelbert  Dunphy.  He  has  served  as  acting 
Chairman  of  the  Department  since  last  July  when 
Dr.  Dunphy  left  to  head  the  Department  of  Surgery 
at  the  University  of  California  Medical  School  in 
San  Francisco. 

Dr.  Krippaehne  is  a 1946  graduate  of  UOMS.  He 
served  his  internship  and  residency  at  the  Oregon 
Medical  School’s  Hospitals  and  Clinics  and  was  ap- 
pointed to  the  faculty  in  1953.  He  has  served  as 
instructor,  assistant  and  associate  professor  in  the 
surgery  department. 

He  is  the  only  faculty  member  ever  to  receive 
the  Allan  J.  Hill,  Jr.,  Teaching  Award  twice.  The 
award  is  given  by  the  senior  class  to  the  outstand- 
ing teacher  of  the  year.  Dr.  Krippaehne  received 
the  award  in  1961,  and  again  in  1965. 

He  has  done  extensive  research  in  vascular  sur- 
gery, wound  healing,  breast  cancer,  respiratory  prob- 
lems in  surgical  patients  and  surgical  infections 
and  sepsis. 
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Prescribed  and  recommended  by  more  physicians 
in  the  West  than  any  other  vitamin-mineral  formula. 
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OFFICIAL  PUBLICATION 

SUMMARY  OF  PROCEEDINGS  OF  HOUSE  OF  DELEGATES 

of  the 

Oregon  Medical  Association 


Portland,  Oregon 

The  House  of  Delegates  of  the  Oregon  Medical 
Association  held  its  1965  Midyear  Meeting  on  Friday 
and  Saturday,  April  23-24  in  the  Pavilion  Room  at 
the  Hilton  Hotel  in  Portland. 

The  members  of  the  House  of  Delegates  con- 
sidered eleven  committee  reports  of  major  impor- 
tance, and  a record  number  of  twenty-two  resolu- 
tions introduced  by  committees,  component  societies 
and  individual  physicians.  The  House  also  elected 
a nominating  committee  to  submit  recommenda- 
tions for  the  officers  of  the  Association  to  be  elected 
at  the  1965  Annual  Session  to  be  held  in  Portland, 
September  22-25.  In  addition  to  the  customary  busi- 
ness affairs  of  the  Association,  the  members  of  the 
House  of  Delegates  and  guests  enjoyed  four  special 
events. 

AMA-ERF  Contribution  to  Medical  School 

A check  in  the  amout  of  $15,857.24  from  the 
American  Medical  Education  and  Research  Founda- 
tion was  presented  to  the  University  of  Oregon  Med- 
ical School.  Raymond  M.  McKeown,  Trustee  of  the 
American  Medical  Association  and  President  of  the 
Foundation,  presented  the  check  to  Charles  N.  Hol- 
man, Associate  Dean  of  the  School.  The  check  repre- 
sented Oregon’s  allotment  from  the  $1,300,000  which 
had  been  contributed  to  the  Foundation  by  physi- 
cians, medical  societies  and  their  Woman’s  Auxili- 
aries, and  a wide  variety  of  other  donors  during 
1964.  About  75  per  cent  of  the  amount  of  the  check 
represented  contributions  from  physicians  ear-marked 
specifically  for  the  University  of  Oregon  Medical 
School  and  the  remainder  was  Oregon’s  share  of 
undesignated  contributions. 

The  event  took  on  special  significance  at  this 
meeting  of  the  House  of  Delegates  inasmuch  as  Dr. 
McKeown,  in  addition  to  being  President  of  the 
Foundation,  was  also  a member  of  the  AM  A House 
of  Delegates  at  its  1950  Midyear  Meeting  when  the 
establishment  of  the  Foundation  was  authorized.  It 
is  significant  also  that  the  Oregon  Medical  Associa- 
tion actually  “fathered”  the  Foundation  at  that  meet- 
ing. Edward  H.  McLean,  of  Oregon  City,  then 
senior  delegate  to  the  AM  A,  conceived  the  idea 


April  23-24,  1965 

that  since  physicians  pay  not  more  than  twenty-five 
per  cent  of  the  cost  of  their  medical  education  dur- 
ing their  student  years  they  should  feel  a moral  debt 
to  repay  at  least  part  of  the  difference  during  their 
years  of  active  and  productive  practice.  Dr.  McLean, 
therefore,  introduced  a resolution  at  the  November 
11,  1950  meeting  of  the  Association’s  Board  of 
Trustees  (then  known  as  the  Council  of  the  Oregon 
State  Medical  Society)  recommending  the  establish- 
ment of  the  Foundation  by  the  American  Medical 
Association.  The  resolution  was  adopted  and  intro- 
duced at  the  AMA  House  of  Delegates  midyear 
meeting  of  that  year  where  it  was  to  receive  unani- 
mous acclaim.  Through  this  channel  the  University 
of  Oregon  Medical  School  has  received  A total  of 
$168,635  through  annual  contributions  from  1951 
through  1964.  These  contributions  are  completely 
unrestricted  and  a Dean  is  therefore  free  to  use  the 
funds  from  this  source  for  any  purpose  which  he 
considers  to  be  in  the  best  interests  of  his  school. 

Behind  the  Scenes 

The  increasingly  powerful  influence  of  full-time 
high  level  staff  officers  in  the  executive  branch  of 
our  federal  government  was  given  strong  emphasis 
by  Raymond  M.  McKeown  in  his  address  during 
an  executive  session.  While  the  “behind  the  scenes” 
work  of  this  “fourth  branch”  of  government  has 
been  known  for  years,  Dr.  McKeown  stressed  the 
heights  to  which  its  influence  has  been  raised  in 
recent  years.  Furthermore,  he  noted  with  alarm  that 
in  connection  with  the  current  health  legislation 
proposal  now  pending  in  Congress,  “special  interest” 
groups  who  have  been  working  effectively  with  that 
branch  of  government,  have  openly  announced  the 
fact  and  confidentially  aired  their  objectives. 

Furthermore,  the  influence  of  this  “behind  the 
scenes”  group  on  the  members  of  the  legislative 
branch  is  increasing  alarmingly  since  Congressmen 
rely  upon  them  more  and  more  for  statistical  data 
and  other  information,  Dr.  McKeown  declared. 
Equally  tragic  is  the  fact  that  the  long-standing 
objective  of  this  group  as  far  as  medical  care  is 
concerned  is  the  complete  federal  control  of  medical 
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practice  in  the  United  States.  The  promotion  of 
Forand  and  King- Anderson  legislation  is  only  the 
stepping  stone  representing  a piece-meal  approach 
to  the  ultimate  goal. 

Regretfully,  Dr.  McKeown  reported  that  surveys 
of  opinion  among  the  physicians  of  the  United  States 
generally  have  indicated  a frightening  apathy.  This 
apparent  lack  of  interest  on  the  part  of  physicians, 
he  stated,  made  it  extremely  difficult  for  the  Ameri- 
can Medical  Association  to  take  the  strongest  pos- 
sible stand  against  the  advances  of  government 
through  rule  and  regulation  rather  than  by  law. 

Medical  Ethics  and  Professionalism 

Mr.  Robert  B.  Throckmorton,  General  Counsel  of 
the  American  Medical  Association,  spoke  to  the 
House  of  Delegates  on  the  relationships  and  responsi- 
bilities of  the  medical  profession  with  respect  to 
others  who  provide  or  offer  to  provide  goods  or 
services  in  the  health  care  field.  For  his  subject, 
Mr.  Throckmorton  chose  “Some  Observations  on 
Medicine,  Pharmacy  and  Other  Health  Professions.” 
Using  the  Principles  of  Medical  Ethics  as  a back- 
drop, he  emphasized  the  concepts  and  traditions  of 
the  medical  profession  which  should  guide  such 
relationships.  In  this  connection,  he  delineated  espe- 
cially those  portions  of  the  Principles  of  Medical 
Ethics  and  the  Opinions  and  Reports  of  the  Judicial 
Council  of  the  American  Medical  Association  which 
deal  with  a practitioner’s  obligations  to  patients  and 
his  obligations  to  his  colleagues,  the  profession  gen- 
erally and  the  public.  He  declared  that  these  same 
criteria  should  be  followed  in  evaluating  other 
healing  art  groups. 

In  closing  his  address  Mr.  Throckmorton  told  the 
members  of  the  House  of  Delegates  and  guests  that 
the  Principles  of  Medical  Ethics  and  the  Opinions 
and  Reports  of  the  Judicial  Council  “have  been 
formed  by  the  experiences  of  history  and  will  con- 
tinue to  stand  the  test  of  time.  If  they  are  fully  and 
freely  observed  both  in  letter  and  in  spirit,  they 
cannot  be  matched  by  any  other  means  of  protecting 
the  public  interest  and  advancing  the  cause  of 
patient  care.” 

Congressman  Wyatt  Reports 

At  a special  luncheon  session  on  Saturday,  April 
24,  the  House  of  Delegates  was  privileged  to  hear 
Representative  Wendall  Wyatt  of  Astoria,  Congress- 
man for  the  First  District,  at  which  time  he  discussed 
his  views  with  respect  to  the  Viet  Nam  situation  and 
explained  his  votes  with  respect  to  the  “omnibus” 


bill,  H.R.  6675.  With  respect  to  the  former,  Mr. 
Wyatt  declared  “Our  security  is  at  stake  over  there 
and  we  cannot  let  others  make  our  policy  for  us.”  He 
stated  further  that  the  situation  was  far  too  impor- 
tant to  be  discussed  on  any  partisan  basis  and  urged 
the  administration  to  present  more  facts  regarding 
the  conflict  to  the  American  public  related  to  our 
goals  and  the  risks  which  are  involved. 

With  respect  to  the  “Medicare”  legislation,  the  Con- 
gressman stated  he  believed  some  form  of  federal 
action  in  the  field  of  health  care  for  the  aged  was 
necessary  and  he  took  the  position  of  “accepting 
the  bad  to  accept  the  good.”  Nevertheless,  he  was 
extremely  critical  of  the  administration  for  its  “closed 
rule  process”  which  limited  the  debate  on  the  bill.  On 
this  issue  Mr.  Wyatt  voted  to  recommit  H.R.  6675  to 
the  House  Ways  and  Means  Committee  for  further 
consideration.  He  declared  this  to  be  doing  a “dis- 
service” to  the  people  when  the  administration  tries 
to  assume  legislative  functions  on  such  controversial 
issues. 

Nominating  Committee 

Seven  members  of  the  House  of  Delegates  were 
proposed  for  the  five-man  nominating  committee 
which  will  have  the  responsibility  of  recommending 
candidates  for  the  offices  to  be  filled  at  the  1965 
Annual  Meeting.  During  the  election  by  ballot  the 
following  were  selected:  Melvin  W.  Breese,  Portland, 
Chairman;  James  H.  Lium,  Salem;  George  C.  Mc- 
Callum,  Eugene;  Willis  J.  Irvine,  Portland,  and  Merle 
Pennington,  Sherwood. 

The  Committee  held  a preliminary  meeting  on 
the  morning  of  Saturday,  April  24  and  announced 
it  would  hold  a regular  meeting  at  the  Association 
office  on  Saturday,  June  5. 

The  Nominating  Committee  was  elected  in  ac- 
cordance with  the  Bylaws  which  provide  that  such 
a committee  shall  be  elected  by  the  House  of  Dele- 
gates at  its  Midyear  Meeting,  if  such  a meeting  is 
held  or,  if  such  a meeting  is  not  held,  by  the  Board 
of  Trustees  at  its  regular  meeting  in  May.  This  dual 
provision  for  the  election  of  a Nominating  Commit- 
tee is  provided  because  the  Midyear  Meeting  of  the 
House  of  Delegates  is  classified  in  the  Bylaws  as 
a “special  meeting”  and  therefore  may  not  be  held 
every  year.  The  Bylaws  also  provide  that  the 
Committee  must  announce  its  recommendations  to 
the  members  of  the  House  of  Delegates  and  the 
president  or  secretary  of  component  societies  at 
least  60  days  prior  to  the  annual  meeting  at  which 
the  election  is  to  be  conducted. 


Report  of  Reference  Committee  on 
New  Business 

The  Reference  Committee  on  New  Business  was  Lee,  Portland,  Chairman;  Jack  Pennington,  Coos  Bay; 

assigned  three  committee  reports  and  thirteen  reso-  William  D.  Holst,  Roseburg;  W.  K.  Ross,  La  Grande; 

lutions.  The  Committee  was  composed  of  G.  Prentiss  and  James  H.  Lium,  Salem.  The  recommendations  of 
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the  Reference  Committee  and  the  actions  of  the 
House  of  Delegates  are  as  follows. 

Part  1 

The  report  of  the  Committee  on  Public  Policy 
summarized  the  legislative  proposals  relating  to 
medicine  and  the  public  health  which  have  been 
introduced  in  the  1965  Oregon  Legislative  Assembly, 
gave  the  official  position  of  the  Association  as  estab- 
lished by  the  Board  of  Trustees  and  informed  the 
House  of  Delegates  regarding  the  current  status  of 
each  proposal. 

The  recommendation  of  the  Committee  on  New 
Business  was  that  the  report  of  the  Committee  on 
Public  Policy  be  adopted. 

The  recommendation  of  the  Committee  on  New 
Business  was  adopted  by  action  of  the  House  of 
Delegates. 

Part  2 

The  report  of  the  Committee  on  Voluntary  Health 
Insurance  contained  three  recommendations.  The 
first  two  which  are  considered  in  this  part  of  the 
report  of  the  Committee  on  New  Business  read: 

1. — That  an  Oregon  Medical  Insurance  Review 
Committee  be  established  in  accordance  with  the 
following  specifications: 

Composition— The  Oregon  Medical  Insurance 
Review  Committee  shall  be  composed  of  seven 
members  of  the  Oregon  Medical  Association 
appointed  by  the  President  so  as  to  provide 
representation  from  the  major  areas  of  medical 
practice  and  two  representatives  of  the  health 
insurance  industry  appointed  by  the  Oregon 
Health  Insurance  Council  who  shall  not  be 
entitled  to  vote. 

Purpose— The  purpose  of  the  Committee  shall 
be  to  act  in  an  advisory  capacity  with  respect 
to  misunderstandings  arising  between  physi- 
cians, the  health  insurance  industry,  and  pa- 
tients or  subscribers. 

Scope  of  Advisory  Function— In  its  advisory 
capacity,  the  Committee  shall: 

a. — Limit  its  responsibility  strictly  to  offering 
advise  regarding  the  obligation  of  a health  in- 
surance company  or  plan  in  discharging  its  ob- 
ligation to  the  insured  patient. 

b. — Not  determine  whether  the  total  fee  for 
services  rendered  by  an  attending  physician  is 
reasonable. 

c. — Recommend  that  questions  regarding  the 
reasonableness  of  a total  fee  for  service  render- 
ed by  an  attending  physician  be  submitted  to 
the  grievance  committee  of  a component  medi- 
cal society  or  of  the  Oregon  Medical  Association. 

d. — Establish  procedural  specifications  which 
shall  be  followed  by  any  party  submitting  a case 
for  its  review. 

2. — That  it  be  the  policy  of  the  Oregon  Medical 
Association  that  schedules  for  the  reimbursement  of 
physicians  for  professional  services  shall  be  reviewed 
biennially.  Such  review  shall  also  include: 

a. — The  revision  of  existing  procedures  in 
which  a substantial  change  has  occurred. 

b. — The  addition  of  new  procedures  which 
have  become  generally  acceptable. 


c.— The  deletion  of  procedures  which  have  be- 
come obsolete. 

The  recommendations  of  the  Committee  on  New 
Business  were: 

L— That  the  recommendations  of  the  Committee 
on  Voluntary  Health  Insurance  relative  to  the  estab- 
lishment of  an  Oregon  Medical  Insurance  Review 
Committee  and  the  biennial  review  of  schedules 
for  reimbursement  of  physicians  for  professional  serv- 
ives  be  adopted. 

2.— That  the  proposed  Oregon  Medical  Insurance 
Review  Committee  be  composed  of  members  of  the 
Committee  on  Voluntary  Health  Insurance. 

The  recommendations  of  the  Committee  on  New 
Business  were  adoped  by  action  of  the  House  of 
Delegates. 

Part  3 

The  report  of  the  Committee  on  Public  Relations 
and  its  “addendum”  report  contained  only  informa- 
tion regarding  the  current  status  of  the  “informa- 
tion-education program”  and  the  Committee’s  plans 
for  carrying  out  existing  approved  activities. 

The  recommendations  of  the  Committee  on  New 
Business  were  that  the  reports  of  the  Committee 
on  Public  Relations  be  accepted. 

The  recommendations  of  the  Committee  on  New 
Business  were  adoped. 

Part  4 

Resolution  4 introduced  by  the  Multnomah  Coun- 
ty Medical  Society,  Resolution  10  introduced  by  the 
Tillamook  County  Medical  Society  and  Resolution 
14  intr  oduced  by  the  Clatsop  County  Medical  Society 
all  proposed  that  the  House  of  Delegates  approve  the 
inclusion  of  a voluntary,  non-tax  deductible  con- 
tribution of  not  less  than  $20  to  AMPAC-OMPAC 
on  the  Association’s  annual  dues  statement  begin- 
ning with  the  year  1966  and  continuing  thereafter- 
provided  any  additional  expenses  incurred  as  a re- 
sult of  this  action  are  assumed  by  the  Oregon  Med- 
ical Political  Action  Committee. 

The  recommendation  of  the  Committee  on  New 
Business  was  that  the  recommendation  contained  in 
Resolutions  4,  10,  and  14  be  adopted. 

The  recommendation  of  the  Committee  on  New 
Business  was  adopted  by  the  House  of  Delegates. 

Part  5 

Resolution  2 introduced  by  Herman  A.  Dickie,  at 
the  request  of  the  Portland  Psychiatrists  in  Private 
Practice  which  commended  the  Oregon  Stae  Board 
of  Medical  Examiners  reads: 

RESOLVED,  that  the  Oregon  Medical  Associatioir 
at  the  House  of  Delegates  meeting  on  April  23-24, 
1965,  take  special  recognition  of  this  unusual  and 
meritorius  activity  on  the  part  of  the  Oregon  State 
Board  of  Medical  Examiners,  and  extend  full  meas- 
ure of  gratitude  of  the  Association  as  well  as  appre- 
ciation to  each  member  of  the  Board  and  its  staff. 

continued  on  page  515 
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7 can ’t  cope  any  more . . . 

I worry  about  everything. 

I don’t  sleep  well. . . 

wake  up  tired  and  irritable.  99 


When  you  recognize  depression 
and  associated  anxiety. . . 
consider  starting  the  patient 
on  ‘DeproP 

1.  ‘DeproF  can  help  lift  the  mood  of  the  depressed 
patient. 

2.  ‘DeproF  usually  restores  normal  sleep  by  relieving 
the  associated  anxiety  and  tension  which  often  cause 
insomnia. 

3.  Patients  often  report  and  show  noticeable  im- 
provement within  a short  period  of  time. 

4.  In  seven  years  of  clinical  use,  side  effects  with 
‘DeproF  at  recommended  dosage  have  been  infre- 
quent and  usually  easily  controlled. 

5.  No  incompatibility  with  other  medications  has 
been  reported  to  date.  However,  the  possibilities  of 
additive  effects  should  be  considered. 

Deprol 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 

WALLACE  LABORATORIES/Cra/j&Mry,  N.  J.  «».»« 


Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less  se- 
vere depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate:  Careful  supervision 
of  dose  and  amounts  prescribed  is  advised. 
Consider  possibility  of  dependence,  particularly 
in  patients  with  history  of  drug  or  alcohol  ad- 
diction; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and  op- 
eration of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of  exces- 
sive alcohol  may  possibly  be  increased  by  me- 
probamate. Grand  mal  seizures  may  be  precipi- 
tated in  persons  suffering  from  both  grand  and 
petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 
Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concentra- 
tion, and  withdrawal  reaction  (status  epilepti- 
cus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride:  Benactyzine  hydro- 
chloride, particularly  in  high  dosage,  may  pro- 
duce dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommo- 
dation. Other  reported  side  effects  have  in- 
cluded gastric  distress,  allergic  response,  ataxia, 
and  euphoria. 

Meprobamate:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with 
peripheral  edema  and  fever,  transient  leuko- 
penia, and  a single  case  of  fatal  bullous  derma- 
titis after  administration  of  meprobamate  and 
prednisolone  have  been  reported.  More  severe 
and  very  rare  cases  of  hypersensitivity  may  pro- 
duce fever,  chills,  fainting  spells,  angioneu- 
rotic edema,  bronchial  spasms,  hypotensive 
crises  (1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be  sympto- 
matic in  such  cases,  and  the  drug  should  not  be 
reinstituted.  Isolated  cases  of  agranulocytosis, 
thrombocytopenic  purpura,  and  a single  fatal 
instance  of  aplastic  anemia  have  been  reported, 
but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  re- 
lief. Doses  above  six  tablets  daily  are  not  rec- 
ommended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 


WHO  NEEPS  A BLOOD-GLUCOSE  DETERMINATION? 

Many  of  your  patients,  Doctor.  With  DEXTROSTIX®  Reagent  Strips,  estimating 
blood  glucose  takes  only  60  seconds.  The  test  can  be  used  for  screening  in 
every  physical  examination  and  emergency  situation.  DEXTROSTIX  is  also  use- 
ful for  checking  blood  glucose  in  pregnancy,  obesity,  peripheral  vascular  dis- 
ease, certain  endocrine  disorders,  patients  on  “thiazides”  and  other 
potentially  hyperglycemic  drugs,  diabetic  screening  and  manage- 
ment, and  other  conditions  where  hypo-  or  hyperglycemia  may  be  of 
clinical  significance.  □ Ames  Company,  Inc.,  Elkhart,  Indiana  ames 
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continued  from  page  511 

The  recommendation  of  the  Committee  on  New 
Business  was  that  Resolution  2 be  adopted. 

The  recommendation  of  the  Committee  on  New 
Business  was  adopted. 

Part  6 

Resolution  5 introduced  by  the  Committee  on 
Voluntary  Health  Insurance  relative  to  the  reim- 
bursement of  physicians  by  governmental  medical 
service  programs  reads: 

RESOLVED,  that  it  shall  be  the  policy  of  this 
Association: 

1. — That  no  schedule  of  fees  for  physicians’ 
services  be  developed  or  agreed  to  with  a gov- 
ernmental agency  for  any  additional  govern- 
mental medical  service  programs;  and, 

2. — That  with  respect  to  such  programs  any 
arrangements  for  the  reimbursement  of  physi- 
cians for  professional  services  shall  provide  for 
the  payment  of  usual  and  customary  fees  for 
reasonable  and  necessary  services;  and,  be  it 
further 

RESOLVED,  that  as  soon  as  practicable,  in  all 
existing  governmental  medical  service  programs, 
current  arrangements  shall  be  revised  to  provide  for 
the  reimbursement  of  physicians  on  the  basis  of 
usual  and  customary  fees  for  reasonable  and  neces- 
sary services;  and  be  it  further 

RESOLVED,  that  the  Oregon  Medical  Association 
hereby  reaffirms  its  adherence  to  the  traditional 
principle  of  the  medical  profession  that  no  person 
shall  be  denied  necessary  medical  care  because  of 
inability  to  meet  all  or  part  of  the  costs  of  such  care. 

The  recommendation  of  the  Committee  on  New 
Business  was  that  Resolution  5 be  adopted. 

The  recommendation  of  the  Committee  on  New 
Business  was  adopted. 

Part  7 

Resolution  8 introduced  by  the  Multnomah  County 
Medical  Society  relating  to  the  inclusion  of  physi- 
cians under  the  Social  Security  system  reads: 

RESOLVED,  that  the  Oregon  Medical  Association 
does  hereby  reaffirm  its  long-standing  opposition  to 
the  compulsory  inclusion  of  physicians  under  the 
Social  Security  Act;  and,  be  it  further 

RESOLVED,  that  a copy  of  this  resolution  be  for- 
warded to  the  Oregon  delegation  in  the  Congress 
with  supporting  information  and  to  the  House  of 
Delegates  of  the  American  Medical  Association. 

The  recommendation  of  the  Committee  on  New 
Business  was  that  Resolution  8 be  adopted. 

The  recommendation  of  the  Committee  on  New 
Business  was  adopted. 

Part  8 

Resolution  13  relating  to  physician  utilization  re- 
view committees  under  H.R.  6675  and  introduced 
by  Ernest  T.  Livingstone  reads: 

RESOLVED,  that  the  Oregon  Medical  Association 
declares  its  unalterable  opposition  to  the  provision 
in  the  King-Anderson  Section  of  H.R.  6675  which 
would  make  local  medical  societies  responsible  for 
the  appointment  of  a “utilization  review  committee”; 


and,  be  it  further 

RESOLVED,  that  the  establishment  of  any  utili- 
zation review  plan  under  the  provisions  of  H.R.  6675 
or  any  other  legislative  proposal  which  may  be  en- 
acted shall  be  on  a voluntary  basis  subject  to  the 
wishes  of  the  hospital  administrator  and  the  physi- 
cians on  the  medical  staff. 

The  recommendation  of  the  Committee  on  New 
Business  was  that  Resolution  13  be  adopted. 

The  recommendation  of  the  Committee  on  New 
Business  was  adopted. 

Part  9 

Resolution  17  which  was  also  introduced  by  Ernest 
T.  Livingstone  and  which  relates  to  the  inclusion  of 
hospital  outpatient  services  under  H.R.  6675  reads: 

RESOLVED,  that  the  Oregon  Medical  Association 
is  unalterably  opposed  to  any  system  providing  assist- 
ance in  meeting  the  costs  of  medical,  surgical  and 
hospital  service  which  in  any  way  interferes  with  the 
free  choice  of  physician  and  hospital. 

The  recommendation  of  the  Committee  on  New 
Business  was  that  Resolution  17  be  adopted. 

The  recommendation  of  the  Committee  on  New 
Business  was  adopted. 

Part  10 

Resolution  21  introduced  by  the  Multnomah  Coun- 
ty Medical  Society  and  which  recommended  the 
support  of  the  Surgeon  General’s  report  on  Smoking 
and  Health  reads: 

RESOLVED,  that  the  Oregon  Medical  Association 
go  on  record  as  fully  endorsing  the  Surgeon  Gen- 
eral’s Report  on  Smoking  and  Health,  and  further- 
more, that  the  Oregon  Medical  Association  delegates 
to  the  American  Medical  Association  be  instructed 
to  present  a similar  resolution  to  the  House  of  Dele- 
gates of  that  organization  at  its  Annual  Convention 
in  June,  1965. 

The  recommendation  of  the  Committee  on  New 
Business  was  that  Resolution  21  be  adopted. 

The  recommendation  of  the  Committee  on  New 
Business  was  adopted. 

Part  1 1 

Resolution  1 introduced  by  the  Jackson  County 
Medical  Society  which  related  to  the  disposition  of 
that  Society’s  “Resolution  7”  introduced  at  the  1964 
Annual  Meeting  of  the  House  of  Delegates  reads: 

RESOLVED,  that  in  the  future  the  actions  of  the 
House  of  Delegates  be  honored  in  a true  parliamen- 
tarian manner  and  that  no  officer  or  officers  or  any 
other  group  of  the  Oregon  Medical  Association  shall 
modify  or  interfere  or  obstruct  the  actions  of  the 
House  of  Delegates,  “the  voice  of  the  doctors”;  and, 
be  it  further 

RESOLVED,  that  the  actions  of  the  House  of 
Delegates  be  a mandate  on  the  Board  of  Trustees 
for  execution. 

The  recommendation  of  the  Committee  on  New 
Business  was  that  Resolution  1 not  be  adopted  but 
that  the  Board  of  Trustees  be  alerted  to  inform 
the  House  of  Delegates  or  the  sponsors  of  resolutions 
of  the  circumstances  which  cause  of  Board  of  Trus- 
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tees  to  act  at  variance  with  the  recommendations  of 
the  House  of  Delegates. 

Following  an  extensive  period  of  discussion,  the 
House  of  Delegates  voted  not  to  adopt  the  recom- 
mendation of  the  Reference  Committee  on  New 
Business. 

Then,  upon  motion  duly  made,  seconded  and  car- 
ried, the  House  of  Delegates  voted  to  adopt  Resolu- 
tion 1. 

Part  12 

Resolution  6 introduced  by  the  Committee  on 
National  Policy  which  related  to  the  unfairness  of 
“omnibus-type”  legislative  proposals  reads: 

RESOLVED,  that  the  Oregon  Medical  Association 
express  its  unqualified  conviction  that  “omnibus- 
tvpe”  legislative  proposals  are  unfair,  dishonest  and 
inimical  to  the  welfare  and  orderly  govermental 
processes  of  the  Nation. 

The  recommendation  of  the  Committee  on  New 
Business  was  that  Resolution  6 be  amended  by  add- 
ing the  following  paragraph  and  adopted: 

RESOLVED  that  copies  of  this  Resolution  be  sent 
to  our  National  Legislators. 

The  recommendation  of  the  Committee  on  New 
Business  was  adopted. 

Part  13 

Resolution  7 introduced  by  the  Multnomah  Coun- 
ty Medical  Society  which  related  to  the  inclusion 
of  physicians’  services  under  the  King-Anderson  sec- 
tion in  H.R.  6675  reads: 

RESOLVED,  that  the  Oregon  Medical  Association 
declare  its  unalterable  opposition  to  including  the 


services  of  pathologists,  radiologists,  anesthesiolo- 
gists, and  phvsiatrists  under  the  benefits  of  the  King- 
Anderson  portion  of  H.R.  6675;  and  be  it  further 

RESOLVED,  that  a copy  of  this  resolution  be  sent 
to: 

a. — The  Oregon  delegation  in  Congress, 

b. — The  Honorable  Wilbur  D.  Mills, 

c. — The  Honorable  Hairy  F.  Byrd, 

d. — The  American  Hospital  Association,  and 

e. — The  Oregon  Association  of  Hospitals. 

The  recommendation  of  the  Committee  on  New 
Business  was  that  Resolution  7 be  amended  by  re- 
vising the  first  “Resolved”  to  read  as  follows  and 
adopted: 

RESOLVED,  that  the  Oregon  Medical  Association 
declare  its  unalterable  opposition  to  including  path- 
ology, radiology,  anesthesiology  and  physical  medi- 
cine under  the  benefits  of  the  King-Anderson  por- 
tion of  H.R.  6675. 

The  recommendations  of  the  Committee  on  New 
Business  were  adopted. 

Part  14 

Resolution  22  introduced  by  Daniel  K.  Billmeyer, 
William  C.  Pvrch  and  Edward  N.  McLean  relating 
to  the  Oregon  Physicians’  Service  Fee  Schedule 
reads : 

RESOLVED,  that  the  Oregon  Medical  Association 
request  OPS  to  revise  its  published  fee  schedule  to 
conform  with  current  customary  fees  in  all  medical 
fields. 

The  recommendation  of  the  Committee  on  New 
Business  was  that  Resolution  22  not  be  adopted. 

The  recommendation  of  the  Committee  on  New 
Business  was  adopted. 


Report  of  Reference  Committee  on  Reports  of 
Officers  and  Committees 


The  Reference  Committee  on  Reports  of  Officers 
and  Committees  composed  of  Augustus  M.  Tanaka, 
Ontario,  Chairman;  Clay  A.  Racely,  Eugene;  Ray- 
mond M.  Reichle,  Portland;  James  A.  Riley,  Cor- 
vallis; and  Thomas  E.  Upton,  Medford,  considered 
seven  committee  reports  and  eight  resolutions.  A 
record  of  the  Reference  Committee’s  recommenda- 
tions and  the  actions  of  the  House  of  Delegates 
follows. 

Part  1 

The  report  of  the  Committee  on  Professional  Con- 
sultation contained  the  recommendation  that  the 
request  of  the  Oregon  Automobile  Insurance  Com- 
pany for  a substantial  increase  in  the  premiums  to 
be  charged  under  the  Association’s  Professional  Lia- 
bility Insurance  Program  be  approved. 

The  recommendation  of  the  Reference  Committee 
was  that  the  recommendation  of  the  Committee  on 
Professional  Consultation  be  adopted. 


The  recommendation  of  the  Reference  Committee 
was  adopted. 

Part  2 

The  report  of  the  Committee  on  Charitable  Medi- 
cal Care  contained  a report  of  the  Committee’s 
activities  in  representing  the  Association  before  the 
Oregon  State  Public  Welfare  Commission  including 
a summary  of  the  revised  Physicians’  Section  of  the 
Commission’s  Guide  for  Public  Welfare  Medical 
Services. 

The  recommendation  of  the  Reference  Committee 
was  that  the  report  of  the  Committee  on  Charitable 
Medical  Care  be  adopted. 

The  recommendation  of  the  Reference  Committee 
was  adopted  by  the  House  of  Delegates. 

Part  3 

The  report  of  the  Committee  on  Oregon  Medical 
History  announced  that  the  physicians  of  Oregon 

continued  on  page  518 
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J.  E.  Byes— Salem-Eugene-Portland 


L.  M.  George,  Jr.— Portland 


W.  A.  Herzog— Tacoma 


R.  A.  Nims— Seattle 


F.  A.  Cantlon,  Jr.— Spokane 


“We’re  puzzled”*... 


. . . why  some  physicians  use  synthetic  preparations  or  thyroglobulin 
. . . why  some  use  nonbrand  thyroids  or  write  "thyroid  U.S.P." 


. . . when  ARMOUR  THYROID  offers  so  many  more  advantages 

a 


1.  useful  PBI  results — not 
possible  with  synthetic 
orextracted  preparations 

2.  complete  thyroid 
therapy — containing 
both  thyroxine  and 


triiodothyronine  in 
natural  ratio 

3.  uniform  potency— 
doubly  assayed, 
chemically  and 
biologically 


4.  predictable  clinical 
response 

5.  proven  stability 

6.  lowest  cost 


Only  ARMOUR  THYROID  gives  you  all  these  6 advantages. 

That's  why  it's  important  to  specify  *Your  Armour  representatives 


ARMOUR 

THYROID 

RELATED  ARMOUR  PRODUCTS: 

Thyrar®  (Beef  Thyroid)  Thytropar®  {Thyrotropin^ 


NEW — for  a continuous  supply  of  Armour  Thyroid  for  you  or 
your  immediate  family  simply  complete  and  return  this  coupon 

I 1 

| Gentlemen:  Please  send  my  first  bottle  of  100  Armour  Thyroid  | 

| tablets  offered  on  your  new  continuous  Physicians  Personal  I 
| Use  Program.  | 

I 

I M.D.  I 


ADDRESS 


ARMOUR  PHARMACEUTICAL 
COMPANY  • KANKAKEE,  ILLINOIS 


CITY  STATE  ZIP  CODE 

% gr.  Vi  gr.  1 gr.  2 gr.  3 gr.  5 gr. 

Please  circle  potency  requested. 
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continued  from  page  516 

had  fulfilled  their  quota  which  had  been  established 
by  the  Oregon  Historical  Society  for  the  construction 
and  furnishing  of  the  McLoughlin  Room  in  that  So- 
ciety’s new  building  now  under  construction.  The 
report  stated  that  the  quota  for  physicians  had  been 
$12,500. 

The  recommendation  of  the  Reference  Committee 
was  that  the  report  of  the  Committee  on  Oregon 
Medical  History  be  adopted  and  that  its  Chairman, 
E.  G.  Chuinard  be  given  a special  commendation. 

The  recommendation  of  the  Reference  Committee 
was  adopted. 

Part  4 

Resolution  18  introduced  by  the  Committee  on 
Disaster  Medical  Care  reads: 

RESOLVED,  that  component  medical  societies 
and  local  medical  communities  study  the  present 
ambulance  services  now  being  offered  and  seek 
their  improvement  where  necessary  to  acceptable 
standards;  and  be  it  further 

RESOLVED,  that  this  Committee  be  authorized 
to  develop  a legislative  proposal  relating  to  ambul- 
ance standards  for  introduction  in  1967  Legislature 
and  to  work  with  the  Oregon  Ambulance  Association 
and  the  Oregon  Volunteer  Ambulance  Association 
in  preparation  and  sponsorship. 

The  recommendation  of  the  Reference  Committee 
was  that  Resolution  18  be  adopted. 

The  recommendation  of  the  Reference  Committee 
relative  to  Resolution  18  was  adopted. 

Part  5 

Resolution  20  introduced  by  Norman  A.  David  of 
the  Multnomah  County  delegation  and  relating  to 
the  location  of  the  clinical  meeting  of  the  American 
Medical  Association  reads: 

RESOLVED,  that  the  selection  of  the  location  of 
the  meeting  places  of  the  Fall  Clinical  Convention 
of  the  American  Medical  Association  be  in  a city 
or  metropolitan  area  ^vherein  is  located  one  or  more 
medical  schools;  and  be  it  further 

RESOLVED,  that  one  of  the  medical  schools  in 
the  selected  metropolitan  area  be  designated  as  “co- 
host” with  the  host  component  county  medical 
society  sponsoring  the  meeting  and  that,  with  the 
cooperation  of  the  Council  on  Medical  Education, 
that  the  faculty  and  medical  students  of  the  “co- 
host” medical  school  be  invited  to  participate  fully 
in  all  aspects  of  the  program,  including  token  repre- 
sentation at  the  assemblies  of  the  House  of  Dele- 
gates of  the  American  Medical  Association. 

The  recommendation  of  the  Reference  Committee 
was  that  Resolution  20  be  adopted. 

After  an  extended  period  of  discussion  by  the 
Delegates  and  upon  motion  duly  made,  seconded  and 
carried,  it  was  voted  that  Resolution  20  be  laid  on 
the  table. 

Part  6 

Resolution  15  introduced  by  the  Clatsop  County 
Medical  Society  which  recommended  increased  sup- 


port on  the  part  of  the  Oregon  Medical  Association 
of  northwest  medicine  reads: 

RESOLVED,  that  this  Association  does  hereby 
favor  consideration  of  an  increase  in  the  subscription 
price  to  $5.00  to  members  of  the  Oregon  Medical 
Association. 

The  recommendation  of  the  Reference  Committee 
was  that  the  Oregon  Medical  Association  give  con- 
sideration to  increasing  its  annual  per-member  con- 
tribution to  NORTHWEST  MEDICINE  from  $3  to  $5 
and  for  this  purpose  that  a comprehensive  report  on 
the  status  of  that  publication  be  prepared  for  sub- 
mission to  this  House  of  Delegates  at  its  1935  An- 
nual Meeting. 

The  recommendation  of  the  Reference  Committee 
relative  to  Resolution  15  was  adopted  by  action  of 
the  House  of  Delegates. 

Part  7 

Resolution  9 introduced  by  the  Tillamook  County 
Medical  Society  which  recommended  action  on  the 
part  of  the  Oregon  Medical  Association  to  increase 
participation  in  Oregon’s  physician-sponsored  pre- 
payment plan  reads: 

RESOLVED,  that  through  a special  committee  the 
Oregon  Medical  Association  develop  and  implement 
a program  to  increase  membership  in  Oregon  Physi- 
cians’ Service  and  the  four  independent  physician- 
sponsored  plans  to  eventually  achieve  a minimum 
of  95  per  cent  participation  of  practicing  physicians. 

The  recommendation  of  the  Reference  Committee 
was  that  Resolution  9 be  amended  to  read  as  follows, 
and  adopted: 

RESOLVED,  that  the  Committee  on  Voluntary 
Health  Insurance  of  the  Oregon  Medical  Association 
develop  and  implement  a program  to  increase  mem- 
bership in  Oregon  Physicians’  Service  and  the  four 
independent  physician-sponsored  plans. 

The  recommendation  of  the  Reference  Committee 
relative  to  Resolution  9 was  adopted. 

Part  8 

Resolution  11  introduced  by  the  Tillamook  County 
Medical  Society  which  related  to  the  composition 
of  the  Board  of  Trustees  of  the  Oregon  Medical 
Association  reads: 

RESOLVED,  that  the  Board  of  Trustees  be  com- 
posed of  at  least  one  member  from  each  component 
county  society  or  district  society,  and  that  there  also 
be  designated  an  alternate  member  for  each  member 
of  the  Board  of  Trustees  to  further  insure  universal 
representation  at  all  Board  meetings. 

The  recommendation  of  the  Reference  Committee 
was  that  Resolution  11  not  be  adopted  but  that  the 
secretary  of  each  component  society  be  supplied 
with  an  announcement  and  a tentative  agenda  of 
each  meeting  of  the  Board  of  Trustees  well  in  ad- 
vance of  such  meeting. 

The  recommendation  of  the  Reference  Committee 
relative  to  Resolution  11  was  adopted  by  the  House. 
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Part  9 

Resolution  16  introduced  by  the  Benton  County 
Medical  Society  which  proposed  a revision  of  the 
Bylaws  with  respect  to  the  levying  of  dues  and 
assessments  reads: 

RESOLVED,  that  the  Bylaws  of  the  Oregon 
Medical  Association  be  properly  amended  so  that 
dues  and  assessments  can  be  levied  only  by  the 
House  of  Delegates  and  not  by  the  Board  of  Trust- 
ees. 

The  recommendation  of  the  Reference  Committee 
was  that  Resolution  16  not  be  adopted. 

The  recommendation  of  the  Reference  Committee 
relative  to  Resolution  16  was  adopted. 

Part  10 

Resolution  19  introduced  at  the  request  of  six 
members  of  the  Association  from  Multnomah  Coun- 
ty, which  related  to  the  status  of  the  special  assess- 
ment for  the  Information-Education  Program,  reads: 
RESOLVED,  that  it  is  the  consensus  of  the  House 
of  Delegates  that  the  Board  of  Trustees  reconsider  its 
action  of  January  9,  1965,  and  place  the  assessment 
described  herein  on  a voluntary  rather  than  a com- 
pulsory basis. 

The  recommendation  of  the  Reference  Committee 
was  that  Resolution  19  not  be  adopted. 

The  recommendation  of  the  Reference  Committee 
was  adopted  by  the  House  of  Delegates. 

Part  1 1 

Resolution  3 introduced  as  Recommendation  1 by 
the  Committee  on  Medical  Education,  which  related 
to  the  support  of  medical  education  and  medical 
research  and  which  that  Committee  recommended 
be  introduced  at  the  1965  Annual  Meeting  of  the 
House  of  Delegates  of  the  American  Medical  Asso- 
ciation, reads: 

RESOLVED,  that  the  American  Medical  Associa- 
tion adopt  the  policy  that  support  of  medical  edu- 
cation should  be  optimum  from  all  sources  including 
private  support  from  individuals,  corporations,  foun- 
dations, and  trusts,  and  governmental  support  from 
local,  state,  and  federal  tax  monies;  and,  be  it  further 
RESOLVED,  that  the  use  of  public  funds  in  the 
area  of  medical  education  be  for  general  institutional 
support;  and  be  it  still  further 

RESOLVED,  that  the  use  of  public  funds  for 
medical  research,  an  appropriate  balance  between 
categorical  and  institutional  aid  be  maintained. 

The  recommendations  of  the  Reference  Committee 
were: 

L— That  paragraph  4 of  the  Resolution  be 
amended  to  read: 

WHEREAS,  medical  educaton  as  well  as 
medical  research  should  have  optimum,  broad 
based  support  in  order  to  provide  the  highest 
quality  of  health  care  today  and  in  the  future; 
and, 

2.— That  the  second  “Resolved”  be  amended 
to  read  as  follows: 


RESOLVED,  that  any  use  of  public  funds  in 
the  area  of  medical  education  be  for  general 
institutional  support  under  local  control;  and, 

3.— That  Resolution  3 as  amended  be  adopted 
but  that  the  time  of  its  presentation  to  the 
House  of  Delegates  of  the  American  Medical 
Association  be  left  to  the  discretion  of  the  Asso- 
ciation’s Committee  on  National  Policy. 

The  recommendations  of  the  Reference  Committee 
relative  to  Resolution  3 were  adopted  by  the  House. 

Part  12 

The  report  of  the  Committee  on  Medical  Educa- 
tion also  included  the  following  recommendations: 

2. — That  the  Committee  on  Medical  Education  be 
designated  as  a special  reference  committee  at  the 
1965  Annual  Meeting  of  the  House  of  Delegates  of 
this  Association  for  the  purpose  of  conferring  with 
representatives  of  component  societies,  other  state 
medical  organizations  and  individual  members  of 
the  Association  for  the  purpose  of  exploring  the 
needs  for  continuing  medical  education  programs  in 
Oregon. 

3. — That  the  Committee  be  authorized  to  send  one 
or  two  of  its  members  to  the  Annual  Meeting  of  the 
Washington  State  Medical  Association,  September 
12-15  in  Seattle  to  audit  a special  one-day  confer- 
ence on  continuing  medical  education  in  that  State. 

4. — That  the  Association,  through  the  Committee 
on  Medical  Education,  co-sponsor  and  co-support  a 
special  conference  on  the  utilization  of  hospitals  in 
continuing  medical  education  in  cooperation  with 
the  hospital  medical  education  directors  of  Oregon. 

The  recommendations  of  the  Reference  Committee 
were:  that  Recommendation  3 be  amended  by  add- 
ing the  following  phrase,  “and  at  no  expense  to  the 
Oregon  Medical  Association;”  and  that  Recommenda- 
tions 2,  3 and  4 of  the  Committee  on  Medical  Edu- 
cation as  amended  be  adopted. 

The  recommendations  of  the  Reference  Committee 
were  adopted. 

Part  13 

The  report  of  the  Committee  on  Revision  of 
Articles  of  Incorporation  and  Bylaws  contained  the 
following  recommendations: 

That,  to  provide  for  the  election  of  alternate 
trustees  in  and  for  all  trustee  districts,  the  following 
amendments  to  Section  11  of  Chapter  VII  of  the 
Bylaws  be  adopted: 

a. — That  Section  11.  (a)  be  amended  to  read: 

(a)— An  alternate  trustee  shall  be  elected  for 
each  trustee  provided  for  in  accordance  with 
Subsections  (a),  (b),  and  (c)  of  Section  10 
of  this  Chapter. 

b. — That  Section  11.  (e)  be  amended  to  read: 

(e)— Upon  the  adoption  of  Subsection  (a)  of 
this  Section,  alternate  trustees  shall  be  elected 
as  provided  in  Subsection  (d)  and  (e)  of  Sec- 
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tion  10  of  this  Chapter  in  Trustee  Districts  No. 

1,  No.  2,  No.  3,  No.  4,  No.  5,  No.  6,  and  No. 

12.  The  terms  of  alternate  trustees  elected  in 
accordance  with  this  Subsection  shall  begin  the 
day  of  their  election  and  shall  expire  on  the  date 
on  which  the  term  of  the  duly  elected  trustee 
in  and  for  their  respective  districts  expires. 

That  to  clarify  the  procedures  for  electing  officers 
of  this  Association,  Chapter  VIII,  Section  5 of  the 
Bylaws  be  amended  to  read: 

Section  5.  The  election  of  a President-Elect,  Vice 
President,  Secretary-Treasurer,  and  Speaker  of  the 
House  of  Delegates,  shall  be  conducted  at  the  an- 
nual general  business  meeting  which  shall  be  con- 
vened immediately  following  the  adjournment  of 
the  final  session  of  the  House  of  Delegates  at  each 
annual  meeting  of  the  Association.  Additional  nom- 
inations may  be  made  from  the  floor  by  members  in 
good  standing  who  are  entitled  to  vote.  The  Secre- 
tary-Treasurer shall  notify  such  members  of  the  time 
and  place  of  the  annual  general  business  meeting. 
Fifty  members  in  good  standing  who  are  entitled  to 
vote  shall  constitute  a quorum  at  such  meeting. 

That  the  House  of  Delegates  at  its  1965  Midyear 
Meeting  consider  and  direct  the  Committee  on  Re- 
vision of  Articles  of  Incorporation  and  Bylaws  re- 
garding its  wishes  with  respect  to  the  composition 
of  the  Board  of  Trustees. 

The  recommendations  of  the  Reference  Committee 
were  that  Recommendations  1 and  2 be  adopted; 
that  no  change  be  made  in  the  composition  of  the 
Board  of  Trustees  at  this  time. 

The  recommendations  of  the  Reference  Committee 
were  adopted. 

Part  14 

The  joint  report  of  the  Committees  on  Child 
Health  and  Public  Health  contained  the  following 
recommendations : 

1. — That  the  members  of  this  Association  and  the 
physicians  of  Oregon  generally  be  advised  regarding 
the  amendments  to  the  Oregon  Phenylketonuria  Act 
adopted  by  the  1965 ‘Oregon  Legislative  Assembly 
and  urged  to  comply  with  the  policy  established  by 
this  Act. 

2. — That  the  Association  reaffirm  its  long-standing 
policy  of  urging  each  citizen  of  Oregon  to  become 
protected  against  all  those  diseases  for  which  a 
recognized  immunizing  agent  is  available  and  that 
each  physician  assume  responsibility  for  encourage- 
ing  his  patients  to  seek  this  protection  and  further, 
that  physicians  give  special  emphasis  to  immuniza- 
tion at  this  time  since  April  1965  has  been  designated 
“Immunization  Month”  by  the  Oregon  State  Board 
of  Health. 

3. — That  component  medical  societies  cooperate 
with  local  health  departments  and  school  districts  in 
their  areas  of  jurisdiction  in  the  conduct  of  “Oper- 
ation Head  Start”  being  sponsored  under  the  Eco- 
nomic Opportunity  Act  for  preschool  children  from 
“disadvantaged  areas.” 


4. — That  the  Oregon  Medical  Association  partici- 
pate in  a program  recommended  by  the  Oregon  Joint 
Committee  on  Health  Problems  in  Education  to 
foster  the  evaluation  of  health  problems  among 
school  children  who  underachieve. 

5. — That  it  be  declared  to  be  the  policy  of  the 
Oregon  Medical  Association  that  the  participation 
of  girls  and  women  in  sports  should  be  encouraged 
but  that  girls  and  women  participating  in  sports 
activities  should  be  given  the  same  degree  of  con- 
ditioning and  medical  supervision  as  boys  and  men. 

The  recommendations  of  the  Reference  Committee 
were  that  Recommendations  1,  2,  4 and  5 contained 
in  the  joint  report  of  the  Committees  on  Child  Health 
and  Public  Health  be  adopted;  that  Recommenda- 
tion 3 be  amended  by  substituting  the  word  “advise” 
for  the  word  “cooperate”  which  appears  in  the  first 
line  of  that  recommendation  and  then  be  adopted. 

The  recommendations  of  the  Reference  Committee 
were  adopted. 

Report  of  Committee  on  Resolutions 

Melvin  W.  Breese,  Chairman  of  the  Committee 
on  Resolutions  submitted  eleven  resolutions  express- 
ing the  Association’s  appreciation  and  commendation 
to  its  officers,  committee  chairmen,  its  Woman’s 
Auxiliary  and  others  who  have  contributed  to  the 
affairs  of  the  Association  and  especially  the  Midyear 
Meeting  of  the  House  of  Delegates.  The  Resolutions 
are: 

RESOLVED,  that  the  Oregon  Medical  Association 
gives  full  recognition  to  Raymond  M.  McKeown 
for  his  exceptional  service  on  behalf  of  American 
medicine  in  his  capacity'  as  Trustee  of  the  .American 
Medical  Association;  as  a member  of  that  Associ- 
ation’s Task  Force  on  Federal  Health  Legislation; 
as  Chairman  of  the  Committee  on  Medical  Rating  of 
Physical  Impairment;  as  President  of  the  American 
Medical  Association  Education  and  Research  Foun- 
dation and  in  many  other  capacities;  and  makes 
special  note  of  his  contribution  to  the  deliberations 
of  this  meeting  of  the  House  of  Delegates. 

RESOLVED,  that  the  Oregon  Medical  Associ- 
ation hereby  reaffirms  its  full  support  of  its  officers, 
trustees  and  committee  members  who  have  contrib- 
uted so  greatly  to  the  conduct  of  its  affairs,  fre- 
quently at  much  personal  sacrifice. 

RESOLVED,  that  the  House  of  Delegates  recog- 
nizes the  exceptional  contribution  of  its  reference 
committees  at  this  1965  Midyear  Meeting  through 
the  orderly  and  democratic  manner  in  which  they 
conducted  their  sessions  and  the  thoughtful  judg- 
ments which  their  reports  reflect. 

RESOLVED,  that  the  Oregon  Medical  Associ- 
ation recognizes  the  special  contributions  which 
Morris  K.  Crothers  and  Mrs.  E.  G.  (Fritzi)  Chuin- 
ard  are  making  in  the  interests  of  the  medical  pro- 
fession generally  and  the  citizens  of  the  State  of 
Oregon  by  their  service  in  the  Oregon  State  Legis- 
lature. 

RESOLVED,  that  the  Oregon  Medical  Association 
again  reaffirms  its  appreciation  to  the  Woman’s 
Auxiliary  for  its  invaluable  contributions  to  the  cause 
of  medicine  and  the  public  health  and  especially 
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recognizes  Mrs.  Guy  R.  McCutchan,  President  and 
Mrs.  John  R.  Boe,  President-Elect  for  their  excep- 
tional leadership. 

RESOLVED,  that  the  Oregon  Medical  Association 
recognizes  the  able  guidance  of  Mr.  John  J.  Cough- 
lin, its  Legal  Counsel,  and  expresses  appreciation 
for  his  careful  attention  to  its  affairs. 

RESOLVED,  that  special  commendation  be  ex- 
tended to  Mr.  John  P.  Misko,  the  Legislative  Rep- 
resentative for  this  Association,  for  his  tireless  and 
most  effective  efforts  in  conveying  the  views  and 
opinions  of  this  Association  to  the  members  of  the 
1965  Oregon  Legislative  Assembly. 

RESOLVED,  tnat  the  Oregon  Medical  Association 
expresses  sincere  appreciation  to  Mr.  Robert  B. 
Throckmorton,  General  Counsel  for  the  American 
Medical  Association,  for  his  thoughtful  and  timely 
interpretations  of  the  Principles  of  Medical  Ethics 
at  this  meeting  of  our  House  of  Delegates. 

RESOLVED,  that  the  Oregon  Medical  Association 
is  indebted  to  The  Right  Reverend  Francis  J.  Schaef- 
ers, Pastor  of  the  St.  Mary’s  Cathedral  of  Portland, 
for  his  thoughtful  invocation  at  our  opening  session 
which  set  the  tone  for  our  deliberations. 

RESOLVED,  that  the  Oregon  Medical  Associ- 
ation recognizes  the  services  of  its  Executive  Secre- 
tary, Mr.  Roscoe  K.  Miller,  and  his  staff  for  their 
efficient  and  dedicated  service  at  this  meeting  of  the 
House  of  Delegates  and  throughout  the  year. 

RESOLVED,  that  the  Oregon  Medical  Association 
expresses  appreciation  to  the  Hilton  Hotel  and  its 
staff  for  their  excellent  attention  to  our  needs  at 
this  meeting  of  our  House  of  Delegates. 

The  recommendations  of  the  Committee  on  Reso- 


lutions were  adopted  by  action  of  the  House  of 
Delegates. 

Miscellaneous 

Attendance  at  the  1965  Midyear  Meeting  of  the 
Association’s  House  of  Delegates  was  unusually 
good.  Ninety-one  officers,  official  delegates  of  com- 
ponent societies  and  other  officio  members  were 
registered  out  of  a possible  total  of  110.  Five  com- 
ponent societies,  however,  were  not  represented 
by  delegates.  They  were  Baker,  Eastern  Oregon, 
Grant,  Lake  and  Washington  counties. 

The  Woman’s  Auxiliary  for  the  Oregon  Medical 
Association  held  its  1965  Annual  Meeting  at  the 
Sheraton  Motor  Inn  on  Friday,  April  23.  Mrs.  John 
R.  Boe  of  Grants  Pass  was  installed  as  President 
succeeding  Mrs.  Guy  R.  McCutchan  of  Portland 
and  Mrs.  Howard  C.  Emmerson  of  Portland  was 
named  President-Elect.  In  addition  to  the  usual 
business  meeting,  the  program  featured  three  special 
guest  speakers  including  Mr.  Robert  B.  Throckmor- 
ton, General  Counsel,  AMA;  Mrs.  Elizabeth  Margulis, 
Field  Service,  AMA;  and  Mr.  Darrell  Coover,  Direc- 
tor, Community  Relations,  AMA. 

Respectfully  submitted, 

ROBERT  T.  BOALS,  M.D. 

Secretary-Treasurer,  OMA 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292-2641  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of  your 
problems  relating  to  Alco- 
holism as  a courtesy  to  the 
profession.  Telephone  at 
any  hour.  Illustrated  litera- 
ture on  request. 

MEDICAL  STAFF 
John  R.  Montague,  M.D. 
Merle  M.  Kurtz,  M.D. 

Marvin  J.  Weinstein,  M.D. 
Norris  H.  Perkins,  M.D. 

John  W.  Evans,  M.D.,  Consult- 
ing Psychiatrist 

Physicians 


521 

Northwest  Medicine,  July  1965 


One  of  the  three  pleasant  patients'  lounges  in  the  new  Shadel  Hospital. 
The  hospital,  designed  specifically  for  the  treatment  of  alcoholism,  is 
completed  and  in  operation  at  12001  Ambaum  Boulevard,  S.W.,  Seattle. 
CH  4-8100. 


The>  setting  for  the  52-bed  hospital  is  in  a suburban  area  which  provides 
the  convenience  of  close  contact  with  all  of  the  medical  facilities  of  the  City  of 
Seattle,  combined  with  the  quiet  surroundings  and  peaceful  atmosphere  of  a 
secluded  district. 

The  design  of  the  hospital  is  both  modern  and  functional  and  will  maintain 
the  personal  and  homelike  atmosphere  which  has  been  synonymous  with  Shadel 
Hospital  treatment. 


APPROVED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION  MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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WASHINGTON 


Washington  State  Medical  Association  1800  Terry  Avenue,  Seattle,  Washington  98101 

president  Roland  D.  Pinkham,  M.D.,  Seattle 

secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 

annual  meeting  September  12-15,  1965,  Seattle 


CONSTITUTIONAL  AMENDMENT 


PROPOSED  AMENDMENT  TO  ARTICLE  V SEC- 
TIONS 1 AND  2 AND  ARTICLE  VII,  SECTION  2 
OF  THE  CONSTITUTION  OF  THE  WASHINGTON 
STATE  MEDICAL  ASSOCIATION 


ARTICLE  V-OFFICERS 
Section  1 . Officers  Listed. 

The  officers  of  this  Association  shall  be  the 
President,  President-Elect,  the  Immediate  Past- 
President,  Vice  President,  Speaker  of  the  House 
of  Delegates,  Secretary-Treasurer,  Assistant  Sec- 
retary-Treasurer, and  ((fourteen))  eighteen  elected 
Trustees,  four  of  whom  shall  be  elected  from  each 
trustee  district  as  hereinafter  provided,  and  ((six)) 
ten  of  whom  shall  be  elected  from  the  state  as 
a whole  provided  that  not  more  than  two  elected 
trustees  shall  be  elected  from  any  one  component 
society. 

Section  2.  Tenure  of  Officers. 

The  House  of  Delegates  at  its  regular  annual 
session  shall  elect  the  following  officers  to  serve 
the  terms  indicated: 

President-Elect  One  Year 

Vice  President  One  Year 

Secretary-Treasurer  Three  Years 

Ass't  Secretary-Treasurer  One  Year 


Speaker  of  the  House  of  Delegates  One  Year 
Four  trustees,  two  from  each  of 
the  two  trustee  districts  as 
hereinafter  provided  Two  Years 

((Six))  Ten  Trustees,  State-at-Large  One  Year 

ARTICLE  VII— BOARD  OF  TRUSTEES 
Section  2.  Composition. 

The  Board  of  Trustees  shall  consist  of  the 
President,  President-Elect,  Vice  President,  the  Im- 
mediate Past-President,  Speaker  of  the  House 
of  Delegates,  Secretary-Treasurer,  Assistant  Sec- 
retary-Treasurer, Chairman  of  the  Finance  Com- 
mittee, Chairman  of  the  Committee  on  Medical 
Defense,  Delegates  to  th  American  Medical  As- 
sociation and  ((fourteen))  eighteen  elected 
trustees. 

Vernon  W.  Spickard,  Chairman 
Committee  on  Revision  of  Constitution 
and  By-Laws 

Those  portions  of  the  sections  presented  for 
amendment  enclosed  within  ((  ))  are  parts  to  be 

deleted  from  the  Constitution  or  By-Laws;  and, 
those  parts  in  bold  face  are  the  portions  to  be 
added  by  the  proposed  amendment. 


WSMA  76th  Annual  Convention,  September  12  - 15 


The  76th  Annual  Convention  of  the  Washington 
State  Medical  Association  will  convene  in  Seattle, 
September  12-15  at  the  Olympic  Hotel.  Roland  D. 
Pinkham,  Seattle,  President,  is  urging  all  members 
to  take  an  active  part  in  the  scientific,  business  and 
social  aspects  of  the  meeting.  Dr.  Pinkham  is  also 
urging  members  to  take  an  active  part  in  this  year’s 
session  of  the  House  of  Delegates  and  Reference 


Committee  Meetings  which  will  determine  WSMA 
policy  and  activities  for  the  coming  year. 

The  Scientific  Program  for  1965  is  under  the 
Chairmanship  of  Robert  F.  Willkens,  Seattle.  Dr. 
Willkens  has  announced  that  10  Guest  Scientific 
Speakers  will  take  part  in  the  three  full  days  of 
scientific  meetings  scheduled  for  Monday,  Tuesday 
and  Wednesday.  continued  on  page  527 
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A 


PRESIDENTS  page 


ROLAND  D.  PINKHAM,  M.D. 


I have  just  returned  from  New  York  where  the  114th 
Annual  Convention  of  the  A.M.A.  was  held.  As  your 
President,  it  was  my  duty  to  attend  the  House  of 
Delegates  Meetings  and  deliberations  with  our  Dele- 
gates and  State  Officers.  I have  attended  the  last 
four  meetings  of  the  House,  but  I must  say,  I have 
never  witnessed  such  a thoughtful,  serious  and  dedi- 
cated group  of  men  probing  for  the  answers  of  today 
that  may  yet  be  the  hope  and  realizations  of  tomor- 
row. “Professional  responsibility”  is  certainly  not  a 
dead  issue,  though  it  seems  to  be  only  a faint  whisper 
in  today’s  raucous  society.  As  I sat  hour  on  end,  and 
participated  in  the  Reference  Committee  delibera- 
tions, I was  greatly  impressed  with  the  tenor  and 
dedication  with  which  people  spoke  and  argued. 
At  no  time  did  it  become  vindictive,  bitter  or  threat- 
ening. The  honesty  and  sincerity  of  all  speakers  was 
only  exceeded  by  their  sober  reaffirmations  of  our 
dedication  to  principles. 

The  tragedy  of  this  meeting,  as  with  so  many 
in  the  past,  is  that  what  was  said  in  the  House  of 
Delegates  and  what  was  reported  in  the  press, 
were  in  feeling  and  content,  poles  apart.  This  is  the 
day  of  the  sensationalist.  The  press  representatives 
in  attendance  numbered  from  20  to  50,  and  yet  in 
all  the  papers  in  New  York  City,  there  was  hardly 
one  favorable  report  even  though  I’m  sure  none  of 
the  reporters  had  ever  witnessed  a display  of  demo- 
cracy such  as  this  before.  It  is  interesting  to  note, 
however,  that  before  the  meeting  was  concluded, 
there  was  a definite  “warming  trend”  in  the  report- 
ing. It  will  be  interesting  to  see  what  the  editorials 
in  other  papers  and  periodicals  will  state.  There  is  no 
question  the  image  of  the  A.M.A.  and  the  individual 
doctor  took  a decided  leap  forward,  and  it  is  only 
hoped  this  will  be  reflected  in  the  editorials.  It  is 
most  interesting  to  note  that  the  staged  televised 
picket  line  of  senior  citizens  in  front  of  the  Ameri- 


cana Hotel  lasted  a very  short  time— only  long 
enough  to  be  televised  and,  within  hours,  beamed 
over  the  entire  country.  It  is  most  disheartening  to 
see  how  shabbily  the  integrity  and  sincerity  of  a 
responsible  profession  and  professional  organization 
are  treated  when  dealing  with  basic  social  and  philo- 
sophical concepts.  I often  wonder  how  the  press 
would  like  to  be  censored  by  government  control  as 
we  are  being  at  this  time.  They  obviously  would  say 
their  Constitutional  rights  are  being  infringed  upon; 
but  let  us  say  this,  and  they  immediately  distort  and 
discredit  our  purpose  and  motives.  Despite  all  this, 
I think  I am  correct  in  stating  the  A.M.A.  has  lost 
nothing  of  the  purpose  and  significance  of  our  pro- 
fession. 

Our  new  President,  James  Appel,  and  our  Presi- 
dent-Elect, Charles  Hudson,  are  trying  to  steer  a 
careful  and  considered  course  to  stress  the  need  for 
physicians  to  adapt  themselves  to  a changing  society. 
Dr.  Hudson  reemphasized  the  need  for  continuing 
medical  education,  accreditation  of  hospitals,  resi- 
dencies and  internships,  medical  services,  drug  reg- 
ulation and  the  many  and  varied  other  services  the 
A.M.A.  provides. 

Their’s  is  not  an  easy  task,  for  the  political,  eco- 
nomic and  social  forces  are  ever  changing  and  the 
needs  of  society  are  not  fixed.  Perhaps  the  only  basic 
concept  that  must  not  and  dare  not  change  is  our 
professional  integrity.  There  are  forces  at  work  which 
would  divide  us— some  of  these  are  deliberate  and 
others  circumstantial.  No  doubt  the  concept  of  gov- 
ernment institutional  control,  financed  by  unbridled 
federal  money,  is  the  most  serious  threat  to  the  future 
of  medical  education  as  well  as  good  medical  care. 
The  emphasis  on  the  treatment  of  disease,  as  pro- 
posed by  the  DeBakey  report,  rather  than  the  treat- 
ment of  the  individual,  was  taken  up  in  great  detail. 
Certainly  no  one  questions  that  the  objectives  are 
laudable;  but  the  recommendations  should  be  dis- 
cussed thoroughly  and  openly  at  state  and  county 
levels,  and  then  the  findings  reported  to  the  A.M.A. 
Board  of  Trustees  and  Councils  involved.  Certainly 
there  was  much  adverse  testimony  by  those  who 
have  studied  this  concept  carefully.  In  our  state  there 
would  appear  little  need  for  the  program  at  this 
time.  In  general  it  was  felt  that  it  was  a step  back- 
ward for  it  did  not  take  into  consideration  the 
strength  and  accomplishments  of  the  existent  pat- 
tern of  medical  education  research  and,  particularly, 
patient  care. 

Non-participation  resolutions  were  discussed  at 
length.  There  was  no  question  in  anyone’s  mind  that 
this  subject  was  the  issue  of  greatest  concern.  Some 
80  witnesses,  including  the  President  of  the  Associa- 
tion, took  up  four  hours  of  hearings  on  this  sub- 
ject alone.  Certainly  President  Appel’s  address  should 
be  read  by  every  member  for  he  was  grossly  mis- 

continued  on  page  534 
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Vegetable:  Close-up  of 
pineapple,  one  of  numerous 
fruits  or  vegetables  which 
may  be  considered  potential 
sensitizers  or  primary 
irritants  in  establishing  the 
cause  of  contact  dermatitis. 


Whatever 
the  cause  of 
contact 
dermatitis 


Availability : Cream  0.025% — 
for  initiation  of  therapy — 

5 and  15  gm.  tubes,  425  gm.  jars. 
Cream  0.01% — for  maintenance 
therapy — 45  gm.  tubes. 

Ointment  0.025% — for  emollient 
effect — 15  gm.  tubes. 

Neo-Synalar  Cream — for  infected 
dermatoses — 5 and  15  gm.  tubes. 
Solution  0.01% — for  intertriginous 
or  hairy  sites — 20  cc.  plastic 
squeeze  bottles. 


sunalan 

**  [fluocinolone  acetonide] 


• offers  highest  topical 
corticosteroid  activity1’5,6 

• provides  rapid  anti- 
inflammatory, antipruritic 
effects1-4 

• produces  therapeutic 
results  comparable  to 
systemic  and  intralesional 
corticosteroids,  with 
fewer  hazards2,7 


1.  Cahn,  M.  M.  and  Levy,  E.  J.: 

J New  Drugs  1 : 262  (Nov-Dec)  1961. 

2.  Kanee,  B.:  Canad  Med  Assn  J 

88:999  (May  18)  1963.  3.  Meenan, 

F.  O.:  J Irish  Med  Assn  52: 75 
(Mar)  1963.  4.  Samitz,  M.  H.: 

Curr  Ther  Res  4:589  (Dec)  1962. 

5.  McKenzie,  A.  W.:  Arch  Derm 
£ff.-611  (Nov)  1962.  6.  Scholtz,  J.  R., 

et  al:  Scientific  Exhibit,  12th 
International  Congress  Dermatology 
(Sept)  1962.  7.  Scholtz,  J.  R. : 

Calif  Med  95 ;224  (Oct)  1961. 


Precautions : Synalar  preparations 
are  virtually  nonsensitizing  and 
nonirritating.  Neomycin  rarely 
produces  allergic  reactions.  As  with 
all  antibiotics,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible 
organisms;  if  this  occurs, 
appropriate  therapy  should  be 
instituted.  Although  side  effects  are 
not  ordinarily  encountered  with 
topically  applied  corticosteroids,  as 
with  a drug,  a few  patients  may 
react  unfavorably.  Where  there  is 
systemic  infection  or  severe  local 
infection,  systemic  antibiotics 
should  be  considered,  based 
on  susceptibility  testing. 

Contraindications : Tuberculous, 
fungal  and  most  viral  lesions  of  the 
skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not 
for  ophthalmic  use. 


when  contact  dermatitis  is 
complicated  by  infection 

neo- 

SMinalam 

10  025%  9_w  FLUOCINOLONE  ACETONIDE.  0 5%  NEOMYCIN  SULFATE] 


an  original  steroid  from 


SYNTEX^ 


LABORATORIES  INC  . PALO  ALTO.  CALIF 


continued  from  page  523 

Specialty  Sessions  have  been  scheduled  for  the 
early  morning  and  late  afternoon  with  this  year’s 
General  Session  covering  topics  on  sex  and  the  prac- 
ticing physician;  physician  education;  population 
explosion  and  survival  in  the  Northwest,  beginning 
at  11:00  a.m.  each  morning. 

Alexander  H.  Bill,  Jr.,  Seattle,  and  his  Scientific 
Exhibit  Committee  have  selected  twelve  outstanding 
exhibits  for  display  in  the  Spanish  Lounge. 

Alfred  Sheridan,  Seattle,  is  the  1965  President 


of  the  Washington  State  Medical  Golf  Association, 
whose  annual  tourney  will  be  held  Monday,  Septem- 
ber 13. 

The  Annual  Salmon  Derby  will  again  be  under 
the  capable  guidance  of  Wayne  Chesledon  and  C. 
R.  Smith,  Seattle. 

All  members  are  urged  to  participate  in  the  social 
functions,  swap  an  anecdote  with  an  old  friend, 
listen  to  and  meet  the  guest  speakers,  and  carry 
home  ideas  for  better  health  in  your  individual 
communities. 


State  Legislation—  1 965 


The  following  is  a resume  of  the  medical  legis- 
lation introduced  and  acted  upon  in  Olympia  from 
January  11  to  May  7: 

Abused  or  Neglected  Children,  Sub.  H.B.  67,  Pass- 
ed—Any  person  licensed  by  this  state  to  practice 
medicine  and  surgery,  osteopathy  and  surgery,  den- 
tistry, chiropody  or  chiropractic  may  report  or  cause 
a report  to  be  made  to  a proper  law  enforcement 
agency  when  he  has  cause  to  believe  that  a child 
under  the  age  of  eighteen  years  brought  before 
him  or  coming  to  him  for  examination,  care,  or 
treatment,  has  had  physical  injury  or  injuries  in- 
flicted upon  him,  other  than  by  accidental  means, 
or  who  is  found  to  be  suffering  from  physical  neg- 
lect, or  sexual  abuse. 

The  law  enforcement  agency  means  the  police 
department,  the  prosecuting  attorney  or  the  office 
of  the  sheriff. 

Report  means  an  immediate  oral  report  may  be 
made  by  telephone  or  otherwise  to  the  proper  law 
enforcement  agency  and  may  be  followed  by  a report 
in  writing  containing  the  name,  address  and  age 
of  the  child,  address  of  the  parent  or  guardian  and 
the  nature  and  extent  of  current  and  previous  in- 
juries, abuses  or  neglect. 

Any  person  participating  in  the  making  of  a 
report  pursuant  to  this  act  or  participating  in  a 
judicial  proceeding  resulting  therefrom  shall  in  so 
doing  be  immune  from  any  civil  liability  that  might 
otherwise  be  incurred  or  imposed.  The  provisions 
of  the  “Abused  Child  Act”  shall  not  be  deemed 
violation  of  the  patient-physician  relationship  or 
confidence. 

In  judicial  proceedings  regarding  a child’s  in- 
juries, neglect  or  sexual  abuse,  or  cause  thereof, 
a physician  need  not  have  the  permission  of  his 
patient  to  testify  and  one  parent  can  testify  against 
another. 

Alcoholism,  H.B.  695,  Passed— Will  provide  State 
Department  of  Health  Division  of  Alcoholism  an  ad- 
ditional $300,000  out  of  liquor  revolving  fund  for 


community  facilities  throughout  the  state  for  care, 
treatment  and  rehabilitation  of  alcoholics. 

Advisory  Council  on  Aging,  H.B.  366,  Passed— 
The  Washington  State  Council  on  Aging  is  the  new 
name  for  the  original  Governor’s  Council  and  it  is 
now  an  official  advisory  council  to  the  Department 
of  Public  Assistance.  The  purpose  of  the  new 
council  is  to  improve  the  socio-economic  con- 
ditions of  the  aging.  Membership  includes  one 
person  from  each  legislative  district,  plus  additional 
members  from  the  legislature  and  on  the  basis  of 
known  experience  or  interest  in  the  welfare  of  the 
aged.  All  members  to  be  appointed  by  the  Governor. 

District  Hospitals,  S.B.  310,  Amended  and  Passed 
— W.S.M.A.  was  successful  in  amending  out  of  S.B. 
310  a provision  which  would  have  prohibited  physi- 
cians from  serving  on  District  Hospital  Boards.  An- 
other section  of  the  bill  questioned  by  W.S.M.A.,  but 
left  in  the  bill,  was  the  provision  to  have  district 
hospitals  comply  with  the  standards  set  by  the 
American  Hospital  Association.  The  W.S.M.A.  felt 
this  unnecessary,  as  all  hospitals  are  licensed  by  the 
Department  of  Health.  The  American  Hospital  Asso- 
ciation, as  well  as  the  Joint  Commission  on  the 
Accreditation  of  Hospitals,  does  not  consider  it  un- 
ethical for  osteopaths  to  be  members  of  hospital 
medical  staffs. 

Insurance,  H.B.  307,  Passed— Places  optometrists 
in  all  eye  care  insurance  programs  except  medical 
service  bureaus. 

H.B.  268,  Passed—  For  a number  of  sessions  the 
Department  of  Institutions  has  requested  the  legis- 
lature to  grant  a “conditional  state  license”  to  physi- 
cians from  out  of  state  wishing  to  practice  in  state 
hospitals,  the  reason  being  physician  shortage. 
At  the  recommendation  of  Rep.  (Dr.)  Alfred 
O.  Adams,  (Rep.),  Spokane,  the  conditional 
license  will  now  be  good  for  two  years  only,  and 
not  renewable.  The  Department  agreed  to  the 
change. 

continued  on  page  531 
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Antivert® 

(meclizine  HCI,  nicotinic  acid) 

Tablets:  (meclizine  HCI  12.5  mg.and 
nicotinic  acid  50  mg.) 

Syrup: (each  5 cc. teaspoonful  contains 
meclizine  HCI  6.25  mg.  and  nicotinic 
acid  25  mg.) 

stops  vertigo 

complete  to  moderate  relief 
in  9 out  of  10  patients1 

Antivert,  the  leading  anti-vertigo  prod- 
uct,2 combines  meclizine  HCI,  an  out- 
standing drug  for  treatment  of  vestibular 
dysfunction,  with  nicotinic  acid,  a drug 
of  choice  for  prompt  vasodilation.  Out  of 
50  patients  with  Meniere’s  syndrome,  re- 
mission of  symptoms  followed  Antivert 
therapy  in  41  (82%);  another  10%  (5 
patients)  experienced  moderate  relief.' 
Prescribe  Antivert  for  your  patients  with 
vertigo,  Meniere’s  syndrome  and  allied 
disorders. 

Dosage:  One  tablet  or  one  to  two  teaspoonfuls 
(5-10  cc.)  t.i.d.  just  before  meals.  Specific 
requirements  for  individual  patients  should  be 
determined  by  the  physician. 

Supplied:  Tablets  in  bottles  of  100  and  500. 
Syrup  in  pint  bottles.  Rx  only. 

Antivert'  ST 

(meclizine  HCI,  nicotinic  acid) 

most  widely  prescribed 
anti-vertigo  agent2 

Precautions  and  side  reactions:  Frequent, 
short-lived  reactions  include:  cutaneous  flush- 
ing, sensations  of  warmth,  tingling  and  itch- 
ing, burning  of  skin,  increased  gastrointestinal 
motility,  and  sebaceous  gland  activity.  In  ex- 
plaining these  reactions  to  the  patient,  it  is 
suggested  that  they  be  regarded  as  a desirable 
physiological  sign  that  the  nicotinic  acid  is 
carrying  out  its  intended  function  of  vasodila- 
tion. Because  of  this  vasodilation,  severe 
hypotension  and  hemorrhage  are  obvious 
contraindications  to  Antivert  therapy. 

References:  1.  Seal,  J.  C.:  Eye  Ear  Nose  & 
Throat  Month.  38:738  (Sept.)  1959.  2.  Based 
oh  1964  data  from  independent  physicians’ 
market  survey  organization. 

J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 
New  York,  N.Y.  10017 
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...and  when  your  Antiverf 
patients  are  near  or  past 
retirement  age 


Neobon© 

geriatric  supplement 


helps  keep  them 
‘on  the  go’  ^ 


Neobon  combines  hormones,  essential  hematopoietic  factors,  a digestive 
enzyme,  and  vitamins  and  minerals  with  the  important  amino  acids  L-lysine 
and  glutamic  acid.  When  used  as  adjunctive  therapy,  such  medication  has 
been  shown  to  be  of  value  in  treating  patients  with  the  geriatric  syndrome. '•* 
You,  too,  can  help  your  geriatric  patients  — with  or  without  vertigo  — lead  a 
more  active  life  by  prescribing  Neobon. 


Each  capsule  contains: 


(1)  Vitamins  and  Minerals 

Vitamin  A (acetate)  . 2000  U.  S.  P.  units 
Vitamin  D (irradiated 

ergosterol) 200  U.  S.  P.  units 

Vitamin  B,  (thiamine 

mononitrate,  U.  S.  P.) 0.5  mg. 

Vitamin  B2  (riboflavin, 

U.  S.  P.) 0.5  mg. 

Vitamin  Bs  (pyridoxine  HCI, 

U.  S.  P.) 0.5  mg. 

Niacinamide,  U.  S.  P 50  mg. 

Calcium  pantothenate, 

U.  S.  P 5 mg. 

Vitamin  E (from  alpha 

tocopherol  acetate) 5 I.U. 

Rutin,  N.F 5 mg. 

Cobalt  (from  cobalt 

sulfate) 0.033  mg. 

Molybdenum  (from  sodium 

molybdate) .- . . . 0.066  mg. 

Copper  (from 

copper  sulfate) 0.33  mg. 

Manganese  (from 

manganese  sulfate) 0.33  mg. 


Magnesium  (from 

magnesium  sulfate)  2 mg. 

Iodine  (from 

potassium  iodide) 0.05  mg. 

Potassium  (from 

potassium  sulfate) 1.66  mg. 

Zinc  (from 

zinc  sulfate) 0.4  mg. 

(2)  Hematopoietic  Factors 
Iron  (from 

ferrous  sulfate) 3.40  mg. 

Vitamin  Bn  (cobalamin 
concentrate,  N.F.,  as 

Stablets®) 1 meg. 

Vitamin  C (ascorbic  acid, 

U.  S.  P.)  50  mg. 

(3)  Digestive  Enzyme 

Pancreatic  substance* 50  mg. 

(4)  Gonadal  Hormones 

Methyltestosterone 1.0  mg. 

Ethinyl  estradiol 0.006  mg. 

(5)  Amino  Acids 

L-lysine  50  mg. 

Glutamic  acid 30  mg. 


‘'Enzymatically  active  defatted  material  from  250  mg.  of  whole  fresh  pancreas. 

Precautions:  Contraindicated  in  patients  in  whom  estrogen  or  androgen 
therapy  should  not  be  used,  as  in  carcinoma  of  the  breast  or  prostate. 
Dosage:  One  capsule,  t.i.d.  with  meals,  or  as  directed  by  physician. 
Supplied:  Bottles  of  60  capsules.  Rx  only. 

References:  1.  Dufficy,  R.  G.,  Jr.:  J.  Am.  Geriatrics  Soc.  5:936  (Nov.)  1957. 
2.  Ende,  M.:  Southwestern  Med.  38:625  (Oct.)  1957. 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 
New  York,  N.Y.  10017 
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Responds  Promptly  to 

PROTAMIDE 

—colloidal  solution  of  denatured 
proteolytic  enzyme— 

Relief  of  pain  is  prompt  in  non-traumatic  neuritis,  including 
herpes  zoster,  when  Protamide  is  administered  early  in  the 
course  of  the  disease.1-4  Equally  important,  complete 
recovery  usually  follows  in  three  to  five  days— even  in 
ophthalmic  herpes  zoster.5-6 


Dosage:  1 ampul  I.  M.  daily  for  2 to  5 days; 
longer  if  pain  persists. 

Caution:  Avoid  I.  V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each, 
for  intramuscular  injection. 


DETROIT  11,  MICHIGAN 


References:  1.  Baker,  A.  G.:  Penn.  Med.  J.  63:697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med.  (Aug.  20)  1952,  pp.  16-19. 

3.  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw. 
Med.  (Nov.)  1955.  5.  Sforzolini,  G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959.  6.  Gile,  J.  H.:  W.  Virginia  Med.  J. 
59:120-122  (May)  1963. 
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H.B.  288,  Passed— The  Department  of  Institutions 
has  been  authorized  by  the  Legislature  to  purchase 
or  lease  Harrison  Memorial  Hospital  in  Bremerton, 
to  establish  a multi-use  facility  for  the  mentally  ill 
and  mentally  retarded.  The  director  of  the  Depart- 
ment will  determine  the  use  of  the  facility  which 
can  include  programs  for  out-patients,  diagnosis 
and  referral,  day  care,  and  vocational  and  educa- 
tional services  to  the  surrounding  community.  The 
sum  of  $300,000  was  authorized  in  the  Governor’s 
Emergency  Fund  to  carry  out  the  new  law. 

H.B.  192—  Established  an  “Inter-State  Compact 
on  Mental  Health”  which  provides  facilities  and 
services  for  all  persons  in  need,  regardless  of  resi- 
dency requirements  and  permits  transfer  of  patients 
to  an  institution  in  another  state  when  such  care  and 
treatment  is  indicated.  It  also  permits  the  state  to 
refuse  admission  to  out-of-state  patients. 

Kerr-Mills,  Budget,  Passed— A request  to  increase 
the  Kerr-Mills  appropriation  by  $6  million  was 
shaved  to  $4.7  million  during  the  last  days  of  the 
session. 

Kidney  Centers,  Appropriation,  Passed— The  Spo- 
kane and  Seattle  Artificial  Kidney  Centers  (Sacred 
Heart  Hospital,  Spokane— Swedish  Hospital,  Seattle) 
will  each  receive  a portion  of  a $210,000  grant  made 
by  the  Legislature  to  the  Health  Department  for 
the  maintenance  and  operation  of  the  two  centers. 

H.B.  337,  Passed— Legislates  chiropractors  and 
drugless  healers  into  the  remaining  (Spokane)  Medi- 
cal Aid  Contracts  operated  by  a Medical  Service 
Bureau  for  the  Department  of  Labor  and  Industries. 


H.B.  647—  The  Governor  is  now  authorized  to  par- 
ticipate in  the  Federal  Mental  Health  and  Mental 
Retardation  Health  Center  Construction  Act  of  1963 
and  to  appoint  an  eleven  member  advisory  council 
on  mental  health  and  mental  retardation. 

Grant— The  University  of  Washington  School  of 
Medicine  received  a $20,000  grant,  under  the  urging 
of  the  W.S.M.A.  Sub-Committee  on  Sudden  Un- 
explained Death  of  Infants,  to  continue  the  study 
started  by  the  University  in  1963  to  determine  the 
causes  of  the  sudden  and  unexplained  deaths  of  in- 
fants. It  is  anticipated  that  this  is  the  last  Session 
such  a request  will  have  to  be  made. 

Rebate  Law,  S.B.  479— Prohibits  kick-backs  to 
physicians  from  pharmacies  or  opticians,  fee  split- 
ting, etc. 

Psychology,  H.B.  315,  Passed— A State  Board  of 
Psychology  Examiners  was  created  and  psycholo- 
gists will  now  be  licensed  in  the  State  of  Washing- 
ton. The  W.S.M.A.  supported  measure  makes 
it  unlawful  for  any  person  to  represent  himself  to 
be  a psychologist  without  obtaining  a license  from 
the  Director  of  Licenses.  The  bill  creates  educa- 
tional and  other  standards  which  must  be  met  for 
licensure  and  exempts  school  and  teaching  psy- 
chologists. 

Vocational  Rehabilitation— The  House  of  Repre- 
sentatives passed  a resolution  urging  the  Legisla- 
tive Council  to  study  the  needs  of  the  disabled 
and  vocationally  handicapped  in  the  State  of  Wash- 
ington. This  is  to  include  injured  workmen,  those 
suffering  mental  retardation,  mental  illness,  deafness, 
blindness  and  all  other  disabled  persons. 


Degenerative  Joint  Disease 

The  University  of  Washington  School  of  Medicine 
is  sponsoring  a course  on  degenerative  joint  disease 
September  2-4  at  Alderbrook  Inn  on  Hood  Canal. 
Early  diagnosis,  pathology,  prevention,  and  reversal 
of  this  disease  process  will  be  stressed.  Registration 
will  be  limited  to  60  participants.  Families  of  those 
physicians  attending  are  also  invited.  For  further 
information  or  registration  blanks,  write  John  N.  Lein, 
M.D.,  Director  of  Continuing  Medical  Education, 
University  of  Washington  School  of  Medicine,  Se- 
attle, Wash.,  98105. 

Board  of  Health 

Dean  K.  Crystal,  Seatle  cardiologist,  and  Willard 
B.  Rew,  Yakima  pediatrician,  are  among  four  new 
members  appointed  to  the  State  Board  of  Health  by 
Governor  Dan  Evans  recently.  Bernard  Bucove,  State 
Director  of  Health,  is  Chairman  of  the  Board. 


Internists 

The  Annual  Meeting  of  the  Washington  State  So- 
ciety of  Internal  Medicine  will  be  held  at  Crystal 
Mountain  Resort  September  10  and  11.  Speakers 
are  Alvin  Paulson,  C.  Lee  Buxton,  Harold  I.  Leif, 
Otto  C.  Page,  and  Mr.  Albert  V.  Whitehall. 

Registration  will  be  from  11  a.m.  to  1 p.m.  on 
September  10.  E.  Harold  Laws  is  President  of  the 
Society. 

Newly-Established  Professorship 

John  Butler  of  the  University  of  California  School 
of  Medicine  has  been  named  the  first  holder  of  a 
newly-established  Tuberculosis  Association  Professor- 
ship at  the  University  of  Washington  School  of 
Medicine. 

Under  a cooperative  arrangement  initiated  by  the 
Anti-Tuberculosis  League  of  King  County,  the 
League,  the  Washington  Tuberculosis  Association, 

continued  on  page  533 
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When  things  are  really  not  as  bad  as  they  seem 


give  Adipex. 


Each  Adipex  Ty-Med*tablet  or  capsule  contains: 

Methamphetamine  hydrochloride  1 0 mg. 

Amobarbital  (Warning,  may  be  habit  forming)  50  mg. 
Homatropine  methylbromide  7.5  mg. 

* Lemmon  brand  of  timed-release  medication. 

The  stress  that  gives  rise  to  nervous  depression  is 
frequently  situational  in  origin  and  self-limiting  in  nature. 
Often  this  mild  tension-depressive  state  is  accompanied 
by  some  degree  of  Gl  hyperactivity. 

Adipex  is  ideal  for  short  term  therapy  in  mildly 
depressed  patients.  The  combination  of  mood-elevating 
and  antispasmodic  ingredients  helps  to  control  the 
symptoms  of  nervous  depression  and  tension-induced  Gl 
distress.  With  your  professional  counselling  and  short 


term  supportive  therapy  with  Adipex,  these  patients  will 
soon  learn  to  cope  with  or  overcome  the  depression 
caused  by  temporary  stress. 

Dosage:  The  usual  dose  of  Adipex  Ty-Med  is  one  tablet 
or  capsule  daily,  taken  on  arising. 

Side  Effects:  Insomnia,  excitability,  central  excitatory 
symptoms  or  cardiovascular  reactions. 

Precautions:  Discontinue  use  if  rapid  pulse,  dizziness 
or  blurring  of  vision  occurs. 

Contraindications:  Coronary  or  cardiovascular 
disease,  hypertension,  hyperthyroidism,  hyperexcitable  or 
psychotic  states,  glaucoma,  or  idiosyncrasy  or 
habituation  to  any  of  the  components. 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 

Supplied:  Bottles  of  1 00  and  1 000  tablets  or  capsules. 


HAACK  LABORATORIES,  INC.,  DIVISION  OF  LEMMON  PHARMACAL  COMPANY,  PORTLAND,  OREGON  9720F 
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and  the  National  Tuberculosis  Association  will  pay 
the  entire  salary  for  the  new  professorship. 

Dr.  Butler  was  appointed  Professor  of  Medicine 
recently  by  University  Regents.  He  will  emphasize 
the  teaching  of  respiratory  diseases  such  as  bronch- 
itis, emphysema  and  tuberculosis.  He  will  also  con- 
duct research  in  these  fields. 

Dr.  Butler,  42,  was  bom  in  England  and  received 
his  medical  degree  at  the  University  of  Birmingham 
Faculty  of  Medicine.  He  is  a Fellow  of  the  Royal 
College  of  Physicians  (Edinburgh),  and  a member 
of  the  Royal  College  of  Surgeons.  He  held  a Rocke- 
feller traveling  fellowship  in  medicine  in  1957-58, 
during  which  he  studied  at  the  University  of  Penn- 
sylvania. 

Dr.  Butler  is  currently  Associate  Clinical  Profes- 
sor of  Medicine  at  University  of  California  School 
of  Medicine,  and  a lecturer  at  the  Cardiovascular 
Research  Institute  there.  He  will  assume  his  new 
duties  in  September. 

Miss  Harlamert  Named  to  MIA  Board 

Nation-wide  recognition  was  accorded  Miss  Ruth 
Harlamert,  Librarian  of  King  County  Medical  So- 
ciety Library,  when  she  was  elected  to  the  five 
member  Board  of  Directors  of  the  Medical  Library 
Association.  She  was  elected  for  a three-year  term 
during  the  64th  Annual  Meeting  of  the  Association, 
at  Philadelphia,  May  30-June  3. 

The  Medical  Library 
Association  represents 
more  than  1500  quali- 
fied medical  librarians, 
conducts  a number  of 
seminars  and  training 
programs  each  year  and 
is  the  only  national  for- 
um for  consideration  of 
the  many  problems  pe- 
culiar to  medical  librar- 
ies. Its  Board  of  Direct- 
ors is  responsible  for 
all  activities  of  the  org- 
anization between  an- 
nual sessions  and  super- 
vises the  work  of  many  special  committees.  The 
Board  meets  twice  yearly. 

Miss  Harlamert  has  been  named  as  a member 


of  the  important  Committee  on  Committees  of  the 
MLA  and  will  serve  as  the  liaison  officer  between 
the  Board  and  two  prize  award  committees.  One 
of  these  is  the  Ida  and  George  Eliot  Prize  Essay 
Award  Committee,  giving  an  annual  award  to  the 
author  of  the  published  paper  judged  to  have  done 
the  most  to  further  medical  librarianship.  The  other 
is  the  Murray  Gottlieb  Prize  Essay  Award  Commit- 
tee, granting  an  annual  award  to  the  author  of  the 
best  essay,  submitted  on  some  phase  of  the  history 
of  American  medicine. 

In  addition  she  is  to  serve  as  an  area  representa- 
tive of  the  MLA  for  recruitment  and  will  be  in 
regular  correspondence  with  the  Chicago  head- 
quarters of  the  organization  concerning  all  of  its 
activities. 

The  Medical  Library  Association  is  studying  many 
problems,  the  most  urgent  of  which  are  greater 
costs  due  to  rapid  increase  in  the  output  of  medical 
literature,  introduction  of  mechanization,  expansion 
of  the  Medlars  project,  and  the  possible  impact  of 
federal  legislation. 


OBITUARIES 

dr.  menford  d.  cole,  specialist  in  obstetrics  and 
gynecology  at  Seattle,  died  May  30.  He  was  57.  His 
degree  was  awarded  by  Creighton  University  School 
of  Medicine  in  1945;  he  received  his  Washington 
license  in  1948.  Dr.  Cole  was  a veteran  of  World 
War  II. 

dr.  Nicholas  g.  pershin  of  Seattle  died  May  8.  He 
was  80.  A native  of  Russia,  he  was  graduated  from 
Tomsk  Medical  Institute  there  in  1911.  He  moved  to 
Seattle  in  1923,  and  received  his  Washington  license 
to  practice  in  1924.  Dr.  Pershin  was  on  the  staff  at 
Virginia  Mason  Hospital  for  many  years.  Death  was 
due  to  myocardial  infarction  and  coronary  throm- 
bosis. 

dr.  william  c.  bridges,  cardiologist  in  Seattle  since 
1946,  died  April  4.  He  was  51.  Dr.  Bridges  was 
graduated  from  Yale  University  School  of  Medicine 
in  1940,  did  graduate  work  at  Columbia  University 
and  served  at  Boston  City  Hospital  and  Massachu- 
setts General  Hospital.  Death  was  attributed  to  ex- 
sanguination  following  laceration  of  cephalic  and 
brachial  veins. 


MISS  RUTH  HARLAMERT 
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quoted  by  the  press  and  the  releases  were  entirely 
misleading. 

The  Reference  Committee  conclusions  were  that 
it  was  too  early  to  make  any  policy  statement  since 
the  bill,  H.R.  6675,  had  not  been  passed,  and  in  the 
last  analysis,  it  is  the  individual  physician’s  obliga- 
tion to  decide  for  himself  whether  the  conditions  of  a 
case  for  which  he  accepts  responsibility  permit  him 
to  provide  his  highest  quality  of  medical  care.  Also 
included  in  their  resolution  was,  “When  the  fate 
of  the  pending  Medicare  legislation  is  determined, 
this  House  will  review,  in  special  session  if  necessary, 
the  effect  of  the  law  and  take  whatever  action  is 
deemed  necessary'”.  The  Bauer  Resolution  adopted 
in  June,  1961,  Section  6 of  the  Code  of  Ethics,  and 
the  nine  principles  for  the  standard  of  health  care 
programs  as  adopted  by  the  House  of  Delegates  in 
February,  1965,  all  were  reaffirmed. 

Certainly  there  was  no  question  that  all  should 
fight  for  continued  changes  in  the  Medicare  Bill, 
now  or  if  and  when  it  becomes  law,  for  the  sake  of 
our  patients.  The  failures  or  inadequacies  of  this 
program  as  well  as  the  terrific  cost  to  the  taxpayers 
must  be  borne  entirely  by  the  President  and  the 
Congress  who  have  blindly  advocated  this  legislation. 
It  should  never  be  forgotten  that  the  A.M.A.  has 
repeatedly  written  to  the  President,  House  of  Rep- 
resentatives, and  the  Senate  offering  their  services, 
but  never  once  have  they  been  asked  to  participate 


in  the  deliberations.  It  should  also  be  remembered 
that  only  six  years  ago,  President  Johnson,  then  Sen- 
ator Johnson,  spoke  to  the  A.M.A.  Convention  in 
Dallas,  stating  that  American  medicine  should  never 
let  itself  become  dominated  or  controlled  by  the 
federal  government.  What  politics  and  memory  can 
do  in  such  a short  time! 

The  problem  of  Utilization  Review  Committees, 
which  under  H.R.  6675  would  make  local  medical 
societies  responsible  for  the  appointment  of  such  a 
policing  committee,  was  referred  to  the  Board  of 
Trustees  for  further  study  and  clarification.  Certainly 
this  is  one  of  the  most,  if  not  the  most,  crucial  con- 
siderations of  this  bill.  It  is  inconceivable  that  Con- 
gress would  pass  a law  of  such  sweeping  significance 
without  consulting  us,  and  then  turn  around  and  de- 
mand that  we  make  it  work  and  blame  us  unques- 
tionably if  it  does  not. 

In  conclusion  I would  like  to  thank  all  of  those 
who  filled  out  and  returned  the  questionnaire  we 
sent.  It  was  a great  help  to  us  and  to  the  Reference 
Committee,  not  only  for  the  non-participation  issue, 
but  for  other  considerations.  To  me  this  was  a mov- 
ing experience  to  see  such  basic,  philosophical  ques- 
tions discussed  with  such  meaning  and  dedication. 
It  was  a privilege  for  me  to  represent  our  association. 


W hat  Ever  Happened  to  Eldercare? 

By  Mr.  Richard  F.  Gorman, 
Executive  Secretary 


Eldercare,  the  alternative  to  Medicare  formally  put 
forward  by  the  AM  A in  mid-February  of  1965,  was 
and  is  based  on  the  primary  thought  that  day-bv-day 
decisions  made  by  consumers  are  superior  to  political 
decisions  made  once  every  two  or  four  years.  It  was 
and  is  reasoned  that  the  quantity  and  quality  of 
health  care  services  will  be  highest  when  collective 
government  financing  and  distribution  is  limited  to 
the  government  provision  of  services  to  that  per- 
centage of  the  population  (ostensibly  decreasing) 
chronically  unable  to  pay  for  its  health  care— while 
leaving  a wide  variety  of  profit  and  nonprofit  organ- 
izations and  individuals  to  compete  for  favor  among 
those  able  to  pay  their  own  way;  with  public  sub- 
sidy for  hospitals,  nursing  homes,  medical  education 
and  research,  as  necessary. 


The  $30  Assessment 

The  Eldercare  educational  program  was  financed 
by  a $30  assessment  on  each  member  of  the  Wash- 
ington State  Medical  Association  and  was  approved 
by  the  House  of  Delegates  at  a special  meeting  on 
February  21,  1965.  The  campaign  was  aimed  at 
building  enough  public  favor  for  Eldercare  to  pass 
it,  if  possible,  and  to  firmly  establish  the  primary 
thought  on  consumer  sovereignty'  versus  collective 
provision.  In  approving  the  $30  assessment,  the  Dele- 
gates were  cognizant  of  the  strong  possibility  that 
the  Medicare  bill  could  pass.  Therefore  the  educa- 
tional campaign  was  designed  to  obtain  the  most 
favorable  possible  alteration  of  the  Administration’s 
bill.  Additionally',  the  educational  campaign  covers 
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the  costs  of  necessary  adjustments  and  required  ne- 
gotiations should  the  Medicare  bill  pass.  The  recent 
Doctors’  Opinion  Poll,  the  national  television  pro- 
gram of  June  17,  and  continuing  work  with  our  Con- 
gressional delegation  are  examples  of  the  ongoing 
segments  of  the  educational  campaign  which  have 
followed  the  heavy  public  information  effort  in  the 
mass  media  during  February  and  March. 

The  Eldercare  campaign  brought  the  strongest 
public  support  via  letters  and  telegrams  in  the  rec- 
ollection of  most  Congressmen  and  Senators.  It  ap- 
pears the  legislators  interpreted  the  deluge  of  mail 
as  evidence  that  the  public  was  demanding  govern- 
ment involvement  but  was  inexpert  ragarding  the 
best  methods  to  be  used. 

There  can  be  no  doubt  that  the  Congress  and  the 
Administration  are  insisting  on  government  manage- 
ment of  health  care  and  that  medical  care  for  all 
is  now,  in  theory  at  least,  an  inalienable  right  for 
the  aged  to  be  guaranteed  to  the  greatest  possible 
extent  by  government  through  its  taxing  and  regu- 
latory powers. 

It  will  be  interesting  to  see  the  course  the  gov- 
ernment will  take  in  its  intensive  administration 
of  health  care  services  in  the  United  States.  Will  our 
government  be  wise  enough  to  avoid  the  pitfalls  of 
government  systems  elsewhere? 

It  will  be  interesting  to  see  the  effect  of  Medicare 
and  its  extensions  on  the  total  percentage  of  the 
gross  national  product  which  will  be  expended  each 
year  for  health  care  services.  Will  it  be  greater  than 
at  present?  Or,  will  political  considerations  make  it 
impossible  to  tax  the  people  enough  to  replace  the 
consumer  choices  they  made  under  our  present  sys- 
tem. 

Another  interesting  speculation  is  whether— with 
the  passage  of  Medicare— we  have  launched  a pro- 
gram of  “the  socialization  of  the  minimum”  in  health 
care.  That  is,  will  we  have  a lower  standard  of 
quality  and  a higher  degree  of  availability  of  health 
care.  A kind  of  “insurance  against  fear”— a burea- 
cratic,  political  tranquilizer,  good  for  everyone’s 
peace  of  mind  but  inferior  for  patients  when  they  are 
seriously  ill? 

Will  we  have  a system  of  guaranteed  mass-pro- 
duced health  care  “as  a matter  of  right  for  all”  with 
those  financially  able  to  do  so  acquiring  additional 
private  medical  care  of  high  quality? 


Is  There  Another  Way? 

All  of  these  possibilities  must  be  considered.  But 
there  may  be  another  way.  At  the  Annual  Meeting 
in  New  York  in  June,  James  Appel,  President-Elect 
of  the  AM  A,  took  a strong  stand  in  favor  of  coop- 
eration with  government,  if  Medicare  passes.  He 
stated  his  belief  that  the  medical  profession  should 
work  from  within  the  government  organization  to 
assist  in  correcting  errors  which  are  bound  to  be  re- 
vealed as  the  Medicare  program  is  placed  in  oper- 
ation. His  thoughts  also  hinted  at  the  desirability  of 
the  medical  profession’s  cooperation  as  a method  for 
helping  the  government  to  avoid  the  pitfalls  indicat- 
ed earlier,  in  anticipation  of  further  government 
involvement  in  health  care  services  for  age  and 
income  groups  not  covered  in  the  Medicare  bill. 

It  is  possible  that  Dr.  Appel  sees  a “mixed  econ- 
omy” in  health  care  services,  with  consumer  choice 
being  sovereign  within  broad  limits  placed  on  pro- 
vision of  services  in  a manner  analogous  to  the  man- 
ner in  which  insurance  policies  are  approved  by 
insurance  commissioners,  and  rates  for  services  estab- 
lished for  freight  and  passenger  carriers— via  air,  rail, 
and  truck  transport.  In  this  regard  it  is  interesting 
to  see  that  the  state  government  of  New  Jersey  re- 
cently approved  a twenty  per  cent  increase  in  Blue 
Cross  premiums.  This  was  done  after  extensive  in- 
vestigation by  the  equivalent  of  a state  public 
service  commission  which  then  certified  to  the  public 
that  the  sharp  increase  was  essential.  Thus,  an  organ 
of  the  state  persuades  the  public  that  the  increase 
is  necessary  and  the  heat  is  taken  off  the  hospitals 
and  physicians. 

Time,  and  time  alone,  will  provide  the  answers. 
One  thing  is  certain.  The  Eldercare  concept  and  the 
Eldercare  public  education  campaign  will  continue 
to  be  a deterrant  to  some  of  the  more  fruitless  forms 
of  collective  provision.  Nevertheless,  there  is  not 
much  doubt  that  with  the  passage  of  Medicare,  we 
find  ourselves  in  a “brand  new  ball  game,”  and  all 
will  feel  the  effects  in  the  future. 

The  big  job  ahead  seems  to  be  the  maintenance 
of  the  motivation  and  energy  necessary  to  continu- 
ing progress  in  the  art  and  science  of  medicine.  If 
it  is  true  that  conflict  produces  energy,  we  may 
reasonably  expect  that  the  necessary  energy  will  be 
available  in  sufficient  quantity.  Motivation?  Incen- 
tive? Well,  that’s  something  else  again. 


Eldercare— The  First  of  a New  Series 
of  Campaigns? 


The  Eldercare  educational  campaign  may  be  one 
of  a new  series  of  efforts  by  the  American  medical 
profession  in  the  interest  of  what  physicians  in 


private  practice  believe  to  be  superior  methods  of 
patient  care. 

The  series  started  with  the  organization  in  1847 
continued  on  page  537 
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SIDE  EFFECTS,  PRECAUTIONS,  CONTRAINDICATIONS:  As  used  for 
anxiety  and  tension,  side  effects  are  unlikely.  Reversible  extrapyra- 
midal  reactions  may  develop  occasionally.  In  higher  doses  for  psy- 
chotic disorders,  patients  may  experience  excessive  drowsiness, 
visual  blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions, 
nausea,  anorexia,  salivation,  edema,  perspiration,  dry  mouth,  polyuria, 
hypotension.  Jaundice  has  been  exceedingly  rare.  Photo-sensitivity 
has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines: 
routine  blood  counts  are  recommended.  If  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  the  drug  and  institute  appro- 
priate treatment.  Do  not  use  epinephrine  for  hypotension  which  may 
appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atro- 
pine may  be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or 
in  patients  with  subcortical  brain  damage.  Use  cautiously  in  convul- 
sive disorders. 

AVAILABLE:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  information,  see  your  Squibb  Product  Reference  or  Product 
Brief. 


Squibb 


Squibb  Quality  — the  Priceless  Ingredient 
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continued  from  page  535 

of  the  American  Medical  Association  under  the  im- 
petus of  a determination  to  upgrade  medical  educa- 
tion and  professional  competency.  Many  “campaigns” 
or  programs  of  the  American  Medical  Association 
have  borne  fruit  since  1847  in  widely  varied  aspects 
of  the  art  and  science  of  medicine. 

The  modern  “big  campaigns”  of  American  medi- 
cine date  from  the  huge  effort  made  in  1948  to  de- 
feat the  Murray-Wagner-Dingell  bill,  a proposal  to 
totally  socialize  medicine  in  the  U.S.  The  AMA  won 
that  campaign  by  offering  the  prepaid  system  of 
medical  care  which  has  grown  so  rapidly  since.  The 
degree  to  which  the  public  was  thus  encouraged  to 
prepay  their  health  care  expenses  is  evidence  of  the 
public  service  contribution  the  AMA  and  its  mem- 
bership made  in  conducting  that  campaign. 

The  next  “big  campaigns”  were  conducted  by  the 
AMA  in  1953-1954  when  the  Eisenhower  administra- 
tion proposed  a system  of  national  co-insurance  for 
health  care.  This  was  followed  by  successful  “big 
campaigns”  opposing  the  Forand  bill  for  aged  medi- 
cal care  (1959);  and  the  King-Anderson  bill  (1960 
to  1964). 

Thus,  the  “big  campaigns”  have  brought  patients 
the  benefits  of  the  private  practice  of  medicine  for 
fifteen  years  longer  than  would  have  been  the  case 
had  the  Murray-Wagner-Dingell  proposal  passed. 
These  successful  efforts  of  the  American  medical 
profession  also  have  played  an  important  role  in  cor- 
recting the  legislation  being  opposed.  This  is  a com- 
monplace result  of  the  conflict  arising  from  legis- 
lative disputes. 

Eldercare—1965 

The  Eldercare  “big  campaign”  of  1965  was  a 
necessity.  To  have  remained  quiet  during  February 


and  March  of  1965  would  have  been  a repudiation 
of  physicians  and  medical  educators  throughout  the 
U.S.,  and  would  have  evidenced  a callous  disregard 
for  the  welfare  of  future  patients. 

The  tremendous  public  response  to  the  Eldercare 
campaign  has  left  its  mark  on  Congress  and  has  pre- 
pared the  way  for  participation  by  the  AMA  in 
government’s  future  implementation  of  Medicare. 
This  participation  cannot  be  capitulation  but  it  must 
of  necessity  take  cognizance  of  other  power  factors 
which  exist  today. 

Future  Campaigns 

What  form  will  future  campaigns  take?  These 
will  be  determined  to  a great  extent  by  the  goals 
the  American  medical  profession  sets  for  itself. 

Another  important  consideration  is  the  cost  of  such 
efforts.  The  costs  involved  in  using  the  mass  media- 
newspapers,  radio,  television,  magazines— are  enor- 
mous. Some  idea  of  the  extent  of  such  costs  can  be 
gained  from  the  costs  of  the  recent  Eldercare  cam- 
paign in  the  State  of  Washington.  Printing  costs  on 
pamphlets,  letters  to  membership,  petition  forms, 
mailing  labels,  postage,  etc:  $14,665.18;  cost  of 
distributing  3,000,000  pamphlets  to  members, 
pharmacies,  insurance  industry,  other  allies,  and 
the  general  public:  $3,198.58;  newspaper  space  for 
public  education  messages:  $23,620.39;  radio  time 
for  public  education  messages:  $13,972.44;  television 
time  for  public  education  messages:  $8,639.00;  pro- 
duction costs  on  mats,  typesetting,  layouts,  tapes, 
etc:  $2,600.00;  newspaper  space  ordered  by  county 
societies  but  paid  by  WSMA  in  accordance  with 
Eldercare  Program:  $9,080.00. 


EXCHANGE  OF  FREEDOM  FOR  SECURITY 

When  you  stop  to  think  of  it,  the  systems  offered  by  the  various  types  of 
government  interventionists  (be  they  fascist,  communist,  welfare-statist,  or  what  have 
you)  all  make  much  the  same  offer:  the  exchange  of  freedom  for  security.  Under  any 
interventionist  program,  you  give  up  some  alternatives  in  your  choice  of  actions.  In 
exchange,  you  are  promised  security.  Government  interventionism  is  like  prison. 

Donald  Walter  Shorock  in  The  Freeman,  June,  1965. 
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Rheumatic  fever  diagnosis,  management  and  prevention.  By 
Milton  Markowitz.  A.B..  M.D..  Assistant  Pediatrician-in- 
Chief.  Sinai  Hospital  of  Baltimore;  Associate  Professor 
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pital of  Baltimore.  242  pp.  Illustrated.  Price  $7.50.  W.  B. 
Saunders  Company,  Philadelphia,  Pa..  1965. 

External  otitis;  diagnosis  and  treatment.  By  Edley  H. 
Jones,  B.S.,  M.D.,  F.A.C.S..  F.A.C.A.,  Vicksburg,  Mississippi; 
Retired  Clinical  Associate  Professor  of  Surgery  and  Direct- 
or. Division  of  Otolaryngology,  University  of  Mississippi 
School  of  Medicine,  Jackson,  Mississippi.  245  pp.  Illustrated. 
Price  $9.50.  Charles  C Thomas.  Springfield,  111.,  1965. 

Hallux  valgus,  allied  deformities  of  the  forefoot  and  meta- 
tarsalgia.  By  H Kelikian,  M.D.,  Associate  Professor,  De- 
partment of  Orthopaedic  Surgery,  Northwestern  University 
Medical  School  and  Senior  Attending  Staff  of  Chicago. 
Wesley  Memorial  Hospital.  503  pp.  Illustrated.  Price  $19.50. 
W.  B.  Saunders  Company,  Philadelphia,  Pa.,  1965. 

The  Becton,  Dickinson  lectures  on  sterilization.  Presented 
during  the  academic  years  1957-1959  as  part  of  the  curricu- 
lum in  bacteriology  at  Seton  Hall  College  of  Medicine  and 
Dentistry,  123  pp  Illustrated.  1964. 

First  aid:  diagnosis  and  management,  6th  ed.  By  Warren 
H.  Cole.  Professor  and  Head  of  the  Department  of  Surgery, 
University  of  Illinois  College  of  Medicine;  Chief  Surgeon, 
Illinois  Research  and  Educational  Hospitals,  Chicago; 
Charles  B.  Puestow,  Clinical  Professor  of  Surgery,  Univer- 
sity of  Illinois  College  of  Medicine  and  Graduate  School; 
Chief,  Surgical  Service,  Veterans  Administration  Hospital, 
Hines;  Attending  Surgeon,  Illinois  Research  and  Education- 
al Hospitals;  Senior  Surgeon,  Henrotin  Hospital;  Attending 
Surgeon.  Presbyterian-St.  Luke’s  Hospital,  Chicago; 
Colonel,  M.C.,  U.S.  with  nineteen  contributing  authors. 
445  pp.  Illustrated.  Price  $6  95.  Appleton-Century-Crofts, 
New  York,  1965. 

Research  in  demyelinating  diseases.  By  E.  C.  Alvord.  Jr., 
et  al.  Edited  by  Harold  E.  Whipple,  pp  1-570.  Illustrated. 
Price  $12.00.  New  York  Academy  of  Sciences,  New  York, 
1965. 

Industrial  synthesis  and  applications  of  organometallics.  By 
J M.  Birmingham,  et  al.  Edited  by  Harold  E.  Whipple, 
pp.  1-248.  Illustrated.  Price  $7.00.  New  York  Academy  of 
Sciences,  New  York,  1965. 

Symposium  on  the  nerve  growth  factor.  By  Rita  Levi- 
Montalcini,  et  al.  Edited  by  Harold  E.  Whipple,  pp.  147- 
232  Illustrated.  New  York  Academy  of  Sciences,  New 
York,  1964. 

Pharmacogenetics — a fresh  approach  to  the  problem  of  al- 
lergy. By  G.  B.  West  and  J.  M.  Harris.  Edited  by  Harold 
E.  Whipple,  pp.  439-452.  Illustrated.  New  York  Academy  of 
Sciences,  New  York,  1964. 

Mitral  valve  disease.  By  J.  D.  Baker,  et  al  Edited  by 
Harold  E.  Whipple,  pp.  469-536.  Illustrated.  New  York 
Academy  of  Sciences,  New  York.  1965. 

Role  of  aldosterone  in  myocardial  infarction.  By  R.  B. 
Arora.  Edited  by  Harold  E.  Whipple,  pp.  537-554.  Illustrated. 
New  York  Academy  of  Sciences,  New  York,  1965. 

Vernacular  maize  names  and  some  African  tribal  migra- 
tions. By  M.  D.  W Jeffreys.  Edited  by  Harold  E.  Whipple, 
pp  555-574.  New  York  Academy  of  Sciences,  New  York. 
1965. 

Ultrapurification.  By  A.  F.  Armington,  et  al.  Edited  by 
Harold  E.  Whipple,  pp.  611-644.  Illustrated.  New  York  Acad- 
emy of  Sciences,  New  York,  1965. 

The  planetary  food  potential.  By  Walter  R.  Schimitt. 
Edited  by  Harold  E.  Whipple,  pp.  645-718.  Illustrated.  New 
York  Academy  of  Sciences,  New  York,  1965. 


Virus  virulence  and  pathogenicity.  Edited  by  G.  E.  W.  Wol- 
stenholme,  O.  B.  E..  M.A..  M B.,  M.R.C.P.;  and  Cecilia  M. 
O'Connor,  B.Sc.  114  pp.  Illustrated.  Price  $2.50.  Little, 
Brown  and  Company,  Boston,  1960. 

Surgery  of  the  biliary  passages  and  the  pancreas.  By  Walter 
Hess,  Privadozent  Dr.  Med.,  Zurich;  Dozent  of  Surgery, 
Faculty  of  Medicine.  University  of  Basle,  Switzerland; 
Formerly  Professor  of  Surgery,  Medical  School,  University 
of  Alexandria,  Egypt.  Translated  from  the  German  by  Hein- 
rich Lamm,  Dr.  Med.,  F.A.C.S.,  Harlingen.  Texas.  638  pp. 
Illustrated.  Price  $25.00.  D.  Van  Nostrand  Company.  Inc.. 
Princeton,  New  Jersey,  1965. 
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F.R.C.S.,  Royal  Marsden  Hospital  and  Chester  Beatty  Re- 
search Institute,  London,  England  and  Alan  J.  Salsbury, 
M.A.,  M.D.,  Department  of  Pathology,  St.  Bartholomew’s 
Hospital,  London,  England.  164  pp.  Illustrated.  Price  $7.25 
Charles  C Thomas,  Springfield,  111.,  1965. 
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trated. Price  $4.75.  Charles  C Thomas,  Springfield,  111.,  1965. 
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Edited  by  G E.  W.  Wolstenholme,  O.B.E..  M.A.,  MB.. 
F.R.C.P.  and  Margaret  P.  Cameron,  M.A.  103  pp.  Illustrated. 
Price  $2.95.  Little.  Brown  and  Company,  Boston,  1965. 

Tracy’s  The  doctor  as  a witness,  2nd  ed.  By  William  J. 
Curran,  LL.M.,  S.M.,  Hyg.  196  pp.  Illustrated.  Price  $5.75. 
W.  B.  Saunders  Company,  Philadelphia,  Pa.,  1965. 

Lipids  in  blood  clotting.  By  Eugene  R.  Hecht.  Chief,  Re- 
search Laboratory  of  Blood  Clotting,  University  of  Utrecht. 
Netherlands.  328  pp.  Illustrated.  Price  $11.75.  Charles  C 
Thomas,  Springfield,  111..  1965. 

Cardiomyopathies.  Edited  by  G.  E.  W.  Wolstenholme. 
O.B.E.,  M.A.,  MB.,  F.R.C.P.,  and  Maeve  O'Connor,  B.A. 
528  pp.  Illustrated.  Price  $12.50.  Little.  Brown  and  Com- 
pany, Boston,  1964. 

Disinfection  and  sterilization,  2nd  ed.  By  G.  Sykes,  M.Sc., 
(Lond.),  F.R.I.C.,  486  PP-  Illustrated.  Price  $18.00.  J B.  Lip- 
pincott  Company,  Philadelphia,  Pa..  1965. 
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IDAHO 


Idaho  State  Medical  Association— sonna  building,  Boise,  Idaho  83702 

president  Wallace  H.  Pierce,  M.D.,  Lewiston 

secretary  William  R.  Tregoning,  M.D.,  Boise 

executive  secretary  Mr.  A.  L.  Bird,  Boise 

annual  meeting  July  6-9,  1966,  Sun  Valley 


Flight  Examiners 

Fifty  Idaho  physicians  arc  authorized  to  give 
medical  examinations  to  private  flyers,  the  Federal 
Aviation  Agency  reported  in  its  April  catalogue.  Of 
the  fifty,  six  are  authorized  to  do  physical  examina- 
tions for  First  Class  Airmen.  These  are:  Quentin  W. 
Mack,  Boise;  L.  E.  Patrick,  Caldwell;  P.  Blair  Ells- 
worth, Idaho  Falls;  David  W.  Heusinkveld,  Lewis- 
ton; E.  V.  Simison  and  John  W.  Wurster,  both  of 
Pocatello. 

Surgeons  Session 

The  28th  Session  of  the  Boise  Valley  Chapter, 
American  College  of  Surgeons,  was  held  May  8,  at 
the  Owyhee  Hotel  in  Boise.  The  meeting  attracted 
44  physicians.  James  J.  Coughlin,  Boise,  is  president 
of  the  group.  Guest  lecturer  was  Joseph  A.  Wein- 
burg,  Los  Angeles,  Clinical  Professor  of  Surgery  at 
the  School  of  Medicine,  University  of  California,  Los 
Angeles. 

Cleft  Palate  Team 

The  State  Health  Department  s Cleft  Palate  Team, 
made  up  of  two  physicians,  two  dentists  and  a speech 
therapist,  presented  the  program  for  the  May  II 
meeting  of  the  Idaho  Falls  Medical  Society  in  Idaho 
Falls.  The  team  consists  of  A.  Curtis  Jones  and 
George  E.  Weick,  physicians,  Winfield  G.  Jones, 
dentist,  Donald  J.  Harrison,  orthodontist,  and  Miss 
Lois  Stone,  speech  therapist,  all  of  Boise. 


J.  E.  Wyatt,  Boise,  Director  of  Maternal  and  Child 
Health,  State  Department  of  Health,  was  coordinator 
for  the  program. 

Writes  Chapter 

Robert  S.  Smith,  Boise,  has  written  a chapter  in 
the  book  “Hernia”  edited  by  Lloyd  H.  Nyhus  and 
Henry  N.  Harkins,  both  of  Seattle.  Dr.  Smith’s 
chapter  entitled,  “The  Use  of  Adjuncts  in  Hernia 
Report:  Basic  Principles”  covers  18  pages  and  13 
illustrations. 

The  book  will  be  published  by  the  J.  B.  Lippin- 
cott  Company,  Philadelphia. 

OBITUARY 

dr.  albert  b.  boeck,  77,  of  Boise  died  May  14.  He 
teas  born  February  13,  1888  at  Cairo,  Nebraska,  and 
moved  to  Boise  in  1901.  He  was  graduated  from 
Boise  High  School  in  1908  and  received  his  B.  A. 
Degree  from  the  University  of  Colorado  in  1912  and 
his  M.D.  Degree  from  the  University  of  Colorado 
School  of  Medicine  in  1914.  He  interned  at  St.  Luke’s 
Hospital,  Denver,  then  returned  to  Boise  to  establish 
his  practice. 

Dr.  Boeck  received  License  M-739  to  practice 
medicine  and  surgery  in  Idaho  in  1915. 

He  was  a staff  member  of  both  St.  Luke’s  and  St. 
Alphonsus  Hospitals  and  served  as  chairman  of  the 
advisory  committee  of  Booth  Memorial  Hospital.  He 
was  active  in  civic  affairs,  and  received  the  Silver 
Beaver  award  for  his  work  in  scouting. 
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CLASSIFIED  ADVERTISEMENTS 

AJI  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  20th  of  month  preceding  date  of 
issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared  in  the 
journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


GENERAL  PRACTITIONER-WANTED-Two  - man  partnership 
needs  associate  for  very  busy  office.  Excellent  opportun- 
ity for  one  who  has  had  residency  in  surgery.  Greater  Se- 
attle area  with  choice  of  hospital  facilities.  Write  Box  41-A. 
Northwest  Medicine.  500  Wall  St.,  Seattle.  Wash.  98121. 


ALLIED  PERSONNEL  OFFICES,  INC.— Our  recruiting,  screening 
and  referral  services  can  be  of  valuable  assistance  to  you 
in  securing  the  medically  trained  person  or  situation  you 
desire.  Seattle  offices  247  Logan  Bldg.,  MA.  4-4793,  Everett 
office,  703  Medical  Dental  Bldg.,  AL.  2-3157. 


IMMEDIATE  OPENING  FOR  GENERAL  PRACTITIONER  IN 
WASHOUGAL,  WN. As  associate  leading  to  possible  partner- 

ship. Two  excellent  accredited  hospitals  within  15  mi. 
Higher  education  facilities  15-25  mi.,  Vancouver,  Wn. 
& Portland,  Ore.  Excellent  year-round  recreation.  Karl 
F.  Stefan,  M.D.,  P.O.  Box  146,  Washougal  98671. 


WANTED-THREE  STAFF  PHYSICIANS-Oeneral  practitioners 
45  or  under  to  assist  attending  staff  and  general  practice 
residents  in  260-bed  general  hospital.  Annual  appointment 
preferred.  $15,000-$17,500  depending  on  training  and  ex- 
perience. Contact  Medical  Director,  San  Luis  Obispo 
General  Hospital,  San  Luis  Obispo,  California.  Phone 
805-543-1500. 


YOUNG  BOARD-QUALIFIED  OBSTETRICIAN-GYNECOLOGIST 
WANTED— To  join  well  established  9-man  group  in  thriving 
community  in  Southern  Oregon.  Initial  salary  leading  to 
partnership.  Excellent  opportunity.  Apply  V.  E.  Thompson. 
Manager;  Grants  Pass  Clinic.  Grants  Pass,  Oregon  97526. 


GP  OPPORTUNITY  SUBURBAN  SEATTLE-Great  need  for  GP 
or  pediatrician  exists  in  Des  Moines,  Wash.,  25  minutes  from 
downtown  Seattle.  Nearest  pediatrician  5 miles  away.  Air 
conditioned  medical  suite  available  in  New  Marine  Drive 
Medical  Dental  Bl^g.  Contact  Victor  Menashe.  D.M.D., 
TR  8-2673. 


GENERAL  PRACTICE  OPPORTUNITY-SEATTLE  - Associate  in 
general  practice  with  2-man  group.  Write  Box  15-B,  North- 
west Medicine,  500  Wall  Street,  Seattle,  Wash.  98121. 


GP  OPPORTUNITY  NEAR  MEDFORD,  OREGON-Our  com- 
munity of  12,000  people  has  one  over-worked  physician 
who  needs  an  associate.  We  have  a new  medical  building 
in  a multi-million  dollar  shopping  center  just  waiting  for 
you,  on  most  reasonable  terms.  Excellent  climate,  top 
recreational  opportunities.  Seven  miles  from  Medford.  Call 
or  write  Mr.  John  Laden  or  Mr.  W.  J.  Williams.  Box  2458, 
White  City,  Oregon,  97542,  phone  826-2521. 


G.P.  TO  TAKE  OVER  PRACTICE-Fully  equipped  office  with 
all  records.  No  strings.  >2  block  from  100-bed  hospital. 
N.W.  Seattle.  Leaving  for  residency.  Call  collect  SU  3-1177. 


ATTENTION  GPs— Psychiatric  residency  opening  for  GP 
in  three-year  fully  approved  training  program  affiliated 
with  the  University  of  Washington.  Federal  grant  will  pro- 
vide annual  stipend  of  $12,000.  For  further  information 
write  Saul  M.  Spiro,  M.D.,  Dir.  of  Education,  Northern 
State  Hospital,  Sedro  Woolley,  Wash.  98284. 


STATE  EPIDEMIOLOGIST— M-D.  plus  M.P.H.  degree  and  three- 
years  experience  preferably  in  the  field  of  epidemiology. 
Must  be  eligible  for  licensure  in  Oregon.  Starting  salary 
open,  depending  on  qualifications  within  range  of  $14,880 
to  $19,020.  Also  several  desirable  openings  for  County  & 
District  Health  Officers.  Apply  to  Mr.  A.  T.  Johnson, 
Pers.  Dir.,  Oregon  State  Board  of  Health.  P.  O.  Box  231, 
Portland,  Oregon  97207. 


GENERAL  PRACTICE  OPPORTUNITY,  NORTH  END,  SEATTLE- 

WTell-equipped  office  can  be  taken  over  after  period  of 
introduction  by  present  physician  who  is  leaving  Seattle  to 
specialize.  Excellent  lab  and  x-ray  facilities  in  same 
building.  Two  general  hospitals  close  by.  Call  Seattle 
collect  EM  2-2533. 


GP  OPPORTUNITY  IN  SOUTHERN  OREGON— Busy  practitioner 
desires  an  associate.  Suggest  a trial  period,  then  if  mu- 
tually agreeable,  a permanent  association  with  adequate 
remuneration.  Guarantee  $1,500  to  start.  Contact  Mr.  H.  N. 
Butler,  Manager,  Myrtle  Creek  Hospital  and  Medical 
Center,  P.  O.  Box  629,  Myrtle  Creek.  Oregon,  phone  863-3111. 


GP  OFFICE  AND  ASSOCIATION-With  established  solo  GP. 
Suburban  practice  (Normandie  Park).  Robert  A.  Fithian, 
M.D.,  19705-lst  Ave.  So.,  Seattle,  Wash.  98148,  TA  4-5900. 


GP  TO  TAKE  OVER  PRACTICE— Fully  equipped,  new  modern 
offices  in  Eugene,  Oregon.  Associate  with  2 GP’s  ages 
31  and  32  years.  Large,  well-established  practice,  will  turn 
over  free  to  right  physician.  Contact  M.  L.  Gulick,  M.D., 
1110  Fairfield  St..  Eugene,  Oregon  97402. 


GP  AND  INTERNIST— Locate  in  Medford,  Oregon,  the  medical 
center  for  Southern  Oregon  and  Northern  California.  200.000 
drawing  area.  Practice  established  five  years;  returning  for 
additional  training.  Rent  or  buy  800  sq.  ft.;  share  waiting 
room.  Full  participation  in  x-ray  and  clinical  laboratory 
facilities.  Call  Medford  779-1831. 


ASSOCIATE  WANTED— SPOKANE,  WASH.— Salaried  position 
with  established  solo  family  physician,  age  40.  Write  Box 
19-B.  Northwest  Medicine,  500  Wall  St..  Seattle,  Wash.  98121. 


GP  OR  SURGEON  WANTED— Eastern  Oregon  city  of  12.000 
population.  Inquire  Box  20-B,  Northwest  Medicine.  500  Wall 
St.,  Seattle,  Wash.  98121. 


PEDIATRIC  ASSOCIATION  AVAILABLE.  AUG.  1,  YAKIMA,  WASH 

— Excellent  established  practice  with  associate.  Would  con- 
sider family  physician.  Modern  air-conditioned  offices. 
Contact  Eugene  A.  Patterson,  M.D..  210  So.  11th  Ave.,  Yaki- 
ma. Wash.  98901,  GL  3-6507. 


GP  WANTED Two-man  partnership  needs  an  associate 

for  a busy  and  completely  equipped  office.  Located  in  a 
city  of  40.000  in  S.W.  Washington  with  excellent  hospital 
facilities.  Write  Box  21-B,  Northwest  Medicine.  500  Wall 
St..  Seattle.  Wash.  98121. 


OFFICE  SPACE 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA— Fully  serviced 
professional  offices,  from  $2.00  to  $3.50  per  sq.  ft.  annually. 
Mr.  Jack  Hayes,  Henry  Broderick,  Inc.,  MA  2-4350.  Seattle. 

SPACIOUS  PHYSICIAN'S  OFFICE  FOR  RENT— In  building  with 
2 dentists,  near  Northgate.  Reasonable  rent.  Call  EM  3-0363. 
Seattle. 


EDMONDS  BRAND  NEW  MEDICAL  CLINIC-Fw°  furnished 
suites  available,  utilities  and  janitor  service  included.  15 
min.  to  Seattle  center  via  freeway.  Pr.  8-4333  or  FT.  8-2205. 

GENERAL  PRACTITIONER  WANTED-LACY,  WASH.  — Space 
available  and  ready  for  occupancy  in  new  air-conditioned 
building.  Private  reception  room,  3 exam,  rooms,  lab,  and 
private  lavatory,  office  and  business  office.  Ample  parking. 
Two  dentists  occupy  rest  of  building.  Area  one  of  the 
fastest  growing  in  Northwest.  Write  R.  C.  Sauls,  D.D.S., 
4445  Lacy  Blvd.,  Olympia,  Wash. 
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SPACIOUS  PHYSICIAN'S  OFFICE  FOR  RENT— In  attractive  air- 
conditioned  building  with  two  other  GPs.  Rapidly  growing 
area  with  excellent  schools  and  accredited  hospital  avail- 
able. Contact  R.  S.  Waltz,  M.D.,  1818  Pacific  Ave.,  Forest 
Grove,  Oregon  97116,  phone  EL  7-3106. 


MEDICAL  SPACE,  TACOMA,  WASH.— Pacific  Professional 
Center,  8645  Pacific  Ave.  New  building,  finish  offices  to 
specifications.  Favorable  rent  and  lease  terms.  Mr.  Law- 
rence Bayer,  12229  West  Pipeline  Road,  Tacoma,  Wash. 
98445,  LE  7-5435. 


VANCOUVER,  WASHINGTON— 1 >450  sq.  ft.  for  lease  in 
modern  air-conditioned  brick  clinic  building  with  ample 
off-street  parking.  Close  to  two  accredited  hospitals.  If 
desired,  records  and  some  equipment  from  highly  success- 
ful GP.,  Dr.  Howard  Haskin.  who  passed  away  recently. 
Contact  Evans  Nelson,  D.M.D.,  400  West  26th  St.,  Van- 
couver, Wash.  98660,  phone  693-5941. 


FOR  RENT  IN  MARYSVILLE,  WASH.— Modern,  spacious,  air- 
conditioned  medical  clinic  for  two  physicians.  Located  in 
busy  shopping  center.  Available  after  October  15.  Address 
replies  to  Mr.  Joe  Hart,  P.O.  Box  718,  Everett,  Wash.  98201. 


EASTWOOD  PROFESSIONAL  BUILDING— Bremerton’s  newest, 
beautifully-planned  professional  building.  Located  across 
the  street  from  New  Harrison  Memorial  Hospital.  Suites 
available  from  890  to  1,400  sq.  ft.  For  full  details  contact 
Mr.  Wade  L.  Lassiter,  Northwest  Real  Estate  & Appraisal 
Co.,  3401  Spruce  Ave.,  Bremerton,  Wash.  98312,  phone 
ES  3-2553. 


OFFICE  AVAILABLE 111  modern  medical  bldg  next  Ballard 

Gen.  Hospital.  Present  physician  leaving  to  specialize. 
Excellent  opportunity  for  gen.  practice.  Contact  E.  H. 
Torkelson,  M.D.,  1551  N.W.  54th,  Seattle,  SU  2-5830. 


OFFICE  SPACE Fully  equipped  and  furnished  office  avail- 

able for  part  time  specialist  or  GP,  in  New  Bellevue 
Medical-Dental  Center.  GL  4-9540,  Bellevue,  Wash. 


EXCELLENT  OPPORTUNITY  FOR  A GP  WILLING  TO  WORK- 
Space  available  in  new  clinic  building  with  pathologist 
supervised  laboratory,  x-ray  and  EKG  equipment.  Covered 
alternate  week-ends  and  days  off  by  established  GP  (8 
years)  who  is  willing  to  direct  overflow  your  way.  For 
details  write  or  call  D.  G.  Kohler,  M.D.,  VE  9-3480,  1305 
So.  312th,  Federal  Way,  Wash.  98003. 


EASTMONT  AREA  OF  EVERETT— Medical  space  available.  Will 
finish  to  doctor’s  specifications.  MA  2-6816.  Seattle. 


EQUIPMENT 


FOR  SALE— Used  exam  tables,  wall  and  floor  cabinets,  por- 
table lights,  scales,  etc.  All  very  good  condition.  Valley 
Clinic,  Ellensburg,  Wash.  98926,  phone  962-1451 


THERMOFAX  COPIER— $J35,  TA.  4-5900,  Seattle. 


RESORTS 


BEACH  HOUSE— SUMMER  RENTAL— One  block  from  the  beach. 
3 small  bedrooms,  furnished  except  linens.  June  1 to  Sept. 
1.  $100  per  week,  minimal  rental  2 weeks,  $25  deposit  with 
reservation.  Write  to  Mr.  George  Faris,  66-6th,  Seaside, 
Oregon. 


fir 

Neuroses 


HOKMIMGSIDE 

HOSPITAL 

Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• All  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 

Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 

HENRY  COE. 

Administrator 

10008  S.  E.  Stark  Street  Portland  16,  Oregon 
Inquiries  invited  Phone:  ALpine  2-5571 

Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 


541 

Northwest  Medicine,  July  1965 


DIRECTORY  OF  AdvCVtlSgVS 


Ames  Company,  Inc. 

Dextrostix  514 


Armour  Pharmaceutical  Company 

Armour  Thyroid  517 


Burroughs  Wellcome  & Co.,  Inc. 

Polysporin  469 

Campbell  Soup 

Variety  for  special  diets  499 

Cutter  Laboratories 

Hyper-Tet  Bach  Cover 

Endo  Laboratories,  Inc. 

Percodan  466 


Haack  Laboratories,  Inc. 

Adipex  532 

Lederle  Laboratories 

S tresscaps  543 


Lilly,  Eli  and  Company 

Ilosone  472 


AMA  Annual — Chicago,  June  26-30, 
1966. 

AMA  Clinical — Philadelphia,  Nov.  28 — 
Dec.  1,  1965,  Las  Vegas,  Nov.  27-30, 
1966. 

Idaho  State  Medical  Association — July 
6-9.  1966.  June  28-July  1,  1967,  Sun 
Valley. 

North  Pacific  Society  of  Neur.  & Psy. — 
Annual — March  30-April  1,  1966. 
Pres..  Glenn  T.  Strand,  Seattle 
Sec.,  W.  W.  Thompson,  Portland 
Northwest  Proctological  Society — Aug. 

29-Sept.  2,  1965,  Yakima. 

Northwest  Regional  Meeting,  American 
College  of  Physicians,  Oct.  28-29, 
1966,  Vancouver. 

Northwest  Rheumatism  Society 

Pres.,  John  E.  Stanwood,  Lebanon 
Sec.,  A.  C.  Jones,  Portland 

Northwestern  Medial  Association — 
Sun  Valley,  Feb.  15-18,  1966 
Pres..  Frank  C.  Henry,  Seattle 
Sec.,  L.  H.  Garland.  San  Francisco 

Oregon  Medical  Association — 

Sept.  21-25,  1965,  Portland 

Pacific  Northwest  Radiological  Society — 
Pres.,  J.  Boyd  Roberts,  Victoria.  B.C. 
Sec.,  Willis  J.  Taylor,  Seattle 

Washington  State  Medical  Association — 
Sept.  12-15,  1965,  Seattle 

West  Coast  Allergy  Society— 

Pres.,  James  E.  Stroh,  Seattle 
Sec.,  A.  G.  Corrado,  Richland 

OREGON 

Ore.  Acad.  Ophth.  & Otolar. — Cosmo- 
politan Motor  Hotel,  4th  Tues., 
Sept. -May 

Pres.,  R.  L.  Erickson,  Salem. 

Sec.,  S.  C.  Stenerodden,  Salem. 

Oregon  Dermatologic  Society — Portland, 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Joyle  Dahl,  Portland. 

Sec.,  Albert  E.  Lamer,  Portland. 

Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April, 
Oct.). 

Pres.,  Kenneth  D.  Gaver,  Salem. 
Sec.,  Wayne  M.  Pidgeon,  Portland. 


Morningside  Hospital 

Comprehensive  treatment 
of  psychiatric  disorders  541 


Parke,  Davis  and  Company 

Chloromycetin 

Inside  Front  Cover 


Pharmaceutical  Manufacturer's  Ass'n  500 


Raleigh  Hills  Hospital 

Treatment  of  alcoholism  521 


Roerig,  J.  B.  and  Company 

Antivert-Neohon  528-529 


Searle,  G.  D.  and  Company 

Dramamine  470 


Shadel  Hospital,  Inc. 

Treatment  of  alcoholism  522 


Sherman  Laboratories 

Protamide  530 


SOCIETIES 


Oregon  Pathologists  Association — Port- 
land, 2nd  Friday  (Feb.,  Apr.,  Oct., 
Dec.) 

Pres.,  John  Christopher,  Salem 
Sec.,  K.  D.  McMilan,  Eugene 

Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
through  school  year 
Pres.,  George  R.  Satterwhite,  Port- 
land 

Sec.,  Robert  S.  Miller.  Beaverton 
Oregon  Society  of  Internal  Medicine 
Pres..  Wm.  P.  Galen,  Portland 
Sec.,  Estill  N.  Deitz,  Portland 

Ore.  Soc.  Obst.  & Gynec. — Portland, 
Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.  thru  May) 

Pres.,  Martin  Sichel,  Portland 
Sec.,  J.  W.  Fergus,  Portland 

Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 
Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland 
Pres.,  Gerald  Whitlock.  Portland. 
Sec.,  Emerson  J.  Collier,  Portland. 
Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Congress  Hotel 
Pres.,  Irl  Clary,  Portland. 

Sec.,  David  Sellers,  Portland 

Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  J.  L.  Stevenson,  Jr.,  Portland. 
Sec.,  R.  J.  Meechan,  Portland. 

Portland  Surgical  Society’ — 4th  Tuesday 
(Sept.-May),  University  Club,  Port- 
land 

Pres.,  Clare  Peterson,  Portland 
Sec.,  Wm.  R.  Sweetman,  Portland. 

WASHINGTON 
King  County  Acad.  Gen.  Pract. — 4th 
Mon.,  exc.  June,  July,  Aug.,  Dec. 
Pres.,  David  W.  Rabak,  Seattle 
Sec.,  Howard  R.  Pyfer,  Seattle 

Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct.-May)  Seattle,  Tacoma, 
or  Everett 

Pres.,  Louis  J.  Sarro,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 


Smith,  Kline  & French  Laboratories 


Ornade 

461 

Squibb,  E.  R.  & Sons 

Prolixin 

536 

Stuart  Company 

Stuart  Formula 

508 

Syntex  laboratories,  Inc. 

Synalar  Insert 

Synalar  Solution 

525-526 

463 

Trick  & Murray 

Office  supplies 

538 

U.  S.  Vitamin  & Pharmaceutical  Corp. 

C.V.P.  and  Duo-C.V.P.  468 

Wallace  Laboratories 

Deprol 
M iltown 

512-513 

464-465 

Winthrop  Laboratories 

N.T.U.  Nasal  Spray 

503 

Seattle  Academy  of  Surgery — 3rd  Wed. 
bi-monthly;  Seattle  Yacht  Club 
Pres.,  Paul  O’Hallaren,  Seattle. 
Sec.,  Nicholas  Sarro,  Seattle 
Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
July,  Aug.,  Dec. 

Pres.,  Charles  G.  Stipp,  Seattle. 
Sec.,  Glen  E.  Hayden,  Seattle. 
Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  Arctic  Club 
Pres.,  Charles  Kaplan,  Seattle 
Sec.,  Richard  Dion,  Seattle 
Seattle  Surg.  Soc. — 4th  Mon.  (Sept.- 
June) 

Pres.,  Rodney  Hearne,  Seattle. 

Sec.,  J.  Garth  Mooney,  Seattle. 
Spokane  Society  of  Internal  Medicine — 
Quarterly,  Ridpath  Motor  Inn, 
Annual — March  5,  1966. 

Pres.,  Arch  Logan,  Jr.,  Spokane 
Sec.,  Roy  T.  Pearson,  Spokane 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  F.  Barronian,  Tacoma 
Sec.,  Calvin  R.  Lantz,  Tacoma 

Tacoma  Surgical  Club  — 3rd  Tuesday 
(Sept.-May)  Annual — May  7,  1966 
Pres.,  Ernest  E.  Banfield,  Tacoma 
Sec.,  Wm.  W.  Mattson,  Jr.,  Tacoma 
Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June) 
Pres.,  L.  L.  Herr.  Seattle. 

Sec.,  John  E.  Nelson,  Seattle 

Washington  Academy  of  General  Prac- 
tice-May 12-14,  1966,  Ridpath  Mo- 
tor Inn.  Spokane 
Pres..  Elmer  Wahlberg,  Tacoma 
Sec.,  Helene  M.  Templeton,  Seattle 
Washington  State  Radiological  Society 
— Seattle,  Quarterly 
Pres.,  Kenneth  E.  Gross,  Tacoma 
Sec.,  Owen  Martin,  Seattle. 

Wash.  St.  Soc.  of  Anesthesiologists 
Pres.,  Edward  Eylander,  Tacoma 
Sec..  Kiyoaky  Hori,  Tacoma 

Wash.  St.  Soc.  of  Allergy. 

Pres.,  Paul  Van  Arsdel,  Jr.,  Seattle. 
Sec.,  S.  H.  Tarica,  Seattle. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  Ralph  Foster,  Yakima 
Sec.,  G.  Douglas  Romney.  Yakima 


Meetings  of  medical 
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After  Surgery:  B and  C vitamins  are  therapy 


Therapeutic  amounts  of  B and  C in  stress  formula  vitamins  often  are  vital  during  periods 
of  physiologic  stress.  STRESSCAPS,  designed  to  meet  increased  metabolic  demands, 
aids  in  achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After 
surgery,  as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B j (Thiamine Mononitrate)  10  mg. 

Vitamin  Bj  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults, 

1 capsule 

daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  “re- 
minder" jars  of  30  and  100;  bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

7202-4 


Human 
tetanus 
antitoxin 
that  provides 
protection 
with  far 
greater 
safety 
and  far 
fewer  units 


The  tetanus  antitoxin 
without  horse  serum 
and  its  reactions 


Hyper-Tet  is  a gamma  glob„.„.  iraction  of  venous 
blood  from  hyperimmunized  humans  and  contains  no 
heterologous  protein.  Far  fewer  units  of  Hyper-Tet 
are  required  for  prophylaxis  than  with  equine 
or  bovine  antitoxin.  Recent  studies1"3  show  these  lower 
dosages  of  tetanus  immune  globulin  (human) 
established  protective  levels  well  above  the 
recommended  immunity  level4  for  up  to  5 weeks. 

Hyper-Tet  can  cause  none  of  the  reactions  usually 
connected  with  heterologous  antitoxins.  It  can  be 
injected  immediately.  Skin  or  conjunctival  sensitivity 
tests  should  NOT  be  given. 


Hyper-Tet™ [tetanus  immune  globulin— humant 

Hyper-Tet  is  available  in  250  unit  vials.  A 250  unit 
dose  is  now  regularly  used  in  routine  prophylactic  cases.  In 
cases  where  the  injury  is  severe  and  where  the  risk  of  potential 
tetanus  infection  is  higher,  a dose  in  excess  of  250  units  may 
be  indicated  and  antibiotic  prophylaxis  may  also  be  advisable.5 

Side  Effects  and  Precautions:  The  likelihood  of  anaphylactoid  or 
serum  reactions  due  to  intramuscular  injection  of  gamma 
globulin  is  remote.  Very  rare  serious  reactions  have  been 
reported,  however,  and  their  extreme  rarity  makes  it 
impossible  to  predict  their  occurrence.  Slight  soreness  at  and 
over  the  injection  site  may  be  noted.  Do  not  give 
intravenously.  There  are  no  known  contraindications. 

. References : 1 . Rubbo,  S.  D.,  and  Suri,  J.  C. : Brit.  M.J.  2 :79  (July  1 4)  1 963. 

TT  E R P aJlflSlfiJ/VlJjPA.  2.  Rubinstein.  H.  M. : Am.  J.  Hyg.  76 .216.  1 962.  3.  McComb,  J.  A. : New  England 

J.  Med.  270  1 75  (Jan.  23)  1 964.  4.  Effective  tetanus  protective  level  established 
Berkeley  10,  California  by  Sir  David  Bruce.  5.  Editorial : Tetanus  Immunization,  JAMA  767:883,1  956. 
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When  you  prescribe  diuretics  for  your  patients,  it’s 
wise  to  advise  them  to  take  their  medication  along 
with  a glass  of  delicious  orange  juice.  It’s  a rich  source 
of  potassium  to  replace  the  potassium  they  lose  during 
diuretic  therapy  — an  8 oz.  glass  of  orange  juice  sup- 
plies approximately  450  mg. 

The  potassium  in  oranges  is  locked  in  with  vitamin 
C,  vitamin  A,  carbohydrates,  and  flavonoids  to  create 
a natural  and  delicious  fruit.  This  natural  w'ay  to  main- 
tain potassium  levels  is  also  good  for  patients  whose 
intake  of  sodium  is  restricted,  for  8 oz.  of  Florida 


orange  juice  contains,  on  the  average,  less  than  3 mg. 
of  sodium. 

When  the  orange  juice  you  recommend  comes  from 
Florida,  it  is  of  the  highest  quality,  for  all  the  citrus 
from  Florida  is  controlled  by  a State  Commission 
which  enforces  strict  rules  for  the  production  and  proc- 
essing of  citrus.  You  can  be  certain  when  you  specify 
Florida  orange  juice  your  patients  will  be 
getting  a consistently  good  natural  food  — 
rich  in  potassium  and  palatable  to  the  taste. 

©Florida  Citrus  Commission,  Lakeland,  Florida 
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In  Chronic  Illness:  B and  C vitamins  are  therapy 


An  imbalance  of  water-soluble  vitamins  and  chronic  illness  often  go  hand  in  hand. 
STRESSCAPS,  containing  therapeutic  quantities  of  vitamins  B and  C,  is  formu- 
lated to  meet  the  increased  metabolic  demands  of  patients  with  physiologic  stress. 
In  chronic  illness,  as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  B,  (ThiamineMononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  Ba  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults, 

1 capsule 

daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  “re- 
minder” jars  of  30  and  100;  bottles  of  500. 

i LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


The  patient’s  complaint  is  indigestion .. .especially  of  intolerance  to  fried 
foods... aggravated  by  stress.  You  diagnose  functional  G.l.  disturbance  and 
associated  stress... as  manifested  by  flatulence,  “nervous”  indigestion  and 
constipation.  Prescribe 


DECHOLIN-BB 

(Hydrocholeretic  • Antispasmodic  • Sedative,  AMES) 

Each  Tablet  Contains: 

BUTABARBITAL  SODIUM 15  mg  (&  gr) 

(warning:  May  be  habit  forming)  to  ease  nervous  tension 

DEHYDROCHOLIC  ACID 250  mg  (3%  gr) 

to  produce  large  volume  of  watery  bile,  hydrate 
the  bowel  contents  and  gently  stimulate  the  in- 
testinal mucosa 

BELLADONNA  EXTRACT 10  mg  gr) 

to  reduce  smooth-muscle  hypertonus 


Average  adult  dose:  1,  or  if  needed,  2 tablets  three 
times  daily.  Precautions:  Observe  patients  period- 
ically for  increased  intraocular  pressure  and  bar- 
biturate habituation  or  addiction.  Caution  drivers 
against  possible  drowsiness.  Side  effects:  Dehy- 
drocholic  acid  may  cause  transitory  diarrhea; 
belladonna  — blurred  vision,  dry  mouth.  Contra- 
indications: Biliary  tract  obstruction, 
acute  hepatitis,  glaucoma,  and  pros- 
tatic hyperplasia.  Available  through 
your  regular  supplier:  Decholin-BB, 
bottles  of  100  tablets.  mu 


Ames  Company,  Inc.,  Elkhart,  Indiana,  ames 
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Road  racing,  Venturi  tubes  and  Tar  Gard 


What  does  the  carburetor  of  a competition  racer 
have  in  common  with  TAR  GARD?  They  both  bene- 
fit from  the  Venturi  principle: 

"A  convergent-divergent  duct  in  which  the  pressure 
energy  of  an  air  stream  is  converted  into  kinetic 
energy  by  the  acceleration  through  the  narrow  part 
of  the  wasp-waisted  passage." 

In  TAR  GARD  the  accelerated  (approx.  200 
m.p.h.),  tar-filled  smoke  is  stopped  abruptly  by  an 
impingement  barrier.  The  tars  you  see  in  the  above 
unretouched  photograph  were  captured  from  a 
single  pack  of  filter  cigarettes  with  a TAR  GARD. 

And  if  this  picture  is  worth  a thousand  words,  a 
live  demonstration  in  your  office  may  well  be  worth 
ten  thousand  words.  That’s  why  we’d  like  to  send 
you  a complimentary  TAR  GARD  which  normally 
sells  for  $2.95. 

We'd  like  you  and  your  patients  to  see  for  your- 
selves that  TAR  GARD  is  every  bit  as  effective  as 


the  claims  made  for  it  in  our  national  advertising. 

Simply  fill  in  the  coupon  and  mail  it  to  the  TAR 
GARD  COMPANY,  2 Pine  Street,  San  Francisco. 
We’ll  be  delighted  to  send  you  a free  TAR  GARD 
with  no  obligation  whatsoever. 

After  you've  seen  it  used,  we  think  you’ll  agree 
that  TAR  GARD  can  be  important  to  your  patients 
who  continue  to  smoke. 

Tar  Gard  Company,  2 Pine  St. . San  Francisco,  California  94111 

□ Please  send  me  a complimentary  Tar  Gard 
(retails  at  $2.95) 

□ Please  send  me dozen  Tar  Gards  at  special 

professional  price,  $10.00  per  half  dozen:  minimum  order 
($1.67  each) 

□ Check  enclosed.  □ Please  bill  me. 

Name 

Type  of  Practice 

Address 

City State Zip 
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Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown* 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 

WALLACE  LABORATORIES 
\£f.Cranbury,  N.J.  cx  siei 


CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


Toward  Clarifying  Concepts 

EDITOR,  NORTHWEST  MEDICINE: 

Not  only  am  I pleased  with  your  editorial, 
“Inept  Journalism”,  northwest  medicine,  June, 
1965,  and  with  the  various  doctors’  appreciative 
responses,  but  also  I am  delighted  with  your  “No 
Buttons  To  Push”  communication,  northwest 
medicine,  July  1965.  They  clarify  values. 

But  the  total  July  issue  also  impressed  me. 
Dead  center  in  the  magazine,  “right  on  the  staples,” 
I observed  the  following:  All  communication  to  the 
left  of  the  center  applied  basically  to  the  Arts  and 
Science  of  Medicine;  all  to  the  right  is  basically 
politico-administrative.  Perhaps  that  is  significant 
in  the  relative  weights  of  the  two  divisions  of  medical 
interests.  And  perhaps  it  may  have  significance  even 
to  human  relations  in  general. 

On  the  President’s  page,  Dr.  Pinkham  com- 
municated his  concern  about  what  I believe  to  be 
politico-administrative  “hypo-ease”  or  “dis-ease”  in 
medicine’s  “service  industry”  as  distinguished  from 
its  “product  industry”  dealing  especially  in  drugs 
and  appliances.  I believe  the  medical  profession  is 
in  a “service  industry”  entanglement;  in  a state  of 
“dis-ease”  really,  that  has  arisen  especially  from 
piece-meal  dealings,  faulty  standards  and  from  faulty 
application  caused  mainly  from  failure  to  clearly 
communicate  concepts  of  standards.  Dr.  Pinkham 
states,  ...  it  is  the  individual  physician’s  obliga- 
tion to  decide  for  himself  whether  the  conditions  of 
a case  for  which  he  accepts  responsibility  permit 
him  to  provide  his  highest  quality  of  medical  care.” 
And  here  for  the  sake  of  clarity,  permit  me  to  add, 
whether  the  patient  is  in  or  out  of  the  hospital.  For 
within  hospitals  is  a source  of  great  “service  industry” 
entanglement. 

Now  may  I please  cast  my  vote  for  further 
communication,  written,  oral  and  behavioral  directed 
toward  clarifying  concepts  of  standards  and  values. 

Sincerely, 
P.  L.  HEITMEYER,  M.D. 

110  N.E.  29th  Avenue 
Portland,  Oregon  97232 


Keep  on  Looking 

EDITOR,  NORTHWEST  MEDICINE: 

I can  hardly  allow  a letter  entitled  “Truth  is 
Where  You  Find  It  (If  You  Look)”  (northwest 
medicine  64:404  [June]  1965)  pass  without  com- 
ment. Mr.  Victor  Salonen  of  Raymond,  Washington, 
apparently  needs  some  assistance  in  gathering  in- 
formation regarding  the  significance  of  congenitally 
malformed  children  to  the  community.  Reputable 
American  scientists  have  noted  a far  more  signifi- 
cant incidence  of  congenital  disorders  when  they 
have  used  appropriate  medical  and  scientific  con- 
tacts to  study  the  program.  Dr.  Warkany1  cites 
United  States  Children’s  Bureau  statistics  indicating 
that  congenital  disorders  account  for  9 per  cent 
more  of  neonatal  mortality  and  19  per  cent  more  of 
preschool  mortality  in  1948  than  in  1939.  McIntosh 
et  al-  who  examined  not  only  newborns  specifically 
for  congenital  disorders  but  extended  his  observa- 
tions up  to  a year  of  age,  demonstrated  that  less 
than  half  of  congenital  disorders  were  rocognized  at 
birth.  Apart  from  difficulties  inherent  in  such  sur- 
veys there  are  additional  problems  in  comparing  one 
study  with  another,  particularly  when  common  in- 
cidence rates  may  be  expressed  in  terms  of  1,000 
births  indicating  either  live  births  or  total  births. 
There  is  data  from  approximately  24  investigations 
in  the  United  States,  United  Kingdom,*  Ireland, 
Sweden  and  Denmark  between  the  years  1923-1959. 
Rates  vary  from  Stevenson’s3  rate  of  1.7  per  one 
thousand  total  births  (a  retrospective  study)  to 
the  rates  of  6.8  per  one  thousand  total  births  as 
described  by  Murphy.4  These  surveys  list  only  fatal 
malformations  and  do  not  include  the  morbidity  as- 
sociated with  living  children.  McIntosh  et  al  have 
made  the  most  impressive  and  widely  quoted  survey 
in  the  United  States  to  date.  It  is  a prospective  ap- 
proach and  includes  examination  of  children  up 
to  the  age  of  one  year  by  repeat  examination.  Forty- 
four  per  cent  of  the  subjects  were  non-white  Puerto 
Ricans  whose  congenital  malformation  rate  was  7.8 
per  cent  or  78  per  1,000  total  births  as  opposed  to 
a white  rate  of  6.3  per  cent  or  63  per  1,000  total 
births.2  A similar  prospective  study  was  carried  out 
by  Davis5  who  found  a 65.6  per  1,000  sur- 
viving infants  incidence  of  major  malformations  and 
exclusive  of  minor  anomalies  including  Mongolian 
spots,  nevus  flammeus,  crypt-orchidism  and  hydro- 
cele, etc.  The  popularly  quoted  figure  of  1 mal- 
formed child  in  16  births  represents  a respectable 
6.3  per  cent  or  63  per  1,000  total  births. 

It  would  appear  from  valid  studies  of  signifi- 
cant congenital  malformations  conducted  by  reliable 
scientific  investigators  with  access  to  medical  infor- 
mation that  the  rates  quoted  by  the  National  Foun- 
dation, March  of  Dimes,  are  far  more  accurate  and 
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knowledgable  than  those  quoted  by  “Mr.”  Victor 
Salonen.  I believe  that  the  only  true  thing  that  Mr. 
Salonen  stated  in  his  letter  was  the  fact  that  hos- 
pitals are  rightfully  reluctant  to  furnish  information 
on  such  a delicate  subject  to  someone  who  handles 
information  so  callously.  I would  suggest  to  Mr. 
Salonen  that  a more  appropriate  source  of  informa- 
tion with  someone  of  his  background  might  be  the 
library  and  one  of  the  educational  institutions  avail- 
able to  him  as  a citizen. 

Sincerely, 

DAVID  B.  SHURTLEFF,  M.D. 

Head,  Division  of  Congenital  Defects 
University  of  Washington  School  of  Medicine 
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Activities  of  Graduates 

EDITOR,  NORTHWEST  MEDICINE: 

In  June  of  this  year  the  School  of  Medicine  of 
the  University  of  Washington  graduated  its  1,000th 
senior.  This  year’s  graduating  class  was  our  16th,  and 
it  has  occurred  to  me  that  it  might  be  appropriate 
to  make  an  informal  report  to  interested  physicians 
in  the  Northwest  concerning  the  present  activities 
of  our  graduates.  In  a school  as  young  as  ours,  with 
as  high  a proportion  of  recent  graduates,  it  should 
be  kept  in  mind  that  a relatively  large  percentage 
are  still  serving  internships  and  residencies  or  in 
the  military  service.  For  example,  38  per  cent  of 
the  classes  of  1960-1964  are  still  in  internship  or 
residency  and  19  per  cent  of  this  same  group  are 
currently  serving  with  the  armed  forces. 

When  those  graduates  still  in  periods  of  train- 
ing are  discounted,  however,  it  is  of  interest  to  note 
that  approximately  30  per  cent  of  the  graduates  of 
the  University  of  Washington  are  in  general  prac- 
tice and  15  per  cent  are  engaged  in  the  practice 
of  internal  medicine  and  its  subspecialties.  Approxi- 
mately 9 per  cent  of  our  graduates  are  practicing 
general  surgery.  Six  per  cent  of  our  graduates  are 
engaged  in  the  various  surgical  subspecialties,  with 
roughly  2 per  cent  in  orthopedics,  2 per  cent  in 
urology  and  2 per  cent  in  neurosurgery.  Pediatrics 


and  psychiatry  each  attract  about  7 per  cent  of  our 
graduates,  and  obstetrics  and  gynecology  and  path- 
ology just  over  5 per  cent.  Opthalmology  and  oto- 
laryngology have  each  attracted  approximately  4.5 
per  cent  of  the  graduates,  radiology  3.5  per  cent 
and  anesthesiology  3 per  cent.  Other  fields  such  as 
physical  medicine,  preventive  medicine,  occupa- 
tional medicine,  hospital  administration  and  geria- 
trics and  basic  sciences  make  up  the  remainder. 

The  majority  of  our  graduates  who  have  com- 
pleted their  military  service  and  postgraduate  train- 
ing have  chosen  the  State  of  Washington  as  a place 
to  practice.  It  may  be  of  interest  to  some  that  ap- 
proximately 5 per  cent  of  all  of  the  graduates  of  the 
University  of  Washington  School  of  Medicine  are 
hospital-employed  and  about  the  same  percentage 
are  engaged  in  full-time  academic  medicine. 

Sincerely  yours, 

JOHN  R.  HOGNESS,  M.D. 

Dean 

Fellowships 

EDITOR,  NORTHWEST  MEDICINE: 

The  Washington  State  Heart  Association  is 
pleased  to  announce  the  availability  of  Post  Doctoral 
Research  Fellowships  in  the  medical  sciences  for  the 
fiscal  year  beginning  July  1,  1966. 

Applications  must  be  in  our  hands  by  Sep- 
tember 15,  1965.  It  is  expected  that  the  awards  will 
be  made  by  October  15,  1965. 

For  full  information,  write  or  call  the  Wash- 
ington State  Heart  Association. 

Sincerely, 

A.  DEAN  JOHNSON,  M.D. 

Chairman,  Rasic  <b  Clinical  Research 
/ Allocations  Committee 

■ Correction 

EDITOR,  NORTHWEST  MEDICINE: 

I would  like  to  bring  your  attention  to  an  error 
which  appeared  in  the  legend  under  Figure  6 in  the 
recent  publication  of  our  article,  “Electrodiagnosis  of 
Neuromuscular  Disorders.”  Item  B,  “Peak  of  muscle 
response,”  and  item  C,  “Peak  of  muscle  response,” 
should  each  read,  “Peak  of  digital  nerve  response,” 
since  this  is  a sensory  nerve  study. 

Thank  you  for  your  help  in  this  matter. 

Sincerely, 

ROBERT  H.  JEBSEN,  M.D. 

Assistant  Professor 
University  of  Washington 
School  of  Medicine 

continued  on  page  561 
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an  innovation  in 
broad-spectrum 

antibiotic  dosage 


DEMETHYLCHLORTETRACYCLINE 


New 
300 mg 

Film-coated 

tablet 

For  adult  therapy 

One  mid-morning 
One  mid-evening 


it's  made  for 


0ECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 
3()()mg'  FILM  COATED  TABLETS 


One  mid-morning  One  mid-evening 

provides  a full  24  hours  of  therapy  for  adults 
with  all  the  extra  benefits  of  DECLOMYCIN 
...lower  mg  intake  per  day... proven  potency 
...1-2  days’  “extra”  activity  to  protect  against 
relapse  or  secondary  infection 


DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 
300mg  FILM  COATED  TABLETS 


DECLOMYCIN®  Demethylchlortetracycline  HCI  TABLETS  (Film  Coated) 

Available  dosage  forms:  Film  Coated  Tablets  containing  150  mg.  and 
300  mg.  demethylchlortetracycline  HCI. 

ACTION:  DECLOMYCIN  Demethylchlortetracycline  is  a broad-spectrum 
antibiotic  derived  from  a strain  of  Streptomyces  aureofaciens.  Demethyl- 
chlortetracycline is  closely  related  chemically  to  tetracycline  and  has 
been  shown  to  have  several  advantages  which  make  it  a valuable  aid  to 
antimicrobial  therapeutics.  It  has  a greater  antibiotic  potency  which 
makes  it  possible  to  achieve  therapeutic  activity  with  less  weight  of  anti- 
biotic. It  has  a greater  stability  in  body  fluids  due  to  a slow  degradation. 
It  has  been  shown  to  have  a reduced  renal  clearance  rate  which  pro- 
duces a prolongation  of  the  antibacterial  levels  in  the  body. 

The  average  adult  daily  dose  of  DECLOMYCIN  Demethylchlortetracy- 
cline (600  mg.)  may  be  considered  to  be  the  equivalent  of  1,000  mg.  of 
tetracycline  per  day. 


INDICATIONS:  DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other  tetracyclines  in  in- 
fections caused  by  organisms  sensitive  to  the  tetracyclines. 

The  following  conditions  have  been  successfully  treated: 


Otitis  (Externa  or  Media) 
Pharyngitis 
Pneumonia 
Pre-  and  Postoperative 
Prophylaxis  of  Infection 
Primary  Atypical  Pneumonia 
Primary  and  Secondary 
Syphilis 

Pustular  Folliculitis 
Pyelonephritis 
Pyoderma 
Sinusitis 

Streptococcal  Sore  Throat 
Tonsillitis 


Abscess 
Acne 

Bronchiectasis 
Bronchiolitis 
Bronchitis 

Bronchopulmonary  Infection 
Cellulitis 
Cystitis 
Endometritis 
Erysipelas 
Furunculosis 
Genitourinary  Infection 
Laryngotracheitis 
Mixed  Bacterial  Infection 
Non-Specific  Urethritis 

associated  with  tetracycline-sensitive  organisms  such  as  the  following: 

Eaton  Agent  Gonococci 

Endamoeba  histolytica  Shigellae 

Hemophilus  influenzae  Staphylococci 

Pneumococci  Streptococci 

Escherichia  coli 

Evaluation  in  other  infections  and  conditions  is  continuing. 

DECLOMYCIN  Demethylchlortetracycline  is  indicated  for  surgical  and 
dental  preoperative  and  postoperative  prophylaxis  of  infection  in  con- 
taminated fields.  Since  penicillin  is  the  drug  of  choice  for  syphilis  and 
gonorrhea,  it  should  be  employed  in  these  infections  except  in  patients 
with  a history  of  penicillin  allergy. 

In  cases  of  acute  gonococcal  urethritis  where  a primary  or  secondary 
lesion  of  syphilis  is  suspected,  proper  diagnostic  procedures  including 
darkfield  examination  should  be  followed.  In  all  other  cases  where  con- 
comitant syphilis  is  suspected,  serological  tests  should  be  made  monthly 
for  at  least  three  months. 

In  patients  with  agammaglobulinemia  or  hypogammaglobulinemia 
and  recurring  infections,  it  is  necessary  to  treat  with  both  gamma  globu- 
lin and  an  antibiotic  such  as  DECLOMYCIN  Demethylchlortetracycline. 

DECLOMYCIN  Demethylchlortetracycline  shows  activity  against  some 
strains  of  Pseudomonas  and  Proteus  heretofore  unresponsive  to  tetracy- 
cline therapy  as  shown  by  both  in  vivo  and  in  vitro  studies. 

In  the  treatment  of  staphylococcus  infections,  indicated  surgical  pro- 
cedures must  be  performed  in  all  cases. 


WARNING:  If  renal  impairment  exists,  even  usual  oral  or  parenteral 
doses  may  lead  to  excessive  systemic  accumulation  of  the  drug  and 
possible  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated  and  if  therapy  is  prolonged,  demethylchlortetracycline 
serum  level  determinations  may  be  advisable.' -2-3 

A photodynamic  reaction  precipitated  by  direct  exposure  to  natural 
or  artificial  sunlight  has  been  observed  in  some  individuals.  Small 
amounts  of  drug  and  short  exposure  to  these  sources  of  sunlight  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema over  the  exposed  parts  of  the  body  to  severe  skin  manifestations. 
In  a smaller  proportion,  photoallergic  reactions  to  this  drug,  as  well  as 
other  tetracycline  derivatives,  have  also  been  reported. 

Such  patients  should  be  warned  to  avoid  direct  exposure  to  natural 
or  artificial  sunlight  while  under  treatment  and  to  discontinue  the  drug 
at  the  first  evidence  of  skin  discomfort. 


Necessary  subsequent  courses  of  treatment  with  tetracyclines  should 
be  carefully  observed. 

PRECAUTIONS  AND  SIDE  EFFECTS:  The  use  of  antibiotics  occasionally 
may  result  in  overgrowth  of  nonsusceptible  organisms.  Constant  obser- 
vation of  the  patient  is  essential.  If  new  infections  appear  during  therapy, 
appropriate  measures  should  be  taken. 

Demethylchlortetracycline  may  form  a stable  calcium  complex  in  any 
bone  forming  tissue  with  no  serious  harmful  effects  reported  thus  far  in 
humans.  However,  use  of  demethylchlortetracycline  during  tooth  devel- 
opment ( = last  trimester  of  pregnancy,  neonatal  period  and  early 
childhood)  may  cause  discoloration  of  the  teeth  (=yellow-grey-brown- 
ish).  This  effect  occurs  mostly  during  long-term  use  of  the  drug  but  it 
has  also  been  observed  in  usual  short  treatment  courses. 

As  with  all  other  antibiotics,  side  reactions  which  might  be  encount- 
ered include  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis 
and  dermatitis.  If  adverse  reaction  or  idiosyncrasy  occurs,  discontinue 
medication  and  institute  appropriate  therapy.  Rare  cases  of  anaphylac- 
toid reactions  have  been  reported  following  demethylchlortetracycline. 
Appropriate  precaution  is  advised. 

With  full  therapeutic  doses  in  infants,  increased  cranial  pressure 
with  bulging  fontanels  has  been  observed.  The  frequency  has  been 
rare  and  all  signs  and  symptoms  have  disappeared  rapidly  upon  cessa- 
tion of  treatment. 

ADMINISTRATION  AND  DOSAGE:  ADULT:  The  average  daily  adult  dos- 
age is  4 divided  doses  of  150  mg.  each  or  2 divided  doses  of  300  mg.  each. 

An  initial  dose  of  300  mg.  may  be  used  in  the  more  severe  infections, 
but  a single  dose  exceeding  300  mg.  is  thought  to  be  unnecessary. 

INFANTS  AND  CHILDREN:  The  dosage  is  3 to  6 mg.  per  pound  body 
weight  per  day  or  6 to  12  mg.  per  Kg.  per  day,  divided  into  2 or  4 doses 
dependent  upon  the  severity  of  the  disease.  This  should  not  be  given 
with  milk  formula  or  other  calcium  containing  foods  and  should  be 
given  at  least  one  hour  prior  to  feeding. 

Because  of  the  cumulative  effect  in  the  body,  continuation  of  high 
doses  beyond  the  first  few  days  is  thought  to  be  unnecessary. 

Therapy  should  be  continued  beyond  the  time  when  characteristic 
symptoms  or  fever  have  subsided;  however,  DECLOMYCIN  Demethyl- 
chlortetracycline, because  of  its  unique  property  of  prolonged  stability 
in  body  fluids,  permits  serum  activity  for  24  to  48  hours  after  the  last 
dose.  The  incidence  of  rheumatic  fever  or  glomerulonephritis  following 
streptococcal  infections  suggests  that  therapy  of  a streptococcal  infec- 
tion should  be  continued  for  10  days,  even  though  symptoms  have 
subsided. 

In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18  I 
Gm.  given  in  equally  divided  doses  over  a period  of  10  to  15  days  should 
be  followed.  Close  follow-up  observation  of  the  patient  is  recommended,  I 
including  appropriate  laboratory  tests,  since  demethylchlortetracycline  | 
has  not  had  adequate  evaluation  in  all  stages  of  syphilis.  Spinal  fluid  | 
examination  should  be  included  as  part  of  this  follow-up. 

Primary  Atypical  Pneumonia  (Eaton  Agent):  The  average  adult  daily 
dosage  is  900  mg.  in  3 divided  doses  for  six  days.4-5'6 

In  the  treatment  of  pustular  acne  vulgaris  an  initial  dose  of  600  mg. 
daily  for  one  or  two  weeks  may,  in  most  cases,  be  reduced  to  300  mg. 
or  150  mg.  daily  for  remainder  of  treatment  course.7 

Absorption  is  impaired  by  the  concomitant  administration  of  high 
calcium  content  drugs  such  as  some  antacid  medications,  foods  and 
some  dairy  products  such  as  milk.  Oral  forms  of  demethylchlortetracy- 
cline should  be  given  1 hour  before  or  2 hours  after  meals. 

REFERENCES 

1.  Kunin,  C.  M.;  Rees,  S.  B.;  Merrill,  J.  P.  and  Finland,  M.:  Persistence 
of  Antibiotics  in  Blood  of  Patients  with  Acute  Renal  Failure.  1.  Tetracy- 
cline and  Chlortetracycline,  J.  Clin.  Invest.  38(9):1487-1519  (Sept.)  1959. 

2.  Kunin,  C.  M.  and  Finland,  M.:  Restrictions  Imposed  on  Antibiotic 
Therapy  by  Renal  Failure,  Arch.  Int.  Med.  104(6):1030-1050  (Dec.)  1959. 

3.  Dowling,  H.  F.  and  Lepper,  M.  H.:  Hepatic  Reactions  to  Tetracyclines, 
JAMA  188 (3) -.307-309  (April  20)  1964.  4.  Kingston,  J.  R.;  Chanock,  R.  M.; 
Mufson,  M.  A.;  Heilman,  L.  P.;  James,  W.  D.;  Fox,  H.  H.;  Manko,  M.  A.  and 
Boyers,  J.:  Eaton  Agent  Pneumonia,  JAMA  17 6:118-123  (April  15)  1961. 

5.  Mufson,  M.  A.;  Manko,  M.  A.;  Kingston,  J.  R.  and  Chanock,  R.  M.: 
Eaton  Agent  Pneumonia— Clinical  Features,  JAMA  178: 369-374  (October 
28)  1961.  6.  Editors:  Eaton  Agent  Pneumonia,  JAMA  178:414-415  (Oc- 
tober 28)  1961.  7.  Kanof,  N.  B.  and  Blau,  S.:  Oral  Demethylchlortetra- 
cycline in  the  Treatment  of  Pustular  Dermatoses,  Antibiotics  Annual, 
1959-1960.  D48-4/65 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


6525  1 969 


Are  you  as  proud  of  American  research 

as  you  should  be? 


Where  do  the  modern  drugs  you  prescribe  come 
from?  Between  1941-1964,  there  were  604  differ- 
ent, new  chemical  entities  made  available  as 
drugs  to  physicians  throughout  the  world.  About 
74%  of  these  came  from  the  research  labo- 
ratories of  three  of  the  four  countries  below.  If 
you  haven’t  already  done  so,  take  the  little  quiz. 


Now,  ready?  The  answers  may  surprise  you. 
The  United  States  led  all  the  rest  with  an  amaz- 
ing total  of  369  drugs;  Switzerland  was  next 
with  44,  and  Germany  next  with  33.  Italy,  a 
country  without  patent  protection  for  the  inven- 
tor, had  0.  That’s  a research  score  Americans 
can  well  be  proud  of. 


research 

quiz  For  two  decades, 
three  of  these  four 
countries  have  led  the 
world  in  drug  research. 
Of  the  604  significant 
drugs  discovered  in  the 
world  during  this  period, 
how  many  do  you  think 
came  from  each  country? 
(Answer  above) 


$ 

GERMANY 


UNITED  STATES 


Pharmaceutical  Manufacturers  Association  — 1155  Fifteenth  St.,  N.W,  Washington,  D.C.  20005 

This  message  is  brought  to  you  as  a courtesy  of  this  publication  on  behalf  of  the  producers  of  prescription  drugs. 
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when  a change  in  environment 
overwhelms  him  with  anxiety 


Failing  health,  financial  difficulties,  or  the  death  of  a 
spouse  are  among  the  reasons  why  elderly  people  may 
be  obliged  to  leave  their  familiar  surroundings.  Moving 
in  with  children  or  entering  a home  for  the  aged  may 
satisfy  practical  requirements  but  can  be  psychologi- 
cally traumatic  since  emotional  resilience  tends  to  dimin- 
ish with  age. 

Even  when  anxiety  reaches  overwhelming  proportions, 
you  can  counteract  it  promptly  with  the  potent  tran- 
quilizer—Atarax  (hydroxyzine  HCI). 

The  outstanding  systemic  safety  record  of  Atarax  makes 
it  particularly  suitable  for  geriatric  patients  whose  drug 
tolerance  is  often  low.  The  usual  initial  dosage  in  such 
patients  is  50  mg.  q.i.d.  However,  this  tranquilizer  is  so 
well  tolerated  that  dosage  can  be  adjusted  to  meet  in- 
dividual requirements.  The  wide  variety  of  dosage 
forms  allows  flexibility  of  administration  from  any 
standpoint  — convenience,  patient  preference,  or  emer- 
gency requirements. 


No  age,  of  course,  is  exempt  from  anxiety  and  any  num- 
ber of  circumstances  can  unleash  it.  Keep  Atarax  in 
mind  for  all  your  emotionally  distressed  patients  — from 
under  6 to  over  60. 


for  any  age— for  any  stage  of  anxiety 

miRTlX© 

(hydroxyzine  HCI) 

...  In  any  condition  where  tissue  depletion  of  the  water- 
soluble  vitamins  is  found,  Rx  RoeriBeC®  therapeutic  B 
complex  with  500  mg.  of  vitamin  C. 

J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World's  Well-Being® 

New  York,  New  York  10017 
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la  effects  and  precautions:  The  transitory 
iwsiness  which  may  occur  with  hydroxyzine 
!l  usually  disappears  spontaneously  in  a few 
ys  with  continued  therapy,  or  is  correctable 
dosage  reduction.  Dryness  of  the  mouth  may 
seen  with  higher  doses.  Involuntary  motor 
'ivity  has  been  reported  in  hospitalized 
tients  on  higher  than  recommended  doses, 
droxyzine  HCI  may  potentiate  CNS  depos- 
its, narcotics  such  as  meperidine,  barbitu- 
es,  and  anticoagulants.  In  conjunctive  use, 
sage  for  these  drugs  should  be  decreased, 
cause  drowsiness  may  occur,  patients  should 
cautioned  against  driving  a car  or  operat- 
! dangerous  machinery.  Parenteral  Solution 
rcautions  and  contraindications:  This  dosage 
m is  intended  only  for  I.M.  or  I.V.  adminis- 
ition  and  should  not,  under  any  circum- 
inces,  be  injected  subcutaneously  or  intra- 
lerially.  When  the  usual  precautions  for  I.M. 
ection  have  been  followed,  reports  of  soft 
sue  reactions  have  been  rare.  I.V.  adminis- 
Ition  should  be  slow,  no  faster  than  25  mg. 
r minute,  and  should  not  exceed  100  mg.  in 
y single  dose.  Particular  care  should  be  used 
insure  injection  only  into  intact  veins;  a few 
fances  of  digital  gangrene  occurring  distal 
the  injection  site  have  been  attributed  to 
advertent  intraarterial  injection  or  periarte- 
I extravasation,  both  of  which  should  be 
oided.  More  detailed  professional  informa- 
n available  on  request. 


Explanation 

In  their  article  published  last  month  (Total  De- 
struction of  Functional  Bone  Marrow)  Phillips  and 
Finch  reported  extremely  rapid  disappearance  of 
transfused  white  cells.  One  phenomenon  not  ex- 
plained in  the  article  teas  the  increase  observed,  in 
some  cell  groups,  after  initial  decline.  The  figures 
concerned  were  in  their  tables  1,  3,  and  4.  The  fol- 
lowing letter  answers  an  inquiry  on  the  observation. 

Ed. 


EDITOR,  NORTHWEST  MEDICINE: 

In  reply  to  your  letter  of  June  18,  1965,  I think 
the  explanation  is  relatively  simple.  It  is  known 
that  there  is  a marginal  compartment  of  white  cells 
which  are  considered  to  be  aligned  along  the  endo- 
thelial surface  of  the  small  blood  vessels.  This  is  in 
equilibrium  with  the  circulating  white  cells  and  in 
number  are  equal  to  the  circulating  white  cells.  In 
such  things  as  exercise  or  adrenalin  a shift  of  the 
marginal  cells  into  the  blood  stream  will  induce  in- 
crease in  the  circulating  white  blood  count.  This  has 
been  proven  experimentally  and  in  the  case  report  we 
feel  that  there  was  a shift  of  white  blood  cells  from 
the  marginal  pool  to  the  circulating  pool  and  this  is  a 
logical  explanation  for  the  phenomenon  that  you 
have  observed. 

I hope  this  explanation  is  adequate. 

Sincerely, 

JOHN  H.  PHILLIPS,  M.D. 

312  W.  Eighth  Ave. 

Spokane,  Wash.  99 204 


Interns  Are  Not  in  Danger 

Editor,  NORTHWEST  MEDICINE: 

You  have  probably  seen  the  story  “Interns, 
Residents  Alerted,  ‘Uncommon’  Lawsuit  Filed”  in 
the  AM  A News  of  May  31,  1965. 

The  story  reports  that  the  Emanuel  Lutheran 
Hospital,  of  Portland,  has  filed  suit  against  Robert 
C.  Brockhoven,  M.D.,  now  a resident  in  ophthal- 
mology, in  Chicago.  We  believe  this  is  another 
example  of  careless  journalism  in  that  the  AMA 
News  apparently  made  no  effort  to  obtain  accurate 
information  with  the  net  result  of  publishing  a very 
misleading  stoiy.  The  facts  are  as  follows. 

The  suit  was  instigated  by  the  St.  Paul  Fire  and 
Marine  Insurance  Company,  not  by  Emanuel  Hos- 
pital. The  hospital  is  named  in  accordance  with 
routine  provision  on  subrogation,  always  carried  in 
malpractice  policies  and,  in  this  case,  a provision  of 
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the  policy  carried  by  the  hospital  with  the  St.  Paul 
Fire  and  Marine  Insurance  Company.  The  lawsuit 
may  be  “uncommon”  but  it  does  not  in  any  way 
constitute  any  new  kind  of  warning  to  interns  and 
residents. 

The  action  is  essential  in  this  instance  merely 
because  the  hospital  carried  its  own  insurance  in 
one  company  and  insurance  on  members  of  the  house 
staff  in  another.  In  a previous  action  the  court  had 
awarded  $290,000  to  a plaintiff  who  had  been 
treated  in  the  emergency  ward  of  the  hospital. 
There  was  a final  settlement  of  $200,000  in  which 
the  St.  Paul  company  participated.  The  company 
now  only  seeks  to  recover  from  the  former  intern, 
who  was  covered,  at  time  of  the  alleged  mal- 
practice, by  another  company. 

This  situation  cannot  again  develop  because,  in 


1963,  the  hospital  placed  insurance  for  the  hospital, 
and  that  for  members  of  the  house  staff,  in  a single 
company. 

Emanuel  Hospital  has  conducted  intern  and  resi- 
dency training  programs  for  many  years  and  we 
have  always  enjoyed  mutual  respect  and  confidence 
between  members  of  the  house  staff  and  the  hospital. 
We  are  hopeful  that  this  relationship  may  not  be 
disturbed  because  of  misleading  statements  and  we 
have  sent,  a telegram  to  AM  A News  requesting 
correction  of  the  false  impression  created  by  their 
original  story. 

Sincerely, 

E.  G.  CHUINARD,  M.D. 

President,  Emanuel  Hospital  Medical  Staff 

(MB.)  PAUL  R.  HANSON 

Administrator,  Emanuel  Hospital 


NORTH  PACIFIC  PEDIATRIC  SOCIETY 

The  91st  meeting  of  the  North  Pacific  Pediatric  Society  will  be  held  September 
9-11  at  Banff  Springs  Hotel,  Banff,  Alberta,  Canada. 

J.  Arthur  May  of  Portland  is  President  of  the  Society  and  Chairman  of  the 
Friday  session;  Jack  M.  Docter,  Seattle,  is  President-Elect  and  Chairman  of  the 
Saturday  session. 

Social  events  include  a welcome  party  on  Thursday,  September  9 and  a cocktail 
party  and  dinner  dance  on  Friday,  September  10. 

Guest  speakers  are  Robert  A.  Good,  Professor  of  Pediatrics  and  Microbiology, 
University  of  Minnesota  Medical  School;  John  K.  Martin,  Professor  and  Director 
of  Pediatrics,  University  of  Alberta  Hospital;  and  Charles  R.  Scriver,  Pediatric  Staff, 
Montreal,  Children’s  Hospital,  P.Q. 


AMERICAN  MEDICAL  WRITERS’  ASSOCIATION 

Silver  Anniversary  Meeting,  Statler-Hilton  Hotel,  Detroit,  Michigan,  September 
16-19,  1965.  Theme,  “The  Art  and  Science  of  Medical  Expression.”  All  physicians 
are  invited  to  attend. 
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for  better  or  for  worse? 


more  often  for  better  when  fear  of  unwanted 
pregnancy  is  overcome  with 


TABLETS  (Q, 


oral  contraception 

with  virtually  100%  effectiveness 

with  low  incidence  of  BTB  and  spotting,  nausea  and  amenorrhea 
with  low  effective  dosage  and  low  cost 


This  64-page  illustrated  patient  book  is  avail- 
able to  help  you  explain  oral  contraception 
to  patients.  Address  your  request  to  Syntex 
Laboratories  Inc.,  Dept.  CM,  3401  Hillview 
Avenue,  Palo  Alto,  California. 


Contraindications:  Thrombophlebitis  or 
pulmonary  embolism  (current  or  past); 
cardiac,  renal  or  hepatic  dysfunction; 
carcinoma  of  the  breast  or  genital  tract; 
severe  depression. 

Precautions:  Existing  uterine  fibroids  may 
increase  in  size.  In  lactating  mothers  de- 
lay Norinyl  until  nursing  needs  are  estab- 
lished. Withhold  Norinyl  before  liver  or 
endocrine  function  testing.  In  metabolic 
or  endocrine  disorders  careful  clinical 
preevaluation  of  patients  is  indicated. 
Because  progestational  agents  with  estro- 
gen in  general  may  cause  some  degree 
of  fluid  retention,  patients  with  a history 
of  epilepsy,  migraine  or  asthma  require 
careful  observation. 

Side  Effects:  According  to  observations 
thus  far,  side  effects  consist  mainly  of 


changes  in  the  menstrual  cycle,  symp- 
toms resembling  early  pregnancy,  weight 
gain,  nausea,  and  a few  minor,  generally 
transient,  subjective  complaints  (head- 
ache, dizziness,  nervousness  and  irrita- 
bility). 

Dosage  and  Administration:  One  Norinyl 
Tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of 
the  menstrual  cycle.  (Day  1 of  the  cycle 
is  the  first  day  of  menstrual  bleeding.) 


norethindrone*— an  original  steroid  from 


SYNTEX  E3 


LABORATORIES  INC.,  PALO  ALTO,  CALIF. 


"First  synthesized  by  Syntex  Laboratories  (Djerassi  et  at. : Paper 
presented  before  the  Division  of  Medicinal  Chemistry,  American 
Chemical  Society  meeting,  Milwaukee,  Wisconsin,  April  3,  1952). 


When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  the 
gamut  of  home  remedies  without  success, 
pleasant-tasting  CREMOMYCIN  can  answer 
the  call  for  help.  It  can  be  counted  on  to 
consolidate  fluid  stools,  soothe  intestinal 
inflammation,  inhibit  enteric  pathogens, 
and  detoxify  putrefactive  materials  — usu- 
ally within  a few  hours. 


CREMOMYCIN  combines  the  bacteriostatic 
agents,  succi ny Isu Ifath iazole  and  neomy- 
cin, with  the  adsorbent  and  protective  de- 
mulcents, kaolin  and  pectin,  for  compre- 
hensive control  of  diarrhea. 


Indications:  Diarrhea.  Contraindications:  Kaolin: 
Withhold  if  diverticulosis  is  present  or  suspected. 
Precautions:  Sulfonamide:  Continued  use  requires 
supplementary  administration  of  thiamine  and  vita- 


564 

Northwest  Medicine,  August  1965 


your  for 
Cremomycin 
can  provide  relief 


where  today’s  theory  is  tomorrow’s  therapy 


promptly  relieves  diarrheal  distress 

Cremomycin 

ANTIDIARRHEAL  ** 

Composition:  Each  30  cc.  contains  neomycin  sulfate 
300  mg.  (equivalent  to  210  mg.  of  neomycin  base), 
succinylsulfathiazole  3.0  6m.,  colloidal  kaolin  3.0 
Gm.,  pectin  0.27  Gm. 

© MERCK  SHARP  & DOHME 


Division  of  Merck  & Co  . Inc.,  West  Point,  Pa. 


min  K.  Neomycin:  Patient  should  be  observed  for 
new  infections  due  to  bacteria  or  fungi.  Side  Effects: 
Sulfonamide:  Sensitivity  reactions  may  occur  (e.g., 
skin  rashes,  anemia,  polyneuritis,  fever;  agranulo- 
cytosis with  a fatal  outcome  has  been  reported). 
Reduction  of  thiamine  output  in  the  feces  and  of 
vitamin  K synthesis  has  been  observed.  Neomycin: 
Nausea,  loose  stools  possible. 

Before  prescribing  or  administering,  read  product 
circular  with  package  or  available  on  request. 
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baixa 

significativa 
da  incidencia 
cdas  nauseas 
e vomitosf 


Postoperative  vomiting: 
The  Latins  have  a word  for  it 


In  Rio  de  Janeiro  “Dramin”  is  the  word  for 
Dramamine.  That  is  why  it  is  often  the  Bra- 
zilian word  for  control  of  nausea  and  vomiting 
after  surgery.  Like  physicians  the  world  over, 
Monti*  achieved  a “significant  reduction  in 
the  incidence”  of  unpleasant  operative  after- 
effects (“baixa  significativa  da  incidencia  [das 
nauseas  e vomitos]”)  with  the  help  of  this 
classic  antiemetic. 


Dramamine,  of  course,  is  effective  thera- 
peutically as  well  as  prophylactically.  When 
emesis  is  a sequel  to  surgery  an  intramus- 
cular injection  of  50  mg.  (1  cc.)  Dramamine 
for  an  adult  usually  brings  immediate  and 
prolonged  relief. 

Precautions:  Dimenhydrinate,  notably  non- 
toxic itself,  may  mask  the  symptoms  of  strep- 
tomycin toxicity.  Patients  should  be  cautioned 
against  operating  automobiles  or  dangerous 
machinery  because  of  possible  drowsiness. 

*Monti,A.  A.  F.:  Rev. Bras. Cir.43:288-297(Apr.)1962. 


Research  in  the  Service  of  Medicine 


SEARLE 


relied  on  round  the  world  ■ 

Dramamine 

■ • brand  of  ■ ■ ■ . 

dimenhydrinate 


classic  antinauseant 

Ampuls  (for  intramuscular  or  intravenous  use) 
Supposicones®  / Liquid  / Tablets 
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EDITORIAL 


Early  Diagnosis  of  Diabetes 


In  this  issue  is  a paper  by  John  H.  Stalnaker 
dealing  with  the  early  diagnosis  of  diabetes.  It 
is  a highly  important  objective  to  determine  the 
diagnosis  much  earlier  than  in  the  past.  The 
disorder  in  most  instances  is  due  to  a genetic 
defect.  Whereas  many  decades  often  elapse  be- 
fore the  defect  is  manifested  by  persistent  hyper- 
glycemia, glycosuria,  etc.,  there  doubtless  are 
many  biochemical  abnormalities  dating  to  a very 
early  age,  because  over  90  per  cent  of  pre- 
diabetics have  been  found  to  have  microangio- 
pathies of  the  type  commonly  associated  with 
diabetes.  The  prediabetic  group,  by  definition, 
has  not  only  a normal  glucose  tolerance  test 
but  a normal  cortisone  glucose  tolerance  test. 

A large  number  of  studies  have  indicated 
that  in  the  earlier  phases  of  the  diabetic  process, 
hypernormal  levels  of  plasma  insulin-like  materi- 
al are  demonstrable.  Simultaneously,  a number 
of  such  subjects  will  have  elevated  blood  sugar, 
prompting  the  conclusion  that  either  the  meas- 
ureable  insulin-like  material  deviates  in  chemical 
structure  from  normal  or  is  antagonized  in  its 
activities.  There  is  much  to  suggest  that  the 
beta  cell  of  the  pancreas  is  overactive  for  a great 
many  years  and,  especially  in  juvenile-onset 
diabetes,  eventually  becomes  exhausted  and  de- 
generated. At  present  a common  thesis  is  that 
there  is  a net  deficiency  in  insulin  activity,  thus 
leading  to  the  excessive  secretion  of  insulin,  or 
a similar  product,  from  the  beta  cells.  In  non- 
diabetics, as  well  as  in  diabetics,  a considerable 
amount  of  insulin  undergoes  degradation,  initi- 
ated principally  by  glutathione  insulin  trans- 
hydrogenase,  located  in  the  liver.  This  anatom- 
ical localization  is  especially  important  since,  of 
course,  after  leaving  the  pancreas  the  blood  goes 
through  the  liver  before  any  other  organ.  How- 
ever, many  other  tissues  of  the  body  have  the 
capacity  to  degrade  insulin.  The  initial  step  in 
the  degradation  consists  of  the  splitting  of  the 
disulfide  bonds  which  bind  together  two  long 
chains  of  amino  acids,  designated  as  chain  A 
and  chain  B.  There  is  considerable  information,1 
which  indicates  that  chain  B combines  with 
albumin  to  form  the  synalbumin  factor  and  that 
this  factor  antagonizes  the  action  of  insulin— 
possibly  by  competing  with  the  hormone  for 


binding  sites  in  tissue.  There  also  is  evidence 
that  chains  A and  B can  recombine  to  form 
insulin.  Moreover,  it  is  possible  that  quite  a 
number  of  A and  B chains  can  recombine  to  form 
a variety  of  combinations,  as  I have  recently 
reviewed."  Such  a concept  could  account  for  the 
accumulation  of  so-called  “complex  insulin”  or 
“bound  insulin”  described  extensively  by  Antoni- 
ades,  of  “atypical  insulin”  reported  by  Samaan, 
and  of  “nonsuppressible  insulin”  reported  by 
Froeseh.  These  complexes  have  molecular 
weights  far  in  excess  of  crystalline  insulin.  They 
do  not  act  directly  on  muscle  but  do  act  on 
adipose  tissue.  Since  they  tend  to  accumulate  in 
larger  quantities  in  many  diabetics  than  in  nor- 
mals and  since  the  complexes  have  immediate 
action  on  adipose  tissue,  this  phenomenon  has 
been  seized  upon  to  help  explain  the  common 
tendency  for  obesity  to  be  associated  with  dia- 
betes in  the  adult  form.  However,  much  more 
research  needs  to  be  performed  relative  to  the 
insulin  antagonists  and  insulin  complexes  before 
a fully  clear  picture  can  be  acquired  relative 
to  their  roles,  and  before  they  can  be  used  in 
other  than  rare  instances  in  the  diagnosis  of 
diabetes. 

The  glucose  tolerance  test  continues  to  remain 
one  of  the  very  best  tests  for  the  diagnosis  of 
diabetes  in  the  light  of  present  information,  al- 
though it  is  hoped  that  tests  will  be  provided 
that  will  permit  much  earlier  diagnoses.  The 
oral  glucose  tolerance  test  is,  of  course,  much 
more  commonly  used  than  the  intravenous  one. 
The  oral  administration  of  glucose  normally 
stimulates  a much  higher  output  of  insulin 
than  does  the  same  amount  of  glucose  given 
intravenously,  this  being  due  to  the  stimulation 
by  glucose  of  the  secretion  of  a substance  from 
the  small  intestine  which  stimulates  an  increased 
secretion  of  insulin.  The  use  of  cortisone,  along 
with  the  glucose,  is  helpful  in  the  diagnosis 
of  a number  of  patients  who  have  questionable 
or  normal  glucose  tolerance  tests.  The  tolbuta- 
mide test  serves  as  an  advantage,  in  some  pa- 
tients, but  it  is  not  as  good  as  the  glucose  toler- 
ance test.  Another  stressful  situation  that  tends 
to  make  diabetes  become  apparent  is  pregnancy, 
as  reported  by  Kalkhoff  et  al.s  The  placenta 
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secretes  a growth  hormone-like  substance  which 
markedly  antagonizes  insulin.  Thus,  in  order  to 
have  a normal  glucose  tolerance  test  during  the 
later  phases  of  pregnancy,  excessive  insulin  must 
be  secreted.  Normally,  however,  the  glucose 
tolerance  test  values  are  in  accord  with  those  of 
normal  non-pregnant  individuals.  If  they  are 
higher  than  normal,  and  the  test  has  been  satis- 
factorily performed,  the  presence  of  diabetes  is 
indicated.  This  statement  holds  despite  the  fact 
that  postpartum  the  glucose  tolerance  test  in  a 
number  of  the  subjects  may  return  to  normal 
ranges.  There  are  many  other  hormones  that 
antagonize  insulin  action,  and  periodically  may 
lead  to  diabetes,  but  the  incidence  is  relatively 
rare. 

Investigators  in  diabetes  are  presented  with 
a great  challenge,  seemingly  hopeful,  for  the 
development  of  tests  which  will  permit  the 
diagnosis  of  the  diabetic  status  long  before 
such  diagnosis  is  permitted  by  presently  used 
tests.  Meanwhile,  more  meticulousness  needs  to 
be  given  to  the  details  of  performing  and  inter- 


preting some  of  the  presently  available  tests. 
Just  to  list  one  misleading  factor,  Gershberg 
et  ah  have  reported  that  as  many  as  46  per  cent 
of  their  patients  who  were  receiving  norethy- 
nodrel  with  mestranol  had  abnormal  two-hour 
values  with  the  glucose  tolerance  test.  Since 
this  and  other  commonly  used  drugs,  as  well  as 
diet,  alter  the  carbohydrate  metabolism,  all  such 
factors  must  be  considered.  ■ 

ROBERT  H.  WILLIAMS,  M.D. 

Head  of  the  Division  of  Endocrinology 
University  of  Washington  School  of  Medicine 

Seattle 
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To  Think,  or  Not  to  Think,  and  Be  Persuaded 


Enough  is  enough.  Too  much  is  plenty!  Be 
there  rain,  sleet,  snow,  or  hail,  Mr.  Gronouski’s 
undauntable  grey-uniformed  assistants  continue 
to  pile  our  desks  high  with  the  mess  from  the 
Merchants  of  Madison  Avenue.  With  apologies 
to  Gertrude  Stein,  enough  is  enough  is  enough. 

This  plethora  of  pictures  and  printing,  black 
and  white  and  multicolored,  so  consternates  our 
comprehension  that  we  are  tempted  to  sweep  the 
entire  pile  into  the  wastebasket,  along  with 
whatever  few  valuable  pieces  of  paper  may  be 
submerged  in  the  mass. 

Our  reaction  to  this  all  out  attack  by  the  drug 
hucksters  is  somewhat  akin  to  Henry  Austin 
Dobson’s  comment  about  the  press: 

The  Press  is  too  much  with  us:  small  and 
great; 

We  are  undone  of  chatter  and  on  dit. 

Report,  retort,  rejoinder,  repartee, 

Mole-hill  and  mare’s  nest,  fiction  up  to  date. 

The  numerous  direct  mail  single  subject  pieces, 
spieling  their  messages  on  different  shapes  and 
sizes  of  every  material  from  cellophane  to  card- 
board, while  constituting  a formidable  on- 


slaught, are  actually  but  a part  of  the  attention- 
diverting  clutter  competing  for  our  limited 
reading  time  and  breeding  our  resistance  to 
paperborne  information.  More  insidious,  even 
if  little  more  subtle,  are  the  “throwaways,” 
slick  and  nonslick,  with  bold  layout  and  artwork, 
fiendishly  prepared  to  lead  the  eye  into  the  copy 
which  has  been  placed  in  the  format  so  as  to 
make  exposure  to  the  accompanying  advertise- 
ment inevitable.  These  devilish  time  wasters  are 
produced  the  way  they  are  because  they  are 
owned  by  Madison  Avenue,  and  Madison  Ave- 
nue has  never  been  more  profligate— or  more 
insistent— in  spending  the  advertiser’s  dollar. 

If  Vance  Packard,  whose  Hidden  Persuaders 
exposed  some  of  the  techniques  of  huckstering, 
could  see  our  desks  after  the  postman’s  depart- 
ure, he  would  surely  be  tempted  to  write  a se- 
quel volume.  The  approach  with  which  these 
specialized  ad  men  would  persuade  us  is  unique. 
While  we  seldom  consume  much  of  the  product 
ourselves  (except  for  trying  out  samples  on  our 
families),  we  direct  and  determine  the  real 
consumer’s  purchase.  Packard's  new  book  might 
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well  describe  the  form  of  hypnosis  used  to  make 
us  perform  automatic  writing  on  our  prescription 
pads. 

For  some  time  now  we  have  been  seeking  an 
escape  route  from  these  baneful  influences  and 
a few  other  minor  miseries  such  as  Medicare. 
Having  been  informed  that  the  recent  photo- 
graphic exploration  of  Mars  indicates  rather  poor 
prospects  for  colonization,  and  having  never 
considered  life  on  the  moon  as  a particularly 
appealing  idea,  we  have  been  forced  to  conclude 
that  Medicare,  like  a wooden  leg,  will  probably 
have  to  be  tolerated.  It  is  not  essential,  how- 
ever, for  us  to  read  all  the  trash  the  mailman 
delivers. 

Let  us  select  a half  dozen  or  so  honest  and 
legitimate  medical  journals,  containing  material 
carefully  selected  and  edited  by  a group  of 
experts,  so  that  we  may  spend  our  twenty-five 
dollars’  worth  of  time  every  day  on  solid  in- 
formation. Let  us  read  with  a yellow  monocle 


over  one  eye  in  order  to  maintain  a reasonable 
amount  of  jaundice  in  our  vision,  even  though  we 
intend  to  forego  the  smart  writing  of  ex-news- 
paper reporters,  would-be  columnists,  and  abort- 
ed novelists,  and  shall  confine  ourselves  to  com- 
munications from  physicians,  most  of  whom 
we  can  understand  and  believe.  If  our  jaundiced 
eye  picks  up  an  error,  or  some  odd  piece  of  logic, 
let  us  sharply  challenge  the  editor  charged  with 
the  responsibility  for  maintaining  accuracy  and 
reason  between  the  covers  of  his  publication. 
Our  blasts  will  serve  him  justly  if  he  serves  us 
poorly. 

It  has  been  said  that  you  can  lead  a man 
to  knowledge  but  you  can’t  make  him  think. 
We  may  lead  ourselves  into  some  difficult  and 
laborious  thinking  if  we  read  as  we  really  should 
be  reading,  but  there  will  be  one  priceless  gain: 
our  own  thoughts  rather  than  those  produced 
on  Madison  Avenue.  ■ 

William  R.  Pace,  Jr.,  M.D. 


He  Also  Serves 

A few  weeks  before  Isaac  Asimov,  Ph.D.,  of  the 
Boston  University  School  of  Medicine  received  the 
1965  James  T.  Grady  Award  for  communication  in 
science,  he  was  scolded  as  follows  by  a fellow  scien- 
tist, a physicist:  “Quite  obviously.  Dr.  Asimov,  you 
experience  strong  guilt  feelings  at  having  abandoned 
science  for  science  writing.” 

Now,  although  Dr.  Asmov’s  Ph.D.  is  in  bio- 
chemistry and  he  is  an  associate  professor  in  that 
specialty  in  Boston,  he  devotes  most  of  his  time 
and  has  won  his  celebrity  at  the  typewriter,  not  in 
the  laboratory.  His  books  range  from  serious  text- 
books in  bio-chemistry  and  treatises  on  mathematics 
and  physics  to  science  fiction  and  elementary  intro- 
duction to  outer  space  for  children. 

The  scorn  exhibited  by  the  physicist  for  the  role 
Dr.  Asimov  has  chosen  for  himself  is  typical  of 
specialists  whatever  their  field.  Physicians,  acade- 
micians, professionals  of  many  stripes  generally 
have  a low  opinion  of  the  popularizer;  that  is,  one 
who  endeavors  to  interpret  their  specialties  to  the 
general  reader.  The  more  obscure  the  “publication” 
of  a bit  of  scholarship  the  higher  it  is  rated  in  the 
academic  community.  Scientists  feel  “publicity”  is  a 


vice,  no  matter  how  true  or  how  circumspect  its  con- 
tents—as  witness  the  American  Medical  Association’s 
falsely-based  flap  over  press  reports  about  the  exper- 
iments in  Portland  with  the  drug  dimethyl  sulfoxide. 

Dr.  Asimov  had  a few  words,  on  accepting  the 
Grady  Award,  for  scientists  who  consider  science 
writing  not  worthy  of  a scientist. 

“The  scientist  must  recognize  his  responsibility  to 
communicate,”  he  said.  “As  the  achievements  of  sci- 
ence become  more  numerous,  more  awe-inspiring, 
more  divorced  from  the  little  corner  of  common 
sense  familiar  to  all  of  us,  the  nonscientist  is  more 
and  more  driven  into  frustration  and  defeat  ...  If 
the  scientist  becomes  a creature  removed,  he  is 
only  a step  away  from  being  a creature  first  mis- 
trusted and  then  fought.” 

Those  who  revere  science  must  understand  that 
one  of  the  highest  and  most  essential  forms  of  its 
pursuit  is  interpretation  to  the  general  public.  The 
public  has  a greater  influence  on  what  goes  on  in 
the  laboratory  than  many  scientists  recognize  or  are 
willing  to  acknowledge.  Its  lack  of  understanding 
can  cripple  any  scientific  undertaking,  from  explora- 
tion of  space  downward. 

He  also  serves  who  only  sits  and  writes.  ■ 

Editorial  in  The  Oregonian,  Monday,  August  2,  1965. 
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because  food  is  a factor 


in  oral  penicillin  therapy... 


Consider  V-Cillin  K,  the  acid-stable  peni- 
cillin that  is  less  affected  by  gastric  acids 
than  is  oral  penicillin  G.  In  fact,  compara- 
tive data  show  that  V-Cillin  K given  with 
meals  produces  blood  levels  twice  as  high 
with  just  half  the  dose.  Such  pharmaco- 
logic characteristics  provide  your  patients 
consistently  dependable  therapy.  In  addi- 
tion, significant  economy  is  achieved,  since 
three  to  four  times  as  much  oral  penicillin 
G is  required  to  assure  equivalent  anti- 
bacterial activity.1 

1.  Griffith,  R.S., and  Black,  H.R.:  Current  Ther.  Res.,  6: 253, 1964. 


Indications:  V-Cillin  K is  an  antibiotic  useful  in 
the  treatment  of  streptococcus,  pneumococcus, 
and  gonococcus  infections  and  infections  caused 
by  sensitive  strains  of  staphylococci.  Contraindica- 
tions and  Precautions:  Although  sensitivity  re- 
actions are  much  less  common  after  oral  than  after 
parenteral  administration,  V-Cillin  K should  not 
be  administered  to  patients  with  a history  of  allergy 
to  penicillin.  As  with  any  antibiotic,  observation 
for  overgrowth  of  nonsusceptible  organisms  dur- 
ing treatment  is  important.  Usual  Dosage  Range: 
125  mg.  (200,000  units)  three  times  a day  to  250 
mg.  every  four  hours.  Supplied:  Tablets  V-Cillin  K, 
125  or  250  mg.,  and  V-Cillin  K.  Pediatric,  125  mg. 
per  5-cc.  teaspoonful,  in  40,  80,  and  150-cc.-size 
packages. 


V-Cillin  K* 

Potassium  Phenoxymethyl  Penicillin 


Additional  information  available  to  physicians  upon  request.  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 

500228 
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Early  Diagnosis  oj  Diabetes  Mellitus 

JOHN  H.  STALNAKER,  M.D.,  Portland,  Oregon 


To  facilitate  effective  prevention  or  delay  in  onset  of  complications  of 
diabetes  mellitus  the  diagnosis  must  be  made  as  early  as  possible.  When 
properly  used,  the  standard  oral  glucose  tolerance  test  is  at  present  the  most 
satisfactory  method  for  routine  detection  of  diabetes  in  the  established  chemical 
stage.  For  earlier  recognition,  cortisone  glucose  tolerance  test  may  be  utilized. 
Occasionally  procedures  such  as  determination  of  the  insulin-like  activity  (I LA), 
plasma  insulin  measured  by  radioimmunoassay  and  synalbumin  insulin  antagon- 
ism may  be  used  where  facilities  are  available.  In  examining  and  interviewing 
patients,  clinical  clues  to  possible  hidden  diabetes  which  should  be  kept  in  mind 
include  coronary  atherosclerosis,  neuropathy,  nephropathy,  frequent  severe  infec- 
tions, family  history  of  diabetes,  abnormal  obstetrical  history,  long-standing 
obesity,  symptoms  suggesting  functional  hypoglycemia,  cataracts,  retinopathy, 
asteroid  hyalitis,  glaucoma  and  an  increased  venular-arteriolar  ratio  or  micro- 
aneurysms or  both  in  the  lateral  bulbar  conjunctiva.  A satisfactory  method  for 
the  routine  observation  of  bulbar  conjunctival  vessels  consists  of  visualization 
with  the  lower  portion  of  a 15X  eyepiece  used  as  a hand  lens. 


Since  it  is  generally  accepted  that  the  mani- 
festations of  diabetes  may  be  significantly  at- 
tenuated by  prompt  and  adequate  treatment,  it 
becomes  essential  that  diagnosis  be  accomplished 
as  early  as  possible  during  the  course  of  the 
disease  process. 

To  enhance  the  efficiency  of  early  detection,  an 
understanding  of  the  different  types  of  diabetes 
and  the  several  stages  of  development  is  impor- 
tant. The  need  for  a consideration  of  these  factors 
plus  an  evaluation  of  certain  clinical  and  labora- 
tory procedures  forms  the  basis  for  this  com- 
munication. 

classification  and  stages 

Clinically,  diabetes  falls  into  two  main  groups, 
hereditary  and  non-hereditary.  Hereditary  dia- 
betes may  either  be  of  the  growth-onset  (juv- 
enile) type  or  the  maturity-onset  (adult)  type. 
Non-hereditary  diabetes  may  be  due  to  hemo- 
chromatosis, acute  pancreatitis,  endocrine  ab- 
normalities, surgical  removal  of  pancreatic  tissue 
or  induced  by  drug  toxicity  (including  hyper- 
glycemia due  to  benzothiadiazine  derivatives 
such  as  chlorothiazide)  or  stress,  (Table  1). 

As  an  aid  to  early  diagnosis  and  treatment, 
roughly  four  stages  in  severity  of  diabetes  may 
arbitrarily  be  recognized  ranging  from  predia- 
betes to  overt  clinical  diabetes,  (Table  2).  In 
the  first,  or  prediabetic  stage,  synalbumin  antag- 


Table  1 
Classification 

I.  Hereditary  (primary) 

A.  Growth-onset  (juvenile) 

B.  Maturity-onset  (adult) 

II.  Acquired  (secondary) 

A.  Islet  cell  damage  secondary  to  pancreatic 
disease 

B.  Surgical  removal  of  pancreatic  tissue 

C.  Endocrine  disorders  (other  than  islet  cell 
involvement) 

D.  Drug  toxicity  (including  hypoglycemia  due 
to  administratition  of  benzothiadiazine 
derivatives ) 

E.  Stress-induced 

onism  to  insulin  is  the  most  significant  dis- 
tinguishing feature  known  at  the  present  time. 
In  the  second,  or  stress-positive  stage,  mi  ab- 
normal cortisone-glucose  tolerance  curve  is  found 
in  addition.  In  the  third,  or  advanced-chemical 
stage,  the  standard  glucose  tolerance  test  is  found 
to  be  positive.  In  untreated  overt-clinical  diabetes 
there  is  elevation  of  the  fasting  blood  sugar. 

prediabetes 

Prediabetes  may  be  defined  as  a dynamic  dia- 
betogenic period  which  exits  from  the  time  of 
conception  until  beta  cell  decompensation  finally 
occurs.  In  other  words,  in  hereditary  diabetes 
the  genetic  factors  which  eventually  allow  dia- 
betes to  develop  have  been  operative  since  con- 
ception. Since  it  is  logical  to  assume  that  pre- 
diabetes may  be  susceptible  to  exogenous  influ- 
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Prediabetes 
Stress  positive 

Advanced  chemical 

Overt  clinical 


Table  2 


Recognition  of  the  Stages  of  Diabetes  Mellitus 


Synalbumin 

Vascular 

Fasting 

Glucose 

tolerance 

Cortisone 

glucose 

antagonism 

abnormalities 

blood  sugar 

test 

tolerance  test 

Increased 

1 + 

Normal 

Normal 

Normal 

Increased 

2 + 

Normal 

Normal 

Abnormal 

Increased 

3 + 

Normal 

or  slightly  pos. 
Abnormal 

Not  indicated 

Increased 

4 + 

or  slight  elev. 
High 

Not  indicated 

Not  indicated 

ences,  one  may  hopefully  expect  that  certain 
procedures  carried  out  during  the  stage  of  pre- 
diabetes will  favorably  alter  or  prevent  the  clin- 
ical manifestations  of  diabetes.  Interesting  inves- 
tigations have  been  recently  carried  out  which 
suggest  that  diabetes  prophylaxis  may  also  be 
successfully  used  in  the  prediabetic  period  by 
attempting  to  prevent  beta  cell  degeneration 
through  sulfonylurea  administration.  However, 
at  the  present  time,  this  approach  is  still  in  a 
strictly  investigative  phase. 

In  any  event,  every  possible  attempt  should 
be  made  along  other  lines  to  modify  or  prevent 
the  onset  of  diabetes  during  the  prolonged  period 
of  prediabetes.  For  example,  excessive  stress 
should  be  avoided  as  much  as  possible  and  in- 
fections and  endocrinopathies  should  be  treated 
promptly.  Because  of  the  recognition  of  such 
potentials  for  active  prevention,  the  early  diag- 
nosis of  diabetes  has  assumed  a role  of  increased 
importance. 

glucose  tolerance  tests 

The  standard  oral  glucose  tolerance  test 
( GTT ) is  at  present  the  most  satisfactory  method 
for  routine  use  in  detecting  diabetes  in  the 
moderately"  advanced  to  advanced  - chemical 
stage.  Nevertheless,  in  spite  of  the  usefulness  of 
this  procedure  it  is  frequently  misused  or  abused. 
The  promiscuous  ordering  of  glucose  tolerance 
tests  in  the  overt-clinical  stage  with  an  elevated 
fasting  blood  sugar  should  certainly  be  avoided. 
Such  unnecessary  glucose  loading  is  indeed  capa- 
ble of  exerting  undue  stress  upon  an  islet  cell 
system  already  severly  weakened. 

It  should  not  be  necessary  to  reiterate  the  in- 
advisability of  clinging  to  the  routine  perform- 
ance of  fasting  blood  sugar  levels  instead  of 
utilizing  the  determination  of  the  more  signifi- 
cant one  hour  or  two  hour  post-prandial  levels. 
Also,  the  adequate  carbohydrate  intake  required 
for  three  days  prior  to  the  performance  of  the 
test  is  occasionally  neglected  with  a resulting 
overdiagnosis  of  diabetes.  There  is  general  agree- 


ment that  an  individual  on  a starvation  or  near 
starvation  diet  should  not  be  given  a glucose 
tolerance  test.  However,  in  practice,  assurance 
that  the  patient  has  been  on  a normal  diet  with  at 
least  150  gm  carbohydrate  daily  is  all  that  is 
actually  necessary  prior  to  performance  of  the 
test. 

It  should  not  be  forgotten  that  tolerance  to 
glucose  may  be  altered  due  to  inadequately 
explained  mechanisms  in  conditions  such  as  liver 
disease,  renal  disease,  infections  and  carcinoma. 

For  convenience  in  diagnosis  it  has  usually 
been  assumed  that  diabetes  mellitus  is  present 
when  the  glucose  tolerance  test  curve  is  at  or 
above  160  mg  at  1 hour,  140  mg  at  IV2  hours  and 
120  mg  at  2 hours  (true  blood  glucose).  These 
criteria  are  relatively  reliable  in  most  adults. 
However,  recent  investigations  by  the  U.  S.  Pub- 
lic Health  Service  have  emphasized  the  inherent 
variability  and  non-reproductibility  of  the  oral 
GTT  and  have  suggested  that  elderly  individuals 
may  normally  have  a somewhat  higher  blood  glu- 
cose level  than  younger  people.  The  results  of 
these  surveys  also  suggest  the  likelihood  that 
there  are  several  million  more  undiagnosed  dia- 
betics in  this  country  than  was  suspected  in  the 
past.  Certainly,  this  unpredictability  of  the  stand- 
ard GTT  which  has  been  demonstrated  serves 
as  a reminder  that  the  development  of  other 
parameters  for  the  detection  of  early  diabetes  is 
of  the  utmost  importance. 

The  intravenous  glucose  tolerance  test  is  theor- 
etically more  predictable  than  the  oral  method 
which  does  not  allow  for  differences  in  internal 
absorption.  The  I.V.  test  may  be  performed  by 
injecting  50  ml  of  a 50  per  cent  solution  within 
four  minutes.  Capillary  blood  is  taken  from  the 
ear  lobe  every  10  minutes  for  one  hour  and  the 
glucose  content  is  determined  on  each  of  the 
specimens.  The  per  cent  lowering  of  the  blood 
sugar  per  minute  is  then  calculated.  This  test 
avoids  unpredictable  intestinal  absorption  and 
is  particularly  useful  in  evaluating  borderline 
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or  slightly  abnormal  oral  tolerance  tests.  Unfor- 
tunately, the  necessity  of  having  to  give  the  glu- 
cose intravenously  and  the  usual  requirement  of 
seven  blood  sugar  determinations  on  capillary 
blood  usually  relegates  this  procedure  to  the 
seldom-used  category. 

Obviously,  other  diagnostic  techniques  and 
procedures  must  be  focused  upon  in  the  future 
since  it  is  becoming  known  that  blood  sugar 
levels  in  themselves  are  but  mere  reflections  of 
the  entire  diabetic  spectrum  and  that  prediabetes 
is  a dynamic  state  in  which  hereditary  diabetes 
may  manifest  itself  from  conception  until  im- 
paired carbohydrate  tolerance  may  be  demon- 
strated. 

steroid-glucose  tolerance  tests 

The  Conn-Fajans  cortisone  tolerance  test  is 
useful  in  that  it  may  conveniently  be  used  in 
surveys  of  relatives  of  diabetics  to  detect  the 
disease  in  the  stress-positive  or  mild-chemical 
stage.1  The  directions  for  carrying  out  this  test 
include  the  administration  of  50  to  62.5  mg  corti- 
sone 8V2  hours  before  and  again  two  hours  before 
performance  of  a glucose  tolerance  test.  A blood 
sugar  of  140  mg/100  ml  at  two  hours  is  used  as 
the  critical  level  for  interpretation.2  Other  ster- 
oids such  as  prednisone  or  dexamethasone  may 
be  substituted  with  equally  satisfactory  results. 

tolbutamide  tests 

The  procedure  for  performance  of  the  intra- 
venous tolbutamide  test  is  as  follows:  After  an 
all  night  fasting  and  three  days  on  an  adequate 
carbohydrate  diet,  a fasting  blood  specimen  is 
obtained  and  1 gm  tolbutamide  in  20  ml  sterile 
water  is  injected  intravenously  over  a two-minute 
period.  Exactly  20  minutes  after  and  again  30 
minutes  after  the  mid-point  of  injection,  blood 
specimens  are  drawn  and  the  blood  sugar  levels 
determined.  Immediately  after  the  30  minute 
sample  is  drawn,  a glass  of  orange  juice  with  a 
little  sugar  is  given  and  the  patient  is  instructed 
to  have  breakfast  as  soon  as  possible.  A blood 
sugar  fall  to  levels  less  than  75  per  cent  of  the 
pre-injection  level  at  20  minutes  is  considered  a 
normal  response.  The  range  75  to  84  per  cent  is 
non-diagnostic  and  85  to  89  per  cent  suggests 
probable  diabetes.  Values  over  89  per  cent  at  20 
minutes,  and  failure  to  fall  to  77  per  cent  or  less 
at  30  minutes,  are  diagnostic  of  diabetes.  One 
major  disadvantage  is  that  it  is  slightly  less  sensi- 
tive than  the  oral  glucose  tolerance  test  and,  con- 
sequently, in  certain  individuals,  minimal  disease 


Outline  of  Procedure  for  Detection  of  Early  Diabetes 
(Listed  in  Order  of  Priority) 

I.  Complete  history  and  physical  examination  (partic- 
ular attention  given  to  clinical  clues  of  hidden  dia- 
betes) 

II.  Routine  urinalyses  and  blood  sugar  tests 

III.  Glucose  tolerance 

IV.  Tolbutamide  tolerance 

V.  Steroid-glucose  tolerance 

VI.  Special  procedures  including  I LA,  synalbumin  antag- 

onism, biopsy  specimens  examined  with  an  electron 
microscope 


may  be  missed.  The  test  is  particularly  useful  in 
verifying  borderline  oral  glucose  tolerance  re- 
sults, since  the  diagnosis  of  minimal  diabetes  is 
more  secure  when  both  tests  are  abnormal.3 

An  oral  modification  of  the  tolbutamide  test 
has  been  used  by  several  investigators  recently. 
The  results,  however,  have  tended  to  be  incon- 
sistent. In  fact,  both  the  intravenous  and  oral 
tolbutamide  tests  are  considered  as  fundamental- 
ly less  advantageous  than  the  standard  GTT  in 
detecting  early  diabetes  because  they  are  less 
sensitive. 

antagonism  to  insulin 

An  insulin  antagonist  is  a substance  capable  of 
modifying  or  combining  with  insulin  to  render 
it  inactive. 

Physiologic  antagonists  include  several  endo- 
genous hormonal  secretions  such  as  pituitary 
growth  hormone  and  adrenal  cortical  steroids, 
(Table  3).  They  have  been  designated  as  physi- 
ological insulin  antagonists  because  of  their  abil- 
ity to  raise  the  blood  sugar  level  and  to  produce 
insulin  resistance  in  vivo.  Insulin  antibodies  may 
be  called  iatrogenic  antagonists  since  they  de- 
pend upon  insulin  injections  for  their  develop- 
ment. 

A type  of  in  vitro  antagonism  which  has  been 
discovered  in  recent  years  is  known  an  syn- 
albumin insulin  antagonism  and  is  measured  by 
the  rat  diaphragm  method  for  insulin  assay.  In 

Table  3 

Insulin  Antagonists 

Anterior  pituitary  (growth  hormone) 

Adrenal  cortical  steroids 
Adrenal  medulla  (epinephrine) 

Thyroid 
Glucagon 
Insulin  antibodies 
Insulinase 

Bound  insulin  protein  complex 
Atypical  circulating  insulin-like  activity 
Synalbumin  insulin  antagonism 

Drugs  such  as  benzothiadiazine  derivatives  (mechan- 
ism not  known  at  present) 
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1955  Vallance-Owen  found  that  plasma  from  in- 
sulin-requiring diabetic  patients  inhibited  added 
insulin  in  vitro.*  This  antagonistic  activity  is  be- 
lieved to  be  dependent  upon  both  the  pituitary 
and  adrenal  cortex.  If  this  is  so,  it  could  help 
explain  the  mechanism  of  the  amelioration  of 
diabetic  complications  after  bilateral  adrenalec- 
tomy or  hypophysectomv. 

Antagonism  to  insulin  is  detected  in  the  albu- 
min portion  of  plasma  proteins  and  is  due  to  an 
associated  substance,  not  the  albumin  itself.  Thus, 
the  name  synalbumin  has  been  suggested.  There 
is  a definite  possibility  that  excessive  synalbumin 
antagonism  determines  whether  an  individual  is 
constituted  as  an  essential  (hereditary)  diabetic 
without  reference  to  carbohydrate  tolerance. 
Furthermore,  it  has  been  suggested  by  Vallance- 
Owen  that  excessive  synalbumin  antagonism  in- 
dicates a dominant  type  of  inheritance  and  that 
many  patients  suffering  from  cardiac  infarction 
are  constituted  as  essential  diabetics.5  The  syn- 
albumin antagonist  level  has  not  been  found  to 
be  increased  in  such  conditions  as  the  diabetes 
syndrome  associated  with  hemochromatosis, 
acute  pancreatitis  or  surgical  absence  of  the 
pancreas.®  The  latter  observations  by  Vallance- 
Owen  strongly  suggest  that  increased  synalbumin 
antagonism  to  insulin  is  a fundamental  abnor- 
mality in  essential  diabetes. 

serum  insulin-like  activity 

At  present  there  is  still  disagreement  concern- 
ing the  significance  of  elevated  levels  of  serum 
insulin-like  activity  (ILA)  in  early  diabetes. 
Even  though  there  is  still  insufficient  knowledge 
regarding  the  true  nature  of  the  substance  or  sub- 
stances being  measured,  investigative  studies 
along  these  lines  are  expected  to  aid  in  the  de- 
velopment of  a practical  method  for  detection  of 
diabetes  in  its  earliest  stages.  When  insulin 
levels  are  estimated  by  the  epididymal  fat  pad 
method,  serum  insulin  activity  levels  are  usually 
designated  as  ILA. 

Glucose  administration  usually  induces  a 
prompt  and  significant  rise  in  ILA  in  normal 
subjects.  In  those  with  untreated  disease  of  re- 
cent onset  there  is  usually  a small  but  delayed 

*In  cases  so  far  investigated,  synalbumin  has  not  been 
found  in  diabetes  associated  with  hemochromatosis  and 
the  fact  has  been  reported.  In  one,  unreported,  case  of 
acute  pancreatitis,  synalbumin  was  not  found.  No  studies 
have  been  done  on  humans  after  total  pancreatectomy. 
Findings  in  dogs  after  surgical  ablation  of  the  pancreas 
have  been  negative  but  the  dogs  die  too  promptly  to  pro- 
vide valid  information.  Ed. 


rise  which  probably  corresponds  to  the  phe- 
nomenon of  reactive  hypoglycemia  frequently 
seen  in  early  diabetes.  In  diabetic  patients  of  long- 
standing, ILA  usually  does  not  increase  in  re- 
sponse to  glucose.  In  prediabetes,  on  the  other 
hand,  elevated  levels  of  fasting  ILA  are  found 
in  association  with  normal  fasting  blood  glucose 
levels. 

Steinke  and  associates  have  recently  demon- 
strated that  in  normal  subjects,  intravenous  glu- 
cose induces  a marked  increase  in  serum  ILA  10 
to  20  minutes  after  injection  with  a return  to 
baseline  activity  within  60  minutes.  In  tests  on 
prediabetic  individuals,  these  investigators  have 
also  observed  slightly  elevated  fasting  ILA  levels 
with  a slow  rise  to  only  moderate  levels  60  min- 
utes after  rapid  intravenous  glucose  administra- 
tion.6 

radioimmunoassay 

Radioimmunoassay  of  insulin  depends  upon  in- 
hibition of  the  binding  of  Ii3i  labelled  insulin  to 
antibodies  by  plasma  insulin.  This  method  has 
been  used  to  demonstrate  that  juvenile  diabetes 
is  characterized  by  a low  plasma  insulin  in  con- 
trast to  maturity-onset  diabetes  which  is  associ- 
ated with  high  levels.  In  early  maturity-onset 
diabetes  the  initial  insulin-secretory  response  to 
glucose  is  not  as  great  as  in  normal  subjects. 
Plasma  insulin  levels  continue  to  rise  for  at  least 
two  hours  and  eventually  exceed  significantly 
the  highest  normal  values  observed  not  only  dur- 
ing the  standard  glucose  tolerance  test  but  also 
following  heavier  glucose  loading.7 

This  hyperinsulinism  of  early  diabetes  is  un- 
doubtedly due  to  continued  stimulation  of  the 
beta  cells  by  hyperglycemia  which  is  caused  by 
a poor  response  to  the  insulin  that  has  been 
secreted.  This  at  least  suggests  that  a circulat- 
ing insulin  antagonist  is  involved.  It  is  also  com- 
patible with  the  theory  that  diabetes  mellitus 
is  an  autoimmune  disease  process. 

dissociation  of  insulin  complexes 

Investigations  have  suggested  that  in  diabetic 
subjects  insulin  circulates  primarily  as  an  in- 
active complex  even  in  the  presence  of  increased 
blood  glucose  levels.  In  normal  subjects,  however, 
elevation  of  the  blood  glucose  level  causes  dis- 
sociation and  utilization  of  the  inactive  form  of 
circulating  insulin,  which  is  predominant  in  the 
fasting  state.  Within  10  minutes  after  intravenous 
glucose  administration  most  of  the  insulin  in 
the  blood  of  nondiabetic  subjects  appears  as  the 
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“free”  active  insulin.  In  diabetic  or  prediabetic 
patients,  under  the  same  experimental  conditions, 
insulin  continued  to  circulate  predominantly 
as  the  inactive  complex  with  a delayed  rise  in 
free  insulin.8  Materials  and  methods  for  esti- 
mation of  free  and  bound  insulin-like  activity 
in  the  serum  have  been  described  by  Antoniades 
and  Gundersen.9 

At  the  present  time  the  determination  of 
synalbumin  antagonism,  ILA,  radioimmunoassay 
for  plasma  insulin  and  dissociation  of  free  and 
bound  insulin  complexes  are  all  primarily  re- 
search methods.  However,  the  measurement  of 
plasma  insulin-like  activity  and  synalbumin  an- 
tagonism could  become  very  useful  in  private 
practice  where  adequate  laboratory  facilities  are 
available.  It  is  to  be  expected  that  newer  dis- 
coveries along  these  lines  will  allow  for  the 
future  development  of  more  practical  modifica- 
tions of  these  procedures. 

clinical  clues  to  hidden  diabetes 

Since  it  is  now  known  that  certain  so-called 
complications  of  diabetes  may  actually  precede 
the  development  of  abnormalities  in  glucose  tol- 
erance, it  becomes  important  to  include  such 
conditions  when  listing  clues  to  hidden  diabetes. 

When  examining  or  interviewing  patients,  the 
following  clues  should  be  kept  in  mind: 

Atherosclerosis  with  coronary  thrombosis 
or  peripheral  vascular  disease,  or  both; 

Neuropathy  (including  impotency,  atonic 
bladder  paralysis  and  absent  or  diminished 
Achilles  reflexes); 

Nephropathy  (including  pyelonephritis, 
cortical  abscess,  papillitis  and  glomerulo- 
sclerosis ) ; 

Frequent  infections  which  are  difficult 
to  control  (especially  recurring  or  persist- 
ent urinary  tract  infections  and  furuncles); 

Abnormal  obstetrical  history  ( especially 
stillbirths,  congenital  anomalies  and  exces- 
sive fetal  weight); 

Family  history  of  diabetes; 

Obesity  of  long-standing; 

Symptoms  suggestive  of  functional  hypo- 
glycemia (reactive  hypoglycemia  of  early 
diabetes ) ; 

Cataracts; 

Retinopathy  ( microaneurysms,  retinal 

hemorrhages,  exudates  and  retinitis  prolif- 
erans  with  or  without  vitreous  hemorrhage ) ; 

Asteroid  hyalitis  (multiple  small  white 
particles  in  the  vitreous  of  the  eye); 


Glaucoma; 

Increased  venular-arteriolar  diameter  ra- 
tio or  microaneurysms  in  the  bulbar  con- 
junctiva, or  both. 

special  procedures 

The  likelihood  of  the  presence  of  early  dia- 
betes may  be  suggested  in  certain  instances  by 
the  finding  of  thickened  ear  lobe  blood  vessels  by 
means  of  light  microscopy.  Dermal  capillaries  of 
prediabetics  are  usually  found  to  be  constricted 
when  examined  with  an  electron  microscope. 
Venules  also  tend  to  show  endothelial  separ- 
ation and  expansion  of  the  potential  space 
between  endothelial  cells  and  the  basement 
membrane.  In  prediabetes,  the  vascular 
elastic  tissue  of  the  ear  lobe  is  often 
amorphous  and  frequently  contains  a fine  fibril- 
lar structure.  Studies  of  renal  biopsy  specimens 
with  the  light  microscope  have  revealed  irregu- 
lar thickening  in  glomerular  and  tubular  base- 
ment membranes.  Whth  an  electron  microscope 
it  is  possible  to  demonstrate  that  the  glomerular 
basement  membrane  in  prediabetics  tends  to  be 
much  wider  than  in  normal  individuals.10  Such 
procedures  have  usually  been  carried  out  on  a 
research  basis.  Nevertheless,  there  is  no  doubt 
that  the  knowledge  of  such  characteristic  chang- 
es will  be  of  great  value  when  one  is  attempt- 
ing to  make  an  earlier  diagnosis. 

practical  technique  for  examining  conjunctival  vessels 

A satisfactory  method  for  inspecting  the  bul- 
bar conjunctiva  of  patients  during  a general 
physical  examination  consists  of  using  the  lower 
half  of  a 15X  eyepiece  which  often  accompanies 
the  standard  office  laboratory  microscope.  After 
the  flat  eyepiece  has  been  unscrewed  and  re- 
moved, the  lower  half-lens  is  held  at  approxi- 
mately one  inch  from  the  lateral  bulbar  conjunc- 
tiva with  the  patient  in  a sitting  position  and 
adequate  spot  lighting  from  the  side.  The  eye- 
lids are  held  open  by  using  the  thumb  and  index 
finger  of  the  free  hand.  An  alternate  procedure 
consists  of  using  the  +40  diopter  lens  of  the  ordi- 
nary ophthalmoscope.11  Although  this  latter  tech- 
nique is  somewhat  more  convenient,  visualization 
is  not  entirely  satisfactory  because  of  less  ade- 
quate illumination.  These  techniques  are  useful  in 
that  representative  small  blood  vessels  may  be 
examined  closely  during  routine  physicals.  Other 
methods  for  visualizing  the  bulbar  conjunctiva 
which  have  been  described  include  the  use  of  a 
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binocular  dissecting  microscope,12  inspection 
with  a slit-lamp  and  examination  of  enlarged  con- 
junctival photographs. 

comment 

Although  an  increase  in  the  venular-arteriolar 
ratio  and  the  presence  of  microaneurysms  in  the 
lateral  conjunctiva  have  not  been  shown  to  be 
entirely  specific  for  diabetes  mellitus,  these 
changes  when  found  should  aid  in  earlier  detec- 
tion of  the  disease  in  many  unsuspected  cases 
by  alerting  the  physician  to  the  need  for  fur- 
ther diagnostic  procedures. 

It  is  to  be  hoped  that  more  effective  prevent- 
ive therapy  than  is  now  available  will  soon 
become  a reality.  There  is  interesting  experi- 
mentation taking  place,  as  mentioned  previously, 
in  which  sulfonylureas  are  being  tried  as  a pre- 
ventive measure  in  prediabetes.  This  approach, 
while  quite  promising  and  exciting,  is  still  strict- 
ly in  the  experimental  stage.  a 
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abstract  o 

A fin  de  facilitar  una  efectiva  prevencion  o 
retardo  en  la  aparicion  de  las  complicaciones  de 
diabetes  mellitus,  el  diagnostico  debe  de  ser 
hecho  lo  mas  tempranamente  posible. 

Usandola  propiamente,  la  prueba  standard 
de  la  tolerancia  a la  glucosa  por  via  oral  es  por 
hoy  el  mas  satisfactorio  metodo  para  rutinaria- 
mente  detectar  la  diabetes  en  su  estado  quimico  y 
a establecido.  Para  reconocer  diabetes  en  un  esta- 
do mas  temprano,  la  cortisona  G.T.T.  o procedi- 
mientos  mas  laboriosos  tales  como  la  actividad 
de  la  (I.  L.  A.)  insulin-like  activity,  la  insulina 
en  plasma  medida  por  inmuno-radio  evaluacion 
y antagonismo  de  insulina  por  sinalbumina 
pueden  per  usados  en  lugares  doncle  exist  en  estas 
facilidades.  Al  examiner  y entrevistar  pacientes, 
huellas  clmicas  de  una  posible  diabetes  escon- 
dida  que  cleben  de  tenerse  en  mente  incluyen  la 
atherosclerosis  coronaria,  neuropatia,  nefropatia, 
frecuente  infecciones  severas,  antecedentes 
familiares  de  diabetes,historiaobstetricaanormal, 
obesidad  de  large  duracion,  smtomas  que 
sugieran  hipoglicemia  funcional,  cataratas,  ret- 
inopatia,  hialitis  asteroide,  glaucoma  asi  como 
una  proporcion  venula-arteriolar  alia  y micro- 
aneurismas  en  la  conjunctiva  bidbar  lateral.  Un 
metodo  util  para  la  observacion  rutinaria  de  los 
vasos  conjuntivales  bulbares,  consiste  en  la 
visualizacion  con  la  parte  baje  de  un  15x  lente 
microscopio  usado  como  lente  de  mano. 
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Angiographic  Diagnosis  of  Intrahepatic  Rupture 
Secondary  to  Blunt  Trauma 

y 

MELVIN  P.  JUDKINS.  M.D.  / CHARLES  T.  DOTTER,  M.D.  Portland,  Oregon 

Intrahepatic  rupture  following  blunt  trauma  is  difficult  to  diagnose  even 
at  laparotomy.  The  morbidity  and  mortality  rate  of  undiagnosed  or  untreated 
intrahepatic  hematoma  is  extremely  high.  Celiac  or  hepatic  artery  angiography 
is  a useful  addition  to  the  diagnosis  armamentarium;  it  will  aid  the  surgeon 
in  the  primary  treatment  of  hepatic  injuries. 


Hepatic  rupture  can  readily  be  diagnosed  when 
there  is  evidence  of  injury  in  the  region  of  the 
liver  accompanied  by  signs  and  symptoms  of 
intraperitoneal  bleeding  and  evidence  of  shock. 
However,  intrahepatic  injury  by  blunt  trauma  is 
often  treacherous  in  its  manifestations  when  it  is 
confined  to  the  parenchyma,  or  when  masked  by 
multiple  traumatic  injuries,  shock,  concussion  or 
alcoholism.12 

The  liver  is  relatively  resistant  to  trauma  even 
though  it  is  the  largest  abdominal  organ.  Hepatic- 
injury  is  usually  caused  by  violent  trauma.  The 
surgeon,  however,  must  be  aware  that,  as  in  the 
case  of  splenic  injuries,  the  trauma  may  be  rel- 
atively minor,  even  unremembered  at  the  onset 
of  symptoms. 

Intrahepatic  injury  is  frequently  hidden,  even 
at  laporatomy.  The  diagnostic  dilemma  that 
thwarts  the  surgeon’s  ability  to  treat  intrahepatic 
injury  has  been  aptly  expressed  by  both  Mills 
and  Solheim.  “When  a surgeon  undertakes  a 
laparotomy  for  a lacerated  liver  he  can  by  no 
means  at  his  disposal  assess  the  true  amount  of 
liver  damage,  for  a small  surface  laceration  may 
be  accompanied  by  the  most  severe  intrahepatic 
damage.  He  is  therefore  in  no  position  to  offer 
a prognosis  as  to  the  outcome  of  the  operation, 
no  matter  how  successful  he  may  have  been  in 
suturing  the  damaged  viscus.”3  “The  damage  to 
the  liver  parenchyma  may  be  diffuse  and  vary 
widely  in  extent.  A superficial  defect  in  closed 
liver  injuries  may  be  merely  an  outward  sign  of 
general  intrahepatic  damage  of  unknown  and 
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varying  extent,  and  it  is  this  which  threatens  the 
patient’s  life.  Consequently  laparotomy  affords 
little  prospect  of  assessing  the  prognosis  how- 
ever well  the  visible  liver  damage  seems  to  have 
been  sutured.”4 

We  believe  hepatic  artery  angiography  is  a 
simple,  direct,  effective  method  for  pre-oper- 
ative determination  of  both  the  presence  and 
full  extent  of  intrahepatic  injury. 

angiography 

A selective  celiac  or  hepatic  artery  catheteri- 
zation is  preformed.  Ten  to  30  cc  of  a suitable 
contrast  medium  is  injected  through  the  arterial 
catheter  over  a period  of  one  to  one  and  one- 
half  seconds.  The  transfemoral  approach  is 
usual;  however,  if  local  trauma  prohibits  this, 
the  axillary  route  may  be  used.  A non-selective 
contrast  injection  does  not  permit  sufficient 
hepatic  artery  opacification  or  parenchymal 
staining  for  consistent,  accurate  diagnosis. 

The  angiographic  changes  will  vary  widely 
with  the  nature  and  extent  of  the  intraphepatic 
injury.  Figure  1 illustrates  the  appearance  of  an 
intrahepatic  hematoma  nine  days  following 
trauma.  This  case  exhibits  many  of  the  angio- 
graphic changes  that  could  be  expected  to  oc- 
cur following  intrahepatic  injury.  They  are: 

1. — Circumferential  displacement  of  the  nor- 
mal hepatic  vasculature  about  the  hematoma. 

2. — Crowding  of  the  hepatic  arterials  adjacent 
to  the  hematoma. 

3. — Elongation  of  arteries  over  the  “mass-like” 
hematoma. 

4. — Contrast  staining  of  adjacent  traumatized 
hepatic  parenchyma  or  inflammatory  tissue. 

5. — Secondary  displacement  of  adjacent  ab- 
dominal viscera. 
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Figure  1.  Intrahepatic  hematoma,  angio  graphically  demonstrated.  While  hiking,  a 20- 
year-old  college  girl  fell  heavily,  striking  her  right  flank  on  a large,  flat  rock.  She 
noticed  only  temporary  discomfort  and  forgot  the  accident.  The  next  morning  she 
awakened  with  nausea  and  constant,  dull,  abdominal  pain  despite  which  she  was 
able  to  eat  a light  breakfast  and  work  on  her  father’s  farm  for  two  hours.  Symptoms 
thereafter  increased  and  she  was  admitted  to  her  local  hospital.  Exploratory  right 
lower  quadrant  laparotomy  done  that  evening  disclosed  a normal  appendix  and  a right 
lobe  liver  cyst.  Unexplained  fever  increasing  to  105F  and  hemoglobin  decreasing 
to  7.9  grams  complicated  the  postoperative  course.  On  the  eighth  postoperative  day 
she  was  transferred  to  the  University  Medical  School  Hospital  (U.O.M.S.  #33-55-19) 
where  percutaneous  selective  celiac  angiography  was  done.  A. -Arterial  and  B. -Capillary 
phases  showed  circumferential  displacement  and  stretching  of  branches  of  the  right  hep- 
atic artery  around  a 15  cmavascular  intrahepatic  mass  (the  hematoma).  Areas  of  accumu- 
lated contrast  agent  and  parenchymal  staining  gave  indication  of  traumatized  hepatic 
tissue  and  secondary  inflammatory  change.  The  gastroduodenal  artery  was  displaced 
medially,  the  right  kidney  inferiorly.  On  the  basis  of  the  findings  right  hepatic  lobec- 
tomy was  performed.  The  pathologist’s  diagnosis:  “intrahepatic  hematoma  with  sur- 


rounding necrosis.” 


discussion 

Intrahepatic  injury  may  occur  within  an  intact 
capsule  or,  more  commonly,  it  may  be  asso- 
ciated with  laceration  of  the  capsule  and  paren- 
chyma. The  latter  is  usually  suspected  after 
physical  examination,  the  4 quadrant  tap,  and 
plain  film,  roentgen  examination  but  extent  of 
intrahepatic  injury  is  not  evident.  Although  in- 
dividuals with  hepatic  rupture  within  an  intact 
capsule  often  have  stable  vital  signs,  and  are 
sometimes  outpatients,  a high  percentage  will 
eventually  succumb  to  their  injury.  The  intra- 
hepatic hematoma  frequently  is  not  recognized 
until  intraperitoneal  rupture  occurs.  Then,  the 
mortality  rate  from  secondary  infection  and 
blood  loss  is  high.  Intraparenchymal  hematomas 
commonly  become  infected  and  develop  into 
hepatic  and  subdiaphragmatic  abscesses.  Infarc- 
tion, necrosis  and  slough  may  also  occur;  at 
times,  this  is  interpreted  as  delayed  hemorrhage 
when,  in  fact,  the  initial  hemorrhage  from  a sup- 
erficial laceration  had  been  successfully  treated. 
A hematoma  cavity  may  rupture  into  the  biliary 
system  resulting  in  hemobilia  and  the  symptom 
triad  of  abdominal  injury,  biliary  colic  and  gas- 
trointestinal bleeding.5 

Hepatic  rupture  may  not  be  the  only  injury 
sustained.  Rib  fractures  as  well  as  pulmonary, 
mediastinal,  renal,  pelvic  and  head  injuries  com- 
monly co-exist.  The  mortality  rate  increases  di- 
rectly with  the  number  of  associated  injuries— 
visceral  or  skeletal— and  with  the  number  of 
cases  that  remain  undiagnosed  for  more  than  12 
hours. 

Recent  improvements  in  surgical  techniques 
and  management  enable  the  surgeon  to  treat 
hepatic  rupture  definitively.  He  is  no  longer 


limited  to  hemostatic  measures.  If  the  extent  of 
injury  warrants,  subtotal  hepatic  resection  is 
feasible.  First,  however,  the  surgeon  must  con- 
sistently be  able  to  diagnose  the  presence  and 
define  the  limits  of  the  intrahepatic  lesion.  He- 
patic angiology  is  a tool  by  which  this  can  be 
accomplished.  This  procedure  is  far  less  hazard 
to  the  patient  than  an  undiagnosed  rupture  or 
negative  exploration.  Contraindications  include 
uncontrolled  shock  or  other  conditions  that 
would  also  preclude  immediate  surgery.  ■ 

3181  S.W.  Sam  Jackson  Park  Road  (97201) 

(Dr.  Dotter) 


abstracto 

La  ruptura  intrahepatica  que  sigue  al  trauma 
contuso  es  dificil  de  diagnosticar  aim  en  la  lapa- 
rotomia.  La  morbilidad  y mortalidad  de  Jos 
hematomas  intrahepdticos  no  tratados  y no  diag- 
nosticados  son  extremamente  alta.  La  angiogra- 
fia  de  la  arteria  celiaca  a lo  de  la  hepatica  es 
de  utilidad  como  anna  diagnostica  y sera  de 
ayudo  al  cirujano  en  el  tratamiento  primario  de 
las  heridas  hepaticas. 
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Non-tender  semifluctuant  mass  at  the  anterior  medial  aspect  of  the  right  knee. 


Dr.  Akeson: 

Present  illness.  This  19-year-old  nursing  student 
was  initially  seen  in  the  Orthopedic  Clinic  because 
of  a non-tender  mass  at  the  right  knee.  She  had  no 
complaints  referrable  to  either  knee  until  the  day  of 
admission.  On  the  preceding  day  she  had  been  swim- 
ming but  sustained  no  trauma  to  the  knee.  Upon 
awakening  the  next  morning,  she  noted  a large, 
non-tender  swelling  of  the  medial  side  of  the  right 
knee  which  did  not  interfere  with  normal  ambulation. 
There  were  no  other  local  or  systemic  complaints. 
Physical  examination  at  the  time  revealed  a large, 
soft,  non-tender  swelling  extending  from  the  superior 
medial  aspect  of  the  proximal  tibia  across  the  an- 
terior medial  aspect  of  the  joint  to  about  two  inches 
up  the  anterior  medial  aspect  of  the  thigh.  There 
were  no  ecehymoses  or  other  signs  of  local  trauma. 
Examination  of  the  knee  revealed  slight  instability 
of  the  anterior  cruciate  and  medial  collateral  liga- 
ments and  a very  slight  effusion.  Manipulation  of  the 
knee  did  not  produce  pain.  In  addition,  she  was 
noted  to  have  a long,  curvilinear  scar  over  the  pre- 
tibial  area  bilaterally  as  a result  of  an  autograft  per- 
formed at  age  3 for  congenital  pseudarthrosis. 

She  -was  placed  in  a walking  cylinder  cast  and 
upon  re-examination  two  weeks  later,  the  swelling 
was  found  to  be  virtually  unchanged.  She  was  ad- 
mitted to  the  hospital. 

Physical  examination.  General  examination  was 
essentially  unremarkable.  The  right  knee  was  found 
to  have  a soft,  semifluctuant,  slightly  warm  swelling 
over  the  anterior  medial  aspect  extending  from  the 
proximal  tibia  to  about  four  inches  superior  to  the 
joint  line.  The  patella  seemed  to  be  slightly  lateral 
from  its  normal  position,  but  no  effusion  was  de- 
tected. The  lesion  was  entirely  free  from  the  over- 
lying  skin  and  did  not  appear  to  extend  into  the 
joint  or  popliteal  fossa.  The  peripheral  pulses  were 

From  taped  proceedings  of  resident  staff  CPC  held  at 
8 a.m.  on  the  third  Saturday  of  each  month  in  room 
NN  203  of  the  University  Hospital.  Copies  of  the  protocol 
are  distributed  to  the  residents  prior  to  the  conference 
but  the  differential  diagnosis  is  given  by  a discussant  des- 
ignated only  after  the  conference  is  convened.  Although 
an  integral  part  of  the  resident  training  program,  any 
interested  physician  may  attend  and  all  are  welcome. 


normal  and  no  neurological  defect  was  found.  The 
pretibial  scars  were  again  noted  and  no  evidence  of 
nonunion  or  malalignment  could  be  detected. 

Past  history.  A dilatation  and  curettage  was  per- 
formed in  March,  1964,  for  amenorrhea. 

Laboratory  data.  Routine  urinalysis  and  blood 
counts  were  within  normal  ranges.  X-rays  of  the 
lower  extremities  are  shown  in  Figures  1 and  2. 

Course  in  hospital.  On  the  day  following  admis- 
sion an  operation  was  performed. 


Fig.  1.  Anterior-posterior  x-ray  of  right  and  left  knees. 
The  mass  was  over  the  flattened  aspect  of  the  medial  con- 
dyle of  the  right  femur. 


Dr.  Scham: 

This  19-year-old  girl  had  been  swimming  the  day 
before  she  noted  a painless  lump  on  her  right  knee. 
To  her  knowledge,  she  had  sustained  no  trauma. 
The  mass  did  not  cause  limitation  of  motion  and 
there  was  no  quadriceps  inhibition.  From  the  pro- 
tocol, there  were  no  physical  findings  that  would 
indicate  acute  injury.  The  instability  which  is  men- 
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Fig.  2.  Anterior-posterior  and  lateral  x-rays  of  the  right 
tibia  and  fibula  demonstrate  the  infraction  of  the  cortex 
of  the  right  tibia  as  well  as  sclerosis  of  the  mid-tibial 
and  fibular  shafts  and  narrowing  of  the  medullary  canal 
at  this  level. 


tioned  is  probably  within  normal  limits.  There  was 
a very  slight  effusion.  She  was  treated  in  a cylinder 
cast  and  sent  home  for  two  weeks.  When  she  re- 
turned, there  was  no  decrease  in  the  swelling.  The 
mass  itself  was  not  pulsatile,  which  excludes  arterial 
aneurysm.  She  had  scars  over  each  tibia  which  re- 
sulted from  an  operation  at  the  age  of  three  at  which 
time  a tibial  autograft  was  used  to  treat  a congenital 
pseudarthrosis  of  the  mid-shaft  of  the  right  tibia. 
I don’t  see  any  relationship  between  this  informa- 
tion and  her  present  illness.  Radiographs  include 
an  AP  and  lateral  of  both  knees.  On  the  AP  view, 
one  sees  evidence  of  soft  tissue  swelling  on  the 
medial  side.  Films  of  the  right  tibia  show  that  the 
old  fracture  line  is  still  evident. 

Dr.  Akeson: 

Before  we  leave  the  radiographs,  does  anyone  else 
have  any  comments? 

Dr.  Smith: 

That  lesion  has  been  there  a long  time.  There 
are  significant  bone  changes  beneath  the  soft  tissue 
mass.  The  medial  condyle  has  been  flattened  by 
some  chronic  process.  The  history  of  sudden  onset 
of  the  mass  must  be  disregarded.  It  is  obviously 
incorrect.  I would  have  thought  that  a young,  intel- 
ligent nursing  student  would  have  been  aware  of 
a lump  of  this  size  present  for  some  time,  but  this 


girl  was  obviously  not  aware  of  the  lump.  Did  she 
have  any  cafe  au  lait  spots? 

Dr.  Reilly: 

No  cafe  au  lait  spots  were  noted. 

Dr.  Scham: 

The  point  which  was  just  made  that  the  lesion  has 
been  there  for  some  time  certainly  makes  a differ- 
ence in  the  differential  diagnosis.  Pigmented  villo- 
nodular  synovitis  does  not  tisually  present  this  way. 
It  is  usually  within  the  joint  and  not  so  clearly  out- 
side the  joint  as  is  this  mass.  A ganglion  type  struc- 
ture, which  is  what  I thought  this  probably  repre- 
sented, arising  from  a bursa  or  from  the  medial 
meniscus  could  be  either  acute  or  chronic.  There 
is  nothing  here  that  resembles  an  infectious  process, 
and  I think  it  can  be  ruled  out.  I don’t  think  this  is 
a congenital  abnormality.  I think  it  has  to  represent 
some  sort  of  benign  neoplasm.  I think  malignant 
neoplasm  is  less  likely  because  of  the  smooth  nature 
of  the  bony  changes  and  the  fact  that  it  was  not 
associated  with  pain.  Benign  lesions  of  this  area 
include  tumors  of  fatty  tissue,  vascular  tissue,  nerve 
tissues  and  synovial  tissue,  and  it  would  be  a guess 
on  my  part  to  try  to  say  which  one  of  these  the 
lesion  truly  is. 

My  diagnosis  is: 

Benign  soft  tissue  neoplasm  of  undetermined 
type. 

Dr.  Akeson: 

Dr.  Reilly  was  the  resident  on  this  case.  May  we 
have  your  pre-operative  diagnosis.  Dr.  Reiljy. 

Dr.  Reilly: 

I thought  the  patient  had  a benign  tumor  on  the 
medial  side  of  the  knee,  but  I was  uncertain  as  to 
the  exact  etiology. 

Dr.  Gordon: 

I think  this  girl,  who  seemed  to  be  alert  and 
well-groomed,  would  have  noticed  such  a mass  had 
it  been  there  long.  Therefore,  I felt  the  most  likely 
diagnosis  was  that  of  a cyst.  Its  gross  external  ap- 
pearance was  just  like  a ganglion.  The  margins  were 
ill  defined.  At  operation,  the  mass  was  found  be- 
neath the  deep  fascia  but  superficial  to  the  syno- 
vium. It  appeared  to  be  cystic  at  first  but,  when 
incised,  was  solid.  There  were  small  hemorrhagic 
areas.  The  mass  was  large,  boggy  and  soft  and  did 
not  seem  to  penetrate  the  joint. 

Dr.  Smith: 

It  is  interesting  on  the  x-ray  that  the  fracture  line 
is  still  evident  in  the  tibia.  There  is  absence  of  the 
medullary  cavity  at  the  site.  She  had  a congenital 
pseudarthrosis  and  this  fact  immediately  brings  to 
mind  the  fact  that  she  might  have  neurofibroma- 
tosis with  a subcutaneous  mass.  Other  lesions  which 
might  cause  such  a radiographic  change  would  in- 
clude fibrosarcoma  as  well  as  the  lesion  mentioned 
by  Dr.  Scham.  I think  she  has  neurofibromatosis. 
Does  she  have  a family  history  of  neurofibromatosis? 
Dr.  Reilly: 

Yes. 

Dr.  Clifford: 

In  McCarroll’s  article  on  neurofibromatosis,  he 
mentioned  that  cafe  au  lait  spots  are  the  most  corn- 
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mon  manifestation  of  the  disease  and  that  subcuta- 
neous nodules  without  associated  pigmentation  were 
seen  in  only  three  out  of  forty-six  cases.1 
Dr.  Staheli: 

However,  in  the  same  article,  it  was  mentioned 
that  other  types  of  soft  tissue  changes  were  very 
prominent  in  neurofibromatosis.  Seventeen  of  his 
cases  showed  soft  tissue  hypertrophy  and  several 
showed  the  plexiform  type  of  neurofibromatosis. 
The  variations  in  the  disease  seem  striking. 

Dr.  Akesox: 

Neurofibromatosis  is  one  of  the  diseases  in  which 
clinical  manifestations  are  truly  protean.  It  is  be- 
coming well  recognized  that  dysplasia  of  bone  as 
well  as  dvsplastic  changes  of  other  mesodermal  and 
ectodermal  structures  are  common  findings.  The 
most  obvious  expressions  of  neurofibromatosis  in- 
clude cutaneous  pigmentation  and  soft  superficial 
nodules  (fibroma  molluscum).  In  many  patients, 
there  are  associated  subcutaneous  and  deep  nerve 
lesions.  In  addition  to  the  neural  and  ectodermal 
changes,  there  is  evidence  of  localized  mesodermal 
dysplasia  involving  bone  and  meninges  in  some 
patients.  The  spinal  subarachnoid  space  may  become 
dilated  and  herniation  of  the  dura  and  arachnoid 
mater  into  the  chest  has  been  described  in  a number 
of  cases.  While  direct  pressure  from  adjacent  neu- 
rofibromas undoubtedly  explains  some  of  the  bone 
erosion  and  deformity  shown  radiographically  in 
this  disease,  this  is  not  an  entirely  satisfactory  ex- 
planation for  all  of  the  changes  in  the  spinal  column. 
The  soft,  dvsplastic  bone  apparently  becomes  de- 
formed as  a result  of  the  stresses  on  the  spine  and 
scoliosis  may  result  secondarily.2 
Dr.  Thieme: 

I would  like  to  raise  the  possibility  of  pigmented 
villonodular  bursitis  in  the  differential  diagnosis. 
Such  lesions  are  known  to  cause  changes  in  under- 
lying bone  when  present  for  long  periods  of  time. 
An  aspiration  of  the  lesion  would  help  to  rule  this 
possibility  in  or  out.  Frequently  there  is  bloody 
fluid  or,  old,  dark,  pigment-stained  fluid  within  such 
lesions. 

Dr.  Akesox: 

Dr.  Scham,  will  you  look  at  the  slides  and  discuss 
the  microscopic  findings. 

Dr.  Scham: 

There  is  a homogenous,  loose,  connective  tissue 
matrix  with  whorls  of  connective  tissue  cells  with  a 
definite  neural  arrangement.  The  general  arrange- 
ment, I think,  is  very  typical  of  neurofibroma.  It  is 
definitely  benign  in  its  appearance,  (Figures  3 and 

4). 

Dr.  Akesox: 

The  final  pathologic  diagnosis  was  neurofibroma- 
tosis. 

Dr.  Leavitt: 

What’s  the  composition  of  the  material  at  the 
pseudarthrosis  site? 

Dr.  Akesox: 

A mass  of  fibrous  tissue  is  usually  found.  Many 
biopsies  have  been  done  and  only  two  cases  in  the 
English  literature  have  been  reported  where  there 


Fig.  3.  Biopsy  tissue  illustrating  mixture  of  neural  tissue 
with  connective  tissue  elements.  x80. 


Fig.  4.  This  photomicrograph  of  the  excisional  biopsy 
demonstrates  palisading  in  the  neural  elements  near  the 
center  of  the  field.  x80. 


was  found  a true  intraosseous  neurofibroma.  I think 
most  of  these  cases  represent  local  dysplasias  of 
bone. 

Dr.  Gordox: 

I think  Aegeter  described  hamartomatous  changes 
locally  at  the  pseudarthrosis  site  which  microscopic- 
ally resembles  the  changes  in  some  neurofibroma 
masses.3 
Dr.  Tuell: 

What  thought  has  been  given  to  the  clinical  man- 
agement of  the  patient’s  pseudarthrosis  of  the  tibia? 
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Dr.  Reilly: 

In  Boyd’s  review  of  the  English  literature,  there 
were  twenty-four  different  types  of  operations  in 
167  cases  described  and  none  seemed  any  more 
uniformly  successful  than  the  other.4 
Dr.  Leavitt: 

Didn’t  he  claim  better  success  with  his  double 
onlay  graft  than  the  others? 

Dr.  Reilly: 

He  described  good  results  with  his  method,  but 
his  number  of  cases  was  small  and  repeated  oper- 
ations were  usually  necessary.  The  oldest  patient  in 
Boyd’s  series  was  fifteen. 

Dr.  Scham: 

This  patient  had  no  symptoms.  She  is  19  years 
old  and  apparently  an  active,  athletic  girl.  There- 
fore, should  any  treatment  be  considered?  If  this  is 
solid  and  she  is  leading  a normal  healthy  life,  I 
can’t  see  the  point  of  subjecting  her  to  further 
surgery. 

Dr.  Akeson: 

It  seems  to  me  that  with  this  incomplete  infraction 
through  the  cortex  that  the  bone  is  weaker  than 
normal  and,  therefore,  prone  to  further  injury.  If 
fracture  occurs,  there  would  be  major  problems  in 
getting  this  area  to  heal. 

Dr.  Gordon: 

I wonder  if  we  just  couldn’t  watch  this  area  and 
see  what  happens  to  that  line.  There  seems  to  be 
some  attempt  to  repair  the  zone. 


Dr.  Akeson: 

If  this  were  fractured  completely  through  at  this 
time,  would  it  impose  any  special  clinical  problems? 
Dr.  Smith: 

I don’t  think  it  would  heal.  It  certainly  would  heal 
slowly. 

Dr.  Akeson: 

If  you  take  that  point  of  view,  it  seems  to  me 
you  should  graft  it. 

Dr.  Gordon: 

I would  agree  that  her  rate  of  healing  would  be 
less  than  average.  I think  it  would  be  easier  to  get 
a graft  to  take  now  than  to  wait  until  she  had  frac- 
tured. 

Final  diagnosis.  Neurofibromatosis  with  pseud- 
arthrosis  of  the  tibia. 
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Rx-STILL  A PASSPORT  TO  HEALTH 

The  latest  fashion  in  democracy  in  medical  practice  is  to  share  with  the  patient 
the  name  of  the  drug.  If  the  doctor  prescribes  amphetamine,  he  writes  “amphetamine” 
on  the  label  or  instructs  the  pharmacist  to  do  so.  This,  it  is  asserted,  makes  for  better 
doctor-patient  relations  (they  become  buddies,  sharing  the  same  knowledge)  and 
also,  in  the  event  that  the  patient  is  poisoned  by  the  medication,  the  emergency  doctor 
can  just  look  at  the  label  on  the  bedside  bottle  and  dash  off  a prescription  for  the 
antidote.  Neither  of  these  virtues  would  seem  great  enough  to  warrant  a disturbance 
in  the  mystic  of  medicine  which  would  follow  when  we  convert  the  prescription 
(once  a passport  to  health)  into  a simple  merchandise  order. 

Editorial  in  Journal  of  the  Medical  Society  of  New  Jersey  62:4  (April)  1965. 
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Conservative  Management  of  Primary  Lymphedema 

RICHARD  G.  SANDERSON,  M.D.  / WILLIAM  S.  FLETCHER,  M.D.  Portland,  Oregon 


Primary  lymphedema  has  been  shown  to  be  a congenital  defect  in  lymphatic 
vessels.  Protein  absorption  is  slow  and  the  protein  accumulation  in  the  tissues 
produces  fibroblastic  proliferation  that  gives  the  brawny  induration  and  massive 
edema  that  are  characteristic  of  lymphedema.  Surgery  for  this  problem  is  not 
totally  satisfactory. 

The  Jobst  intermittent  compression  unit  and  the  Jobst  elastic  stockings 
show  encouraging  results  with  this  program  of  management  in  the  treatment  of 
primary  lym phedema. 


Primary  lymphedema  is  a congenital  disorder  of 
lymphatic  vessels  that  produces  a gradually  pro- 
gressive swelling  of  one  or  both  lower  extremi- 
ties. Females  are  effected  more  than  males  in 
a 3:1  ratio;  the  age  of  onset  is  usually  between 
puberty  and  35  years,  although  it  has  been 
described  in  young  children.  Repeated  attacks 
of  lymphangitis  lead  to  a more  rapid  progression 
of  the  swelling.  If  the  lymphedema  occurs  in  a 
familial  relationship,  it  is  known  as  Milroy’s 
disease  (Meige’s  disease  in  Europe).1  It  should 
be  differentiated  from  (secondary)  lymphedema 
caused  by  obstruction  to  lymphatic  flow,  as  from 
inflammation,  neoplasm,  irradiation,  trauma,  sur- 
gery, or  filariasis. 

Conventional  methods  of  treating  the  swollen 
extremity— rest,  elevation,  elastic  stockings,  di- 
uretics, prevention  of  infection,  and  salt  and 
dietary  restrictions— usually  fail  to  arrest  the 
progress  of  this  disease.  The  end  result  is  a 
heavy  and  burdensome  extremity'  with  thick, 
indurated  and  hairless  skin.  When  this  final 
stage  is  reached,  operations  to  remove  the  edem- 
atous tissue  are  resorted  to,  often  with  results 
cosmetically  deforming  and  poorly  accepted  by 
the  patient. 

Hoping  to  avoid  the  end  stages  of  this  disease, 
we  have  utilized  a program  of  management 
that  is  simple  and  effective;  it  controls  the  edema 
by  preventing  its  formation  at  the  tissue  level. 


From  the  Department  of  Surgery,  University  of  Oregon 
Medical  School.  Portland. 

Dr.  Sanderson  is  Resident  in  Surgery,  University  of 
Oregon  Medical  School,  Portland. 

Dr.  Fletcher  is  Associate  Professor  of  Surgery,  University 
of  Oregon  Medical  School,  Portland. 


pathophysiology 

Lymphatics  are  not  found  in  bone,  tendon,  or 
cartilage  and  are  rarely  present  in  deep  fascia 
or  striated  muscle.  From  a plexus  of  tiny  lym- 
phatics in  the  superficial  dermis,  lymph  empties 
into  a deeper  dermal  plexus,  thence  to  the  sub- 
cutaneous tissues,  where  large,  valved  trunks 
ascend,  in  the  legs,  in  long  straight  channels  to 
the  inguinal  lymph  nodes.  Normally,  lymph  flow 
is  unidirectional  and  is  propelled  by  the  action 
of  the  leg  muscles.  The  lymphatic  vessels,  being 
more  permeable  than  capillaries,  reabsorb  from 
the  tissue  spaces  substances  of  large  molecular 
size,  particularly  protein. 

Kinmonth  has  shown  the  lymphatics  of  pa- 
tients with  primary  lymphedema  to  be  distinctly 
different  from  the  vessels  of  normal  patients  and 
those  with  secondary  lymphedema.2-7  By  lymph- 
angiography, he  showed  these  abnormal  vessels 
to  be  either  hypoplastic,  aplastic,  or  varicose  and 
incompetent.  Flow  was  sometimes  bidirectional, 
running  also  from  the  deeper  to  the  more  super- 
ficial plexuses— “dermal  back  flow”.  By  studies 
using  protein,  tagged  with  radioactive  material, 
the  rate  of  protein  absorption  was  found  to  be 
about  ten  times  slower  in  patients  with  lymph- 
edema than  in  normals.  Analysis  of  tissue  fluids 
showed  concentrations  of  0.69  gm  per  100  ml 
protein  in  normals,  and  an  average  concentra- 
tion of  2.5  gm  per  100  ml  in  lymphedematous 
patients. 

With  incompetent  lymphatics,  there  is  ac- 
cumulation of  proteins  and  their  breakdown 
products  in  the  tissue  spaces.  Subsequent  fibro- 
blastic invasion  leads  to  overgrowth  of  connec- 
tive tissue,  and  dilatation  and  thickening  of  the 
lymphatic  capillaries.  The  adipose  tissue  of  the 
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leg  is  slowly  replaced  by  fibrous  tissue,  leading 
to  the  brawny,  non-pitting  edema  that  is  charac- 
teristic of  lymphedema. 

surgery 

The  multitude  of  proposed  surgical  procedures 
for  relief  of  lymphedema  indicates  their  lack  of 
success."-’'  Lisfranc  ( 1841 ) used  scarification  and 
multiple  puncture  techniques;  Handley  (1908) 
tried  to  establish  artificial  lymphatic  pathways 
by  inserting  silk  threads  subcutaneously  to  drain 
the  lymph  to  a normal  area.  Kondoleon  (1912) 
removed  long  strips  of  deep  fascia,  hoping  to 
drain  the  superficial  plexuses  into  deeper  chan- 
nels. Charles  (1912)  excised  all  the  edematous 
tissue  down  to  muscle  and  covered  the  denuded 
area  with  skin  grafts.  Gillies  (1935)  attempted 
to  bridge  the  edematous  area  to  normal  skin 
with  pedicle  grafts. 

Probably  the  most  successful  of  these  opera- 
tions is  the  Charles  procedure  or  modifications 
thereof.  However,  in  this  operation,  the  foot  is 
rarely  well  treated  and  continues  to  be  annoy- 
ing. The  operated  leg  seldom  achieves  the  pa- 
tient’s expectations  of  normality;  the  skin  grafts 
may  be  tight  and  shiny,  and  the  leg  above  the 
grafted  areas  often  bulges  out  grotesquely. 

management 

We  have  found  that  post-mastectomy  arm 
edema  responds  quite  well  to  the  intermittent 
pneumatic  compression  as  supplied  by  the  Jobst 
external  compression  device,®  and  have  adapted 
this  unit  for  the  treatment  of  congenital  lymph- 
edema of  the  lower  extremity.” 

The  Jobst  machine  is  a light-weight  pneumatic 
pump,  designed  to  provide  intermittent  com- 
pression; it  can  be  adjusted  for  varying  intervals 
of  pressure  and  exhaust  at  varying  pressures, 
(Figure  1).  The  pumping  mechanism  is  con- 
nected by  rubber  tubing  to  a double-layered, 
sealed,  plastic  sheath,  applying  intermittently  to 
the  leg  an  evenly  distributed  pressure.  With 
slight  elevation  of  the  leg,  the  pressure  phase 
forces  the  edema  fluid  up  the  lymphatic  channels 
and  the  exhaust  phase  allows  them  to  refill. 

For  the  patients  with  lymphedema,  we  have 
arbitrarily  chosen  a pressure  of  90  to  120  mm 
mercury,  and  a cycle  of  45  seconds  pressure  and 


*The  Jobst  Institute,  Inc.,  P.  O.  Box  653,  Toledo,  Ohio 
43601. 


Fig.  1.  The  Jobst  intermittent  compression  unit  in  use. 


Fig.  2.  Use  of  paper  template  to  obtain  exact  measure 
ments  for  Jobst  elastic  stocking. 


15  seconds  exhaust.  Every  three  to  four  hours, 
the  compressing  sheath  is  removed  altogether 
to  allow  the  patient  to  move  the  leg  freely 
and  gain  relief  from  the  slightly  uncomfortable 
extended  position. 

Once  maximum  reduction  in  size  of  the  limb 
is  achieved,  maintaining  the  leg  free  from 
edema  becomes  a problem.  The  Jobst  Institute 
has  designed  a lightweight  stocking-like  elasti- 
cized  sheath  specifically  for  this  purpose.  Pre- 
stressed elasticized  threads  are  used  in  construct- 
ing the  stocking  and  they  are  arranged  to  provide 
a hydrostatically  graduated  circumferential  pres- 
sure. For  the  lymphedematous  leg,  pressures  ap- 
plied by  the  stocking  are  about  50  mm  mercury. 
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Table  1 

Case  2,  Circumference  in  Centimeters 


Right  leg  (before  treatment  with  Jobst  unit) 
Right  leg  (after  treatment  with  Jobst  unit) 
Left  leg 


cm  below  tibial  tubercle 


5 

15 

25 

35 

36.3 

37.6 

31.0 

25.6 

34.2 

35.0 

27.8 

24.0 

34.7 

30.4 

22.5 

24.4 

In  order  that  the  stocking  fit  the  contour  of  the 
patient’s  leg  exactly,  a special  paper  template 
(Figure  2)  with  closely  spaced  circumferential 
tapes  is  used  to  obtain  the  measurements. 

A careful  history  and  physical  examination 
and  appropriate  laboratory  work  will  establish 
the  diagnosis  of  primary  lymphedema  and  elim- 
inate any  secondary  causes.  The  edematous  leg 
is  inspected  very  carefully  for  signs  of  cellu- 
litis, thrombophlebitis,  lymphangitis,  or  furuncu- 
losis. If  any  indication  of  one  of  these  conditions 
is  found,  external  compression  is  withheld  until 
the  infection  is  brought  under  control.  Measure- 
ments of  both  legs  are  taken  at  fixed  points 
above  and  below  the  tibial  tubercle. 

A stockingette  is  fitted  over  the  extremity  to 
prevent  excessive  sweating  into  the  pressure 
sheath,  which  is  then  fitted  onto  the  leg.  The 
patient  is  made  comfortable  and  the  foot  of  the 
bed  is  elevated.  Pressure  and  cycling  phases  of 
the  pumping  unit  are  adjusted.  The  unit  is  con- 
nected to  the  compressing  sheath,  and  the  inter- 
mittent compression  is  started.  Measurements 
of  the  leg  are  recorded  at  12  to  24  hour  intervals 
until  maximum  reduction  is  obtained.  The  special 
paper  template  is  then  measured  to  the  exact 
configuration  of  the  patient's  leg  and  is  sent  to 
the  Jokfct  Institute.  Two  or  three  days  later,  the 
elastic  stocking  is  returned  and  can  be  fitted 
to  the  patient. 

Although  the  stockings  usually  control  the 
edema  fairly  well,  occasional  visits  for  inter- 
mittent pneumatic  compression  may  be  neces- 
sary. For  the  most  severe  cases,  a home  pump- 
ing unit  is  available  so  that  compression  may  be 
applied  daily. 

CASE  REPORTS 

Case  l.—A  40-year-old  highway  worker  noticed 
spontaneous  onset  of  swelling  and  a vague  discom- 
fort in  the  right  lower  leg,  two  years  prior  to 
admission  to  the  Portland  Veterans  Administration 
Hospital.  Physical  therapy,  elastic  support,  elevation, 
and  salt  restriction  were  of  little  benefit. 

Although  he  had  undergone  bilateral  saphenous 
vein  ligation  and  stripping  five  years  earlier  for 
venous  varicosities,  he  had  never  had  any  phlebitis  or 
lymphangitis.  Family  history  was  negative. 


Physical  examination  was  entirely  normal,  except 
for  his  right  lower  extremity  which  was  swollen 
with  one  plus  to  two  plus  slightly  pitting  edema 
from  the  ankle  to  the  knee.  The  skin  of  that  leg 
was  thickened  and  had  mild  brawny  induration. 
Pulses  were  excellent,  there  was  no  lvmphadeno- 
pathy,  and  there  were  no  large  venous  varicosities. 

Laboratory  studies,  including  PBI,  serum  proteins, 
and  BUN,  were  normal.  X-rays  of  the  legs  showed 
an  increase  in  the  subcutaneous  tissues  of  the  right 
leg,  while  muscle  mass  on  the  two  sides  was  the 
same.  Biopsy  of  the  skin  and  subcutaneous  tissue 
of  the  right  leg  showed  fibrosis  throughout  the 
fatty  tissue  and  prominence  of  the  vessels  in  the 
deeper  corium.  Venography  was  normal.  Lymph- 
angiography demonstrated  multiple  small  dilated 
lymphatics,  delayed  emptying  and  “dermal  back- 
flow”. 

Under  penicillin  and  streptomycin  coverage  the 
intermittent  compression  unit  was  used  for  two 
and  one-half  days,  at  which  time  the  swelling  had 
almost  completely  receded.  He  was  measured  for  the 
elastic  stocking  and  was  discharged  when  it  arrived. 
Follow-up  visits  showed  no  return  of  the  edema 
with  continued  use  of  the  stocking. 

Case  2.— A 26-year-old  white  woman  was  perfectly 
well  until  the  middle  trimester  of  her  first  preg- 
nancy, when  bilateral  leg  swelling  was  noted.  There 
had  been  no  previous  phlebitis,  varicosities,  or 
trauma.  With  rest,  elevation,  diuretics,  salt  restric- 
tion, and  elastic  stockings,  the  edema  on  the  left 
receded.  The  right  leg  swelling  remained  throughout 
the  remainder  of  the  pregnancy  and  has  continued 
to  the  present.  The  edema  is  bothersome  cosmetically 
and  causes  her  mild  discomfort  because  of  its  weight. 
Family  history  is  negative. 

Physical  examination  showed  two  plus  non-pitting 
edema  of  the  right  lower  leg;  the  skin  was  fairly 
soft  and  pliable,  but  thickened. 

Measurements  of  the  legs  before  treatment  and 
after  a five-day  period  of  intermittent  compression 
with  the  Jobst  unit  are  shown  in  Table  1. 

She  was  then  fitted  for  a stocking  giving  pressure 
equivalent  to  50  mm  Hg. 

Case  3.— A 42-year-old  woman  was  well  until  18 
years  ago  when  she  noted  gradual  swelling  in  the 
left  ankle  and  heel.  There  was  no  precedent  trauma, 
infection,  or  systemic  disease.  Gradually,  the  swel- 
ling increased  and  extended  to  the  knee;  it  was 
somewhat  controlled  by  elastic  stockings.  Fourteen, 
nine,  seven,  and  five  years  ago  she  had  acute  attacks 
of  lymphangitis  with  hot,  tender,  fiery-red  skin  of 
the  left  lower  leg.  Bed  rest,  elevation,  penicillin, 
and  hot  packs  controlled  each  episode.  After  each 
attack  the  edema  was  slightly  worse.  Since  the 
third  attack,  full-length,  heavy-duty  elastic  stockings 
have  been  required.  The  family  history  is  negative. 

Physical  findings  were  normal  except  for  a mas- 
sively swollen  left  leg  with  thick,  brawny  indura- 
tion extending  to  above  the  knee.  Measurements 
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Table  2 

Case  3,  Circumference  in  Centimeters 


Left  leg  (before  treatment  with  Jobst  unit) 
Left  leg  (after  treatment  with  Jobst  unit) 
Right  leg 


cm  below  tibial  tubercle 


5 

15 

25 

35 

47.0 

47.2 

39.2 

27.2 

42.4 

41.5 

35.4 

24.6 

33.5 

31.3 

22.4 

22.4 

Fig.  3.  Case  4 before  treatment. 


Fig.  4.  Case  4 after  treatment  with  the  Jobst  unit. 


Table  3 

Case  4,  Circumference  in  Centimeters 


12.7  above 
knee 

Right  leg  (before  treatment 


with  Jobst  unit)  55.9 

Right  leg  (after  treatment 

with  Jobst  unit)  49.5 

Left  leg  (before  treatment 

with  Jobst  unit)  53.3 

Left  leg  (after  treatment 

with  Jobst  unit)  47 


of  her  legs  before  treatment  and  after  treatment 
for  four  hours  a day  (as  an  outpatient)  for  17  days 
were  as  shown  in  Table  2. 

Due  to  the  long-standing  edema  and  the  subse- 
quent fibrosis,  this  patient’s  leg  could  not  be  re- 
turned to  normal  size.  She  did  not  wish  to  continue 
therapy  and  was  thus  lost  to  follow-up. 

Case  4.—' This  23-year-old  white  woman  was  told 
that  she  had  had  leg  swelling  since  birth;  she  re- 


at knee 

17.8  below 
knee 

ankle 

mid-foot 

46.4 

52.7 

38.7 

29.2 

38.1 

38.1 

29.2 

24.8 

45.7 

50.8 

34.3 

28.9 

39.4 

35.6 

30.5 

25.4 

members  it  from  the  age  of  six  years,  three  to  four 
months  after  being  stung  by  a bee.  Since  then,  the 
swelling  has  slowly  and  progressively  reached  its 
present  massive  proportions,  much  to  the  patient’s 
embarrassment.  The  edema  subsides  slightly  with 
prolonged  elevation  of  the  legs.  Her  mother  also 
has  one  swollen  leg,  but  no  other  family  member 
is  known  to  have  lymphedema. 

Physical  findings  were  normal  except  for  the 
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massive  swelling  of  the  legs  and  brawny,  indurated, 
smooth,  tight  skin.  Measurements  before  and  after 
five  days  of  therapy  with  the  Jobst  unit  are  shown 
in  Table.  3. 

She  was  then  fitted  with  stockings.  She  still  wears 
them.  The  results  with  this  woman  were  so  en- 
couraging (Figures  3 and  4)  that  a home  unit  was 
purchased.  She  can  even  go  dancing  for  three  to 
four  hours  without  her  elastic  stockings  without  sig- 
nificant swelling. 

Case  5.— This  six-year-old  white  girl  has  had 
swelling  of  her  lower  extremities  since  birth.  The 
edema  has  progressed  very  slowly  to  the  present, 
with  the  exception  of  a more  rapid  increase  in  size 
at  the  time  she  started  walking.  She  has  been  the 
subject  of  ridicule  at  school  and  has  been  able 
to  wear  only  tennis  shoes.  One  aunt  is  known  to 
have  rapidly  developed  unilateral  leg  edema  at 
age  17. 

Physical  examination  showed  her  to  have  moder- 
ately swollen  extremities  with  brawny  induration 
and  smooth  shiny  skin.  The  right  leg  was  more 
edematous  than  the  left.  Laboratory  results  were  all 
normal. 

Three  days  of  intermittent  compression  resulted  in 
a return  of  the  legs  to  a near-normal  appearance; 


the  circumference  of  the  calf  was  reduced  by  one 
and  one-half  inches.  Family  problems  forced  her 
discharge  from  the  hospital  prior  to  her  being 
fitted  for  stockings,  and  unfortunately  she  has  been 
lost  to  follow-up.  ■ 

3181  S.W.  Sam  Jackson  Park  Road  (97201) 

(Dr.  Sanderson) 

abstracto 

Se  ha  demostrado  que  la  linfedema  pri- 
maria  es  debido  a una  anomalia  congenita  de  los 
vasos  linfaticos.  La  absorcion  de  proteina  se 
retarda,  acwnulandose  en  los  tejidos  producien- 
do  una  proliferacion  fibrolastica  que  da  la  clasica 
dureza  y edema  masiva  caracterlsticas  de  la 
linfedema.  La  resolucion  quirurgica  de  este 
problema  no  es  totalmente  satisfactory. 

La  compresion  intermitente  de  la  machine  de 
“Jobst”  asi  como  las  medias  elasticas  de  el  mismo 
nombre  han  dado  resultados  estimulantes  en  la 
correcion  y tratamiento  de  esta  entidad. 
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Nutrition  comes  in  many  tastes,  textures  and  colors 

...like  soup 


As  a physician,  you  know  that  good  nutrition  is  more  than  just  the 
nutritive  content  of  foods. ..that  appetizing  taste,  texture,  color  and 
aroma  are  extremely  important,  as  well.  And  Campbell  knows  this, 
too... that’s  why  so  much  extra  care  is  devoted  to  every  aspect  of 
nutritional  quality  in  Campbell’s  Soups. 

In  this  Vegetable  Beef  Soup,  the  finest  ingredients  are  carefully 
processed  and  blended  to  maintain,  as  much  as  possible,  the  natural 
flavor  and  nutritive  values. 

A CAMPBELL  S SOUP  FOR  ALMOST  EVERY  PATIENT 

Most  of  Campbell’s  more  than  30  different  kinds  of  soup  contain 
a variety  of  foods  with  a wide  range  of  essential  nutrients 
that  make  them  suitable  for  almost  any  special  diet.  For  a 
high  protein  diet,  consider  our  Beef  Soup  (approx.  8.0  gm. 
of  protein  in  a 7 oz.  serving),  Bean  with  Bacon  (6.8  gm.),  or 
Chili  Beef  (6.2  gm.);  for  low-fat  diets,  there’s  Tomato,  Beef 
Noodle  and  Chicken  Vegetable  (each  less  than  2 gms.of  fat 
per  7 oz.  serving);  for  the  underweight  patient,  you  can 


suggest  Split  Pea  with  Ham  Soup  (130  calories  in  a 7 oz.  serving), 
while  Chicken  with  Rice  Soup  will  supply  satisfaction  with  fewer 
calories  (about  43  per  7 oz.  serving)  for  those  patients  who  need 
to  lose  weight. 

SOUP  IS  A FAMILIAR  FOOD 

Soup  is  a familiar  food . . . and  even  the  fussiest  eater  will  enjoy  the 
wholesome  goodness  of  Campbell’s  Soups.  Whether  your  patient  is 
a finicky,  indifferent  child... or  an  elderly  patient  whose  appetite 
lags... each  one  will  find  favorites  among  the  many  different  kinds 
of  Campbell’s  Soups. 

Nutritional  analyses  of  all  our  soups  are  available  for 
your  convenience  in  planning  your  patients’  diets.  For 
your  copy,  write  to  Campbell  Soup  Company,  Dept.  44. 
Camden,  New  Jersey. 

Recommend  Campbell’s  Soups  to  your  patients... and, 
of  course,  enjoy  them  yourself.  There’s  a soup  for  almost 
every  patient  and  diet...for  every  meal. 


Time  after  time,  in  patient  after  patient, 
Percodan’s  pain-killing  action  is  fast,  potent  and 
predictable.  Enthusiasm  for  Percodan  by  physi- 
cians is  almost  directly  proportional  to  their  expe- 
rience with  this  analgesic  formula.  Just  one 
Percodan  tablet  usually  brings  relief  within  5 to 
*15  minutes  and  maintains  it  for  6 hours  or  more. 
It  rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours. 
Precautions,  Side  Effects  and  Contraindications 
— The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and 
somewhat  greater  than  those  of  codeine.  The  usual 
precautions  should  be  observed  as  with  other  opi- 


ate analgesics.  Although  generally  well  tolerated, 
Percodan  may  cause  nausea,  emesis,  or  constipa- 
tion in  some  patients.  Percodan  should  be  used 
with  caution  in  patients  with  known  idiosyn- 
crasies to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias. 


Also  available:  Percodan®-Demi,  each  scored 
pink  tablet  containing  2.25  mg.  oxycodone  HC1 
(Warning:  May  be  habit-forming),  0.19  mg.  oxy- 
codone terephthalate  (Warning:  May  be  habit- 
forming), 0.19  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg. 
caffeine. 


throughout  the  wide  middle  range  of  PAIN... 


Literature  on  request 

ENDO  LABORATORIES  INC.  Garden  City,  New  York 


Each  scored  yellow  Percodan*  Tablet  contains 
4.50  mg.  oxycodone  HC1  (Warning:  Maybe  habit- 
forming), 0.38  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.38  mg.  hom- 
atropine terephthalate,  224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 

•U.S.  Pats.  2,628,185  and  2,907,768 


ANNUAL  SESSION 

4 

OF  THE 

OREGON 

MEDICAL  ASSOCIATION 


SEPTEMBER  21  -25,  1965 

MEMORIAL  COLISEUM  - PORTLAND,  OREGON 
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JAMES  H.  SEACAT,  M.D. 

President 


E.  T.  LIVINGSTONE,  M.D. 

President-Elect 


WILLIAM  C.  SCOTT,  M.D. 

V ice-President 


GLENN  M.  GORDON,  M.D. 

Speaker,  House  of  Delegates 
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OREGON  MEDICAL  ASSOCIATION 


91st  Annual  Session 

4 

in  conjunction  with  the 

40™  SOMMER  MEMORIAL  LECTURE  SERIES 


featuring 


9 Sommer  Lectures 
3 Medical-Surgical  Symposia 
3 Panel  Discussions 
22  Scientific  Papers 
25  Scientific  Exhibits 
80  Technical  Exhibits 
125  Physician  Art  Exhibits 
Plus  Many  Special  Events 


MAX  H.  PARROTT,  M.D. 

Portland 

Delegate  to  AM  A 


RAYMOND  M.  MCKEOWN,  M.D. 

Coos  Bay 

AM  A Trustee,  President,  AMA-ERF 
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B.  J.  HENNINGSGAARD,  M.D. 

Astoria 

Delegate  to  AMA 


SOMMER  MEMORIAL  LECTURERS 


Sir  George  W.  Pickering 
Regius  Professor  of  Medicine 
p 1L  University  of  Oxford 

Oxford,  England 


Claude  E.  Welch,  M.D. 

Clinical  Professor  of  Surgery 
Harvard  Medical  School 
Boston,  Massachusetts 


Francis  W.  Lynch,  M.D. 

Professor  of  Dermatology,  University  of  Minnesota 
Medical  School,  Minneapolis,  Minnesota 


The  Sommer  Memorial  Lecture  fund  is  a perpetual  endowment  by 
the  late  Ernst  August  Sommer  of  Portland  which  brings  to  Oregon  a semi- 
annual series  of  lectures. 
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DAILY  CALENDAR 


Tuesday,  September  21 

6:00  p.m.  Dinner  Meeting-House  of  Delegates 

U.S.  Plywood  Room,  Memorial  Coliseum 


Wednesday,  September  22 


7:00  a.m. 
8:30  a.m. 
9:00  a.m. 


9:45  a.m. 


10:05  a.m. 
10:35  a.m. 


11:20  a.m. 


12:00  Noon 


Breakfast  Meeting,  House  of  Delegates  U.S.  Plywood  Room 

Registration  Exhibit  Hall,  Memorial  Coliseum 

SOMMER  MEMORIAL  LECTURE 
The  Nature  of  Essential  Hypertension 

Sir  George  W.  Pickering,  Oxford,  England 
Diagnosis  and  Treatment  of  Sinusitis 

Patrick  J.  Doyle,  M.D.,  Portland 
Recess  to  Visit  Scientific  and  Technical  Exhibits 
SOMMER  MEMORIAL  LECTURE 
Polypoid  Lesions  of  the  Colon  and  Rectum 

Claude  E.  Welch,  M.D.,  Boston,  Massachusetts 
SOMMER  MEMORIAL  LECTURE 
Today’s  Concept  of  Psoriasis 

Francis  W.  Lynch,  M.D.,  Minneapolis,  Minnesota 
Luncheon  Recess  Buffet  Available  in  Cafeteria— Exhibit  Hall 


SYMPOSIUM,  MEDICAL  AND  SURGICAL  TREATMENT  OF  ENDOCRINE  DISORDERS 


1:30  p.m. 
1:50  p.m. 

2:10  p.m. 

2:30  p.m. 

3:00  p.m. 
3:30  p.m. 

4:00  p.m. 

5:15  p.m. 
6:30  p.m. 


Current  Concepts  of  Thyrotoxicosis  Monte  A.  Greer,  M.D.,  Portland 
Medical  Management  of  Menstrual  Irregularities 

Huldrick  Kammer,  M.D.,  Portland 
Useful  Tests  of  Adrenal  Function  and  Problems  in  the  Management 
of  Patients  on  Long-Term  Steroid  Regimens 

John  W.  Kendall,  Jr.,  M.D.,  Portland 
Diagnosis  and  Treatment  of  Growth  Problems  in  Childhood 

Harvey  D.  Klevit,  M.D.,  Portland 
Recess  to  Visit  Scientific  and  Technical  Exhibits 
The  Current  Status  of  Oral  Drug  Therapy  of  Diabetes 

Francis  C.  Wood,  Jr.,  M.D.,  Seattle 
Panel  Discussion— Endocrine  Disorders 

Monte  A.  Greer,  M.D.,  Moderator,  Huldrick  Kammer,  M.D., 
Harvey  D.  Klevit,  M.D.,  John  W.  Kendall,  Jr.,  M.D. 
Richard  E.  Bailey,  M.D.,  Francis  C.  Wood,  Jr.,  M.D. 
Social  Hour,  Honoring  Exhibitors 

Fountain  Room,  Memorial  Coliseum 
No-Host  Reception  and  OMPAC  Banquet 

Ballroom,  Sheraton  Motor  Inn 
featuring  Charles  W.  Jarvis,  D.D.S.,  San  Marcos,  Texas 


Thursday,  September  23 


8:30  a.m. 
9:00  a.m. 

9:45  a.m. 

10:05  a.m. 
10:30  a.m. 

11:20  a.m. 
12:00  Noon 


Registration  Exhibit  Hall,  Memorial  Coliseum 

SOMMER  MEMORIAL  LECTURE 

Diverticulitis  Claude  E.  Welch,  M.D. 

The  Diagnosis  and  Surgical  Management  of  Craniosynostosis 

Philip  D.  Gordy,  M.D.,  Portland 
Recess  to  Visit  Scientific  and  Technical  Exhibits 
SOMMER  MEMORIAL  LECTURE 

The  Problem  of  Arteriosclerosis  Sir  George  Pickering 

SOMMER  MEMORIAL  LECTURE 

The  Diagnosis  and  Management  of  Cutaneous  Tumors 

Francis  W.  Lynch,  M.D. 
Luncheon  Recess  Buffet  Available  in  Cafeteria— Exhibit  Hall 


SYMPOSIUM  ON  MEDICAL  AND  SURGICAL  TREATMENT  OF  SMALL  INTESTINAL 
DISORDERS  INCLUDING  PEDIATRIC  ASPECTS  OF  THE  PROBLEM 

1:30  p.m.  Pediatric  Considerations  Robert  A.  Campbell,  M.D.,  Portland 
1:50  p.m.  Medical  Aspects  Norbert  E.  Medved,  M.D.,  Portland 
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2:10 

2:30 


2:45 


3:00 

3:30 

3:50 


6:00 

7:00 


7:00 

8:30 

9:00 


9:45 

10:05 

10:35 


11:20 


12:00 


p.m.  Surgical  Concerns  Hugh  D.  Coiver,  M.D.,  Portland 

p.m.  Disaccharide  Intolerance— Recognition  and  Scope 

John  A.  Benson,  Jr.,  M.D.,  Portland 
p.m.  Mesenteric  Vascular  Disease— Intestinal  Angina,  Localized  Stenosis, 
and  Massive  Ischemic  Injury  Toshio  Inahara,  M.D.,  Portland 

p.m.  Recess  to  Visit  Scientific  and  Technical  Exhibits 
p.m.  Malabsorptive  Syndromes— Useful  Diagnostic  Tests  and  Modern 
Therapy  Frederic  W.  Smith,  M.D.,  Portland 

p.m.  Panel  Discussion— Modern  Trends  in  Enterologiy 

John  A.  Benson,  Jr.,  M.D.,  Moderator,  Robert  A.  Campbell,  M.D., 
Toshio  Inahara,  M.D.,  Norbert  E.  Medved,  M.D., 
Frederic  W.  Smith,  M.D.,  Hugh  D.  Coiver,  M.D., 
Marvin  C.  Goldman,  M.D.,  Thomas  M.  Haun,  M.D. 
p.m.  Social  Hour  East  Ballroom,  Sheraton  Motor  Inn 

p.m.  Inaugural  Banquet  and  Ball  West  Ballroom,  Sheraton  Motor  Inn 

Friday,  September  24 

a.m.  Breakfast  Meeting,  House  of  Delegates  U.S.  Plywood  Room 

a.m.  Registration  Exhibit  Hall,  Memorial  Coliseum 

a.m.  SOMMER  MEMORIAL  LECTURE 

Cutaneous  Changes  Associated  with  Non-Cutancous  Cancer 

Francis  W.  Lynch,  M.D. 

a.m.  Cancer  of  Eyelids  and  Nose  with  Surgical  Repair 

Willard  D.  Rowland,  M.D.,  and  Richard  P.  Andrews,  M.D.,  Portland 
a.m.  Recess  to  Visit  Scientific  and  Technical  Exhibits 
a.m.  SOMMER  MEMORIAL  LECTURE 

Can  the  Residts  of  Treatment  of  Cancer  of  the  Rectum  be  Improved? 

Claude  E.  Welch,  M.D. 

a.m.  SOMMER  MEMORIAL  LECTURE 

Arterial  Occlusion  and  Embolism  Sir  George  W.  Pickering 

Noon  Luncheon  Recess  Buffet  Available  in  Exhibit  Hall 


1:30 

1:50 


2:00 


2:20 

2:30 

2:40 

2:50 

3:00 

3:30 

3:40 

3:50 

4:00 


7:30 

2:00 


SYMPOSIUM  ON  THE  MEDICAL  AND  SURGICAL  TREATMENT 
OF  GENITO-URINARY  TRACT  DISEASES  AND  INFECTIONS 

p.m.  Bacteremic  Shock— Recognition  and  Treatment 

David  P.  Pauli,  M.D.,  Portland 

p.m.  Migraine  and  Ureteral  Obstruction 

John  G.  Vandenberg,  M.D.,  Portland 
p.m.  Hemo-Dialysis  for  Chronic  Renal  Insufficiency 

Gordon  D.  Haynie,  M.D.,  Portland 
p.m.  Crytorchidism  Robert  L.  Kalez,  M.D.,  Portland 

p.m.  Improved  Techniques  for  IVP’s  Ivan  L.  Sandoz,  M.D.,  Portland 
p.m.  Hypnosis  in  Urology  Arnold  Rustin,  M.D.,  Portland 

p.m.  Questions  and  Discussion 

p.m.  Recess  to  Visit  Scientific  and  Technical  Exhibits 
p.m.  Appraisal  of  Current  Anti-Bacterial  Agents  in  Urology 

Jerry  D.  Giesy,  M.D.,  Portland 
p.m.  Flow  Sheet  for  Hypertension  Workup 

Clarence  V.  Hodges,  M.D.,  Portland 
p.m.  Assignment  of  Sex  W.  Leroy  Heinrichs,  M.D.,  Portland 

p.m.  Panel  Discussion— Recurrent  Urinary  Tract  Infections  in  Girls  and 
Women  Thomas  R.  Montgomery,  M.D.,  Moderator 

Robert  J.  Moore,  M.D.,  J.  Scott  Gardner,  M.D., 
Curtis  A.  Macfarlane,  M.D.,  and  Theodore  II.  Lehman,  M.D. 

Saturday,  September  25 

a.m.  Oregon  Medical  Golf  Tournament  Meriweather  Country  Club, 
For  the  Duffers!  Hillsboro 

p.m.  Football  Game  Multnomah  Stadium 

Oregon  State  University  vs.  Iowa 
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1965  OMPAC  BANQUET 

" Prescription  for  the  Happy  Life" 
featuring 

Charles  W.  Jarvis,  D.D.S. 

San  Marcos,  Texas 

Humorist  Raconteur  Philosopher 

Sheraton  Motor  Inn,  Portland 
Wednesday  September  22,  1965 

6:30  p.m.  No-Host  Social  Hour 
7:30  p.m.  Dinner 
$7.50  Donation  per  Person 


SPECIAL  EVENTS 

HOUSE  OF  DELEGATES— This  is  the  major  policy-forming  body  of  the 
Oregon  Medical  Association  and  is  composed  of  delegates  from  each  of  its  com- 
ponent societies  and  members  of  the  Board  of  Trustees.  Glenn  M.  Gordon  of 
Eugene,  Speaker  of  the  House,  invites  all  members  of  th  Association  to  attend  its 
meetings  and  to  participate  in  the  deliberations  of  its  Reference  Committees. 
The  House  will  convene  first  at  a dinner  on  Tuesday,  September  21,  in  the  U.S. 
Plywood  Room  of  the  Memorial  Coliseum.  It  will  also  hold  7:00  a.m.  Breakfast 
Meetings  on  September  22  and  24.  Its  Reference  Committees  will  meet  on 
Wednesday  and  Thursday  in  conference  rooms  at  the  Memorial  Coliseum, 
Portland. 

ANNUAL  BANQUET  AND  INAUGURAL  BALL- The  social  highlight  of 
the  Annual  Meeting.  OMA’s  new  President,  Ernest  T.  Livingstone  of  Portland, 
will  be  installed  at  this  event.  Awards  will  be  presented  to  the  “Doctor-Citizen 
of  the  Year,”  to  representatives  of  the  news  media  for  medical  reporting  and 
editorial  excellence.  Installation  and  awards  are  conducted  as  expeditiously 
as  is  consistent  with  dignity,  to  allow  plenty  of  time  for  dancing  to  music  by 
Jerry  Van  Hoomissen  and  orchestra. 

OMPAC  BANQUET— Charles  W.  Jarvis,  D.D.S.,  of  San  Marcos,  Texas,  is 
destined  to  be  a stellar  attraction  during  this  annual  session.  Scheduled  for 
Wednesday,  6:30  p.m.,  September  22,  at  the  Ball  Room  of  the  Sheraton  Motor 
Inn  in  Portland,  the  OMPAC  Banquet  is  open  to  physicians  and  friends.  Dr. 
Jarvis,  a humorist,  raconteur  and  philosopher,  will  entertain  and  stimulate  one 
and  all.  The  OMPAC  Board  has  planned  this  evening  to  be  a delightful  social 
occasion  as  well  as  an  inspirational  program. 

OREGON  MEDICAL  GOLF  TOURNAMENT- Meriwether  Country  Club 
is  the  scene  of  this  year’s  tournament.  Paul  E.  Zuelke,  of  Portland,  chairman 
of  the  golf  tournament,  encourages  all  interested  “duffers”  to  make  application 
to  participate  in  the  tournament.  By  appointment,  tee-off  time  begins  7:30  a.m., 
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Saturday,  September  25.  Foursomes  may  be  arranged  ahead  of  time  or  can  be 
arranged  on  the  first  tee.  The  low-net  winner  carries  off  the  Association’s  trophy. 
Numerous  other  prizes  will  be  presented. 

FOOTBALL  GAME— A popular  feature  in  conjunction  with  the  Oregon 
Medical  Association’s  annual  meeting  is  the  opportunity  to  attend  a major  col- 
legiate football  game.  This  year  the  Oregon  State  University  Beavers  are  being 
challenged  by  the  strong  team  from  Iowa  at  2:00  p.m.  on  Saturday,  September 
25,  at  the  Multnomah  Stadium,  Portland.  The  annual  session  committee  has 
made  arrangements  to  have  a block  of  choice  seats  available  to  OMA  members. 
Tickets  may  be  purchased  at  the  Registration  Desk  at  the  Memorial  Coliseum. 
However,  reservations  are  encouraged. 

EXHIBITS— Plan  to  see  the  many  technical  and  scientific  exhibits  which 
are  an  integral  part  of  the  postgraduate  education  opportunity  provided  at  the 
annual  session.  New  drugs,  new  services  and  new  ideas  will  be  offered  by  our 
technical  exhibitors.  In  the  scientific  exhibits,  OMA  members  bring  important 
facts  from  their  experience  in  medical  practice  that  lend  themselves  better  to 
display  than  to  formal  lecture-type  presentations.  The  Fifth  Annual  Physicians  Art 
Exhibit  chaired  by  Mrs.  George  H.  Lage,  Portland,  is  destined  to  be  especially 
interesting.  Be  sure  to  visit  every  exhibit  in  all  three  catgories.  Special  prizes  will 
be  awarded  to  physicians  who  visit  the  technical  exhibits. 


COMMITTEE  ON  ANNUAL  SESSION 

William  C.  Scott,  M.D.,  Portland,  Chairman 
George  R.  Satterwhite,  M.D.,  Oregon  City 
Peter  DeWitt,  M.D.,  Portland 
Robert  M.  Hansen,  M.D.,  Portland 
Robert  L.  Hare,  M.D.,  Portland 
Howard  P.  Lewis,  M.D.,  Portland 
Richard  W.  Olmsted,  M.D.,  Portland 
Arthur  L.  Rogers,  M.D.,  Portland 
Paul  E.  Zuelke,  M.D.,  Portland,  Chairman,  Golf  Tournament 
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Fall  meeting 
of  the 

WOMAN'S  AUXILIARY 
to  the 

OREGON  MEDICAL  ASSOCIATION 

4 

Portland  Hilton  Portland,  Oregon 

September  21-24,  1965 

FALL  SESSION  PROGRAM 

The  theme  for  this  session  is  “Circles  of  Citizenship ” with  specific  emphasis  on 

“Look  Ahead” 


MRS.  JOHN  R.  BOE 

President 


MRS.  HOWARD  C.  EMMERSON 

President-Elect 


Tuesday  evening 
Wednesday  morning 
Wednesday  Noon 

Wednesday  Evening 
Thursday  8:00  a.m. 


No-Host  Dinner  for  Delegates  Wives 
Board  Meeting 

Luncheon  Speaker:  Miss  Marilyn  Benson,  Woman's  Auxiliary 
Public  Relations 
OMPAC  Dinner 

Presidents  and  Presidents-Elect,  Room  326 
Past  National  President  Mrs.  Richard  A.  Sutter,  and  Washington,  California  and 
Idaho  Presidents  will  be  guests. 

9:00  a.m.  Registration,  Room  326 

House  of  Delegates  Meeting,  Room  320 
Films  will  be  available  on  AMA  and  OMPAC 
Luncheon,  Pavilion  Room,  Wig  Show  with  Wig  as  Door  Prize 
Champagne  Party,  Medford  Auxiliary  Hosts 
OMA  Installation  Banquet,  Inaugural  Ball,  Sheraton  Motor  Inn 
Tour  of  University  of  Oregon  Medical  School 
Luncheon,  No-Host,  International  Club,  Hilton  Hotel 
Films  on  AMA  and  OMPAC 


9:30  a.m. 
Thursday  afternoon 
1:00  p.m. 

5:30  p.m. 
6:00  p.m. 
Friday  morning 
Friday  noon 
Friday  afternoon 
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START  SMALL  . . . 


...AND  GROW 


Sanborn's  new  Patient  Monitoring  Modules 
, adapt  perfectly  to  expanding  intensive-care  needs 


Sanborn  "Series  780"  Patient  Monitoring  Systems  alert 
the  intensive-care  staff  instantly  to  the  distress  of  any 
monitored  patient,  permitting  more  effective  care  of  all 
patients  by  the  available  nurses. 

Design  of  the  systems  in  functional  modules  offers 
greatest  flexibility  in  adapting  any  monitoring  system 
to  future  needs  — the  hospital  system  can  begin  mod- 
estly and  grow  steadily,  with  original  modules  fully 
utilized  in  the  expanding  system.  Also,  monitoring  ca- 
pabilities can  be  quickly  shifted  from  bed  to  bed,  as 
needed.  Separate  modules  for  heart  rate  (with  integral 
pacer  if  desired),  for  temperature  and  respiration  rate, 
and  for  systolic  and  diastolic  pressures.  Other  modules 
for  synchronized  defibrillation,  for  resuscitative cardiac 
pacing,  for  oscilloscope  display  of  cardiac  or  pulse 


waveforms,  and  for  automatic  pacing  and  ECG  re- 
cording with  any  cardiac  distress.  Series  780  also  in- 
cludes remote  alarm  indicators  (specific-parameter  or 
general  alarms,  by  bed)  and  remote  patient-select  push- 
button switchboxes  for  through-switching  of  patient 
signals  to  numerical  display,  oscilloscope,  and/or  chart 
recorders  at  the  central  station. 

A complete  range  of  transducers,  recorders,  and  data 
displays  engineered  by  Sanborn  allows  us  to  design, 
install,  and  fully  warrant  the  complete  system  required 
for  unexcelled  patient  care  in  your  hospital. 

For  details,  phone  your  local  Hewlett-Packard/ 
Sanborn  office  or  write  Sanborn  Division,  Waltham, 
Mass.  02154.  In  Europe,  write  Hewlett-Packard  S.A., 
54  Route  des  Acacias,  Geneva,  Switzerland. 


HEWLETT  ™ 

PACKARD  Md  SANBORN 
WM  DIVISION 
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ideally  suited  for  routine  screening 


accurate— comparable  to  the  older  standard  intradermal  tests 
practical— can  be  administered  by  nurses  under  physician  supervision 
convenient— no  refrigeration  or  other  storage  precautions 
economical— stable  for  2 years,  self-contained  disposable  unit 


Side  effects  are  possible  but  very  rare:  vesiculation,  ulceration  or  necrosis  at  test  site. 
Contraindications,  none;  but  use  with  caution  in  active  tuberculosis.  Available  as  the  new 
individually-capped  unit,  boxes  of  5,  or  in  cartons  of  25. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Oregon  Medical  Association-^ 64  s.  w.  park  place,  Portland,  Oregon  97205 


president  James  H.  Seacat,  M.D.,  Salem 

secy.-treas.  Robert  T.  Boals,  M.D.,  Salem 

executive  secretary  Mr.  Roscoe  Miller,  Portland 
annual  meeting,  September  21-25,  1965,  Portland 


Pathologists  Elect 

Albert  A.  Oyama  of  Portland  was  elected  to  serve 
as  president  of  the  Oregon  Pathologists  Association 
at  a recent  meeting.  Other  officers  elected  for  the 
current  year  are:  John  Lang,  Corvallis,  vice-presi- 
dent; Keith  D.  McMilan,  Eugene,  secretary-trea- 
surer; Grier  Starr,  Eugene,  president-elect;  and  Tyra 
Hutchens,  Portland,  member-at-large. 


OPS-Blue  Shield 

OPS-Blue  Shield  has  made  a final  payment  of 
$123,000  to  Oregon  physicians  participating  in  its 
prepaid  health  program  for  services  incurred  dur- 
ing the  last  three  months  of  1957  and  1958. 

This  last  payment,  including  two  made  in  1961 
and  in  1964  totaling  $233,000,  completes  a $356,000 
obligation  made  by  OPS-Blue  Shield  during  an 
extremely  difficult  operational  period.  Although  this 
$356,000  was  not  legally  collectible  under  the  then 
existing  terms  of  the  physicians’  contract,  the  trustees 
recognized  “a  moral  obligation”  and  resolved  to  re- 
pay the  entire  sum. 


Officers  Elected  by  Radiologists 

At  their  annual  meeting  on  June  26,  members 
of  the  Oregon  Badiological  Society  elected  as  their 
officers  the  following  physicians:  J.  Robert  Lee, 
Portland,  President;  Arthur  L.  Ovregaard,  Cor- 
vallis, President-Elect;  Robert  S.  Miller,  Beaverton, 
re-elected  as  Secretary-Treasurer;  J.  Richard  Raines, 
Portland,  Counselor  to  American  College  of  Radi- 
ology; Norman  L.  Bline,  Alternate  Counselor  to 
American  College  of  Radiology;  and  J.  Wayne 
Loomis,  Representative  to  Oregon  Medical  Associ- 
ation. 

Meetings  are  held  on  the  second  Wednesday  of 


each  month,  October  through  April  at  the  Univer- 
sity Club  in  Portland. 


Medical  Director 

Wendell  H.  Hutchens,  psychiatrist  who  has  been 
in  private  practice  in  Portland  since  1936,  became 
medical  director  of  Morningside  Hospital  on  July  1. 

A native  of  Oregon,  Dr.  Hutchens  was  graduated 
from  the  University  of  Oregon  and  the  University 
of  Oregon  Medical  School.  He  received  his  residency 
training  at  the  University  of  Colorado  and  Johns 
Hopkins  Hospital  and  has  been  a Diplomate  of  the 
American  Board  of  Psychiatry  since  1938. 

During  World  War  II  he  served  on  active  duty 
from  1942  to  1946  with  the  U.  S.  Naval  Reserve 
as  a Commander. 

For  many  years  Morningside  Hospital  served  as 
the  exclusive  psychiatric  facility  for  Alaska.  With 
the  establishment  of  the  Alaska  Psychiatric  Institute 
in  1962,  Morningside  again  began  accepting  private 
patients.  Today,  Morningside  is  the  largest  psychi- 
atric hospital  in  the  Northwest  and  serves  patients 
from  throughout  the  United  States. 

Oregon  News  continued  on  page  606 
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PRESIDENTS  page 


JAMES  H.  SEACAT,  M.D. 


From  time  to  time  the  charge  is  made  in  some 
legal  circles  that  when  a law  suit  is  instituted  against 
a physician  or  hospital,  charging  negligence,  there 
is  a conspiracy  of  silence  among  physicians  with  re- 
gard to  appearing  as  an  expert  witness  at  the  request 
of  the  plaintiff.  We  have  recently  had  this  charge 
again  brought  to  our  attention  in  a manner  which 
suggests  that  there  may  be  some  basis  for  legitimate 
complaint;  thus  we  are  prompted  to  convey  these 
thoughts  to  our  readers. 

The  case  involved  a lawsuit  charging  negligence 
against  a hospital  in  which  the  plaintiff  was  con- 
fined for  treatment.  Counsel  for  the  plaintiff  con- 
tacted this  office  with  the  complaint  that  he  was 
unable  to  obtain  an  expert  witness  who  would  agree 
to  testify  simply  as  to  the  reasonable  standards  of 
care  which  would  be  applicable  in  the  case  of  a 
hospital  caring  for  certain  specialized  types  of 
cases.  Several  prospective  witnesses  had  been  con- 
tacted and  had  been  reluctant  to  testify  because 
of  fear  of  censure  or  some  other  type  of  puni- 
tive action  instituted  by  the  medical  association  or 
the  defendent  hospital  and  its  insurance  carrier. 
One  prospective  witness  who  conversed  with  us 
stated  that  he  feared  that  his  malpractice  insurance 
would  be  terminated  by  the  insurance  carrier  if 
he  agreed  to  appear  to  render  the  above  testimony. 
He  also  stated  that  he  feared  censure  on  the  part  of 
the  Association  in  others  ways. 

As  a result  of  these  conversations  the  President 
was  prompted  to  write  a letter  to  the  attorney 
representing  the  plaintiff  assuring  him  that  the  Ore- 
gon Medical  Association  would  allow  no  punitive 
action  to  be  taken  against  a physician  who  ren- 
dered impartial  testimony  on  behalf  of  either  adver- 
sary in  any  court  action.  We  further  stated  that  we 
felt  certain  that  the  insurance  company  carrying  the 
liability  insurance  for  most  of  the  physicians  of  this 
state  would  very  seriously  resent  any  charge  it 


would  undertake  action  to  cancel  the  liability  insur- 
ance of  any  physician  rendering  such  testimony. 

We  then  asked  the  executive  secretary  to  submit 
to  the  defense  counsel  a list  of  physicians  in  the 
appropriate  specialties  whom  he  might  contact  in  his 
search  for  an  expert  witness.  Counsel  was  informed 
that  the  Oregon  Medical  Association  had  no  author- 
ity to  order  a physician  to  appear  as  witness  nor 
was  counsel  in  any  way  bound  to  confine  his  search 
to  the  names  submitted. 

The  plaintiff’s  counsel  petitioned  the  court  for  a 
continuance  in  order  to  gain  sufficient  time  to 
secure  expert  witnesses.  This  was  granted. 

Counsel  for  the  defense  took  exception  to  the 
actions  of  this  office  and  was  moved  to  write  a letter 
protesting  what  appeared  to  him  to  be  unjustified 
intervention  by  the  medical  association  on  behalf  of 
the  plaintiff.  In  his  letter  he  cited  facts  in  evidence 
which  presumably  were  to  be  introduced  at  the 
trial  in  support  of  the  contention  that  the  suit 
charging  negligence  was  without  merit. 

It  was  not,  and  is  not,  the  concern  of  this  office 
at  this  time  to  judge  the  case  on  its  merits,  but  only 
to  assure  physicians  who  may  testify  for  either  side 
that  the  efforts  of  the  medical  association  will  be 
directed  toward  protecting  them  from  punitive 
action. 

Physicians  have  long  been  alarmed  over  the 
progressively  increasing  awards  made  in  personal 
injury  cases,  involving  non-medical  accidents  as 
well  as  alleged  malpractice.  The  claims  experience 
in  our  own  state  reflects  a sharp  increase  not  only 
in  the  numbers,  but  in  the  size  of  the  awards  and 
settlements  which  have  been  reached.  Without 
question  this  is  a national  trend.  As  such  it  should 
be  a matter  of  grave  concern  to  the  general  public, 
and  to  the  courts  in  particular,  lest  the  insurance 

continued  on  page  606 
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View  of  one  of  two  ample  parking  spaces  for  visitor's  convenience  at  the  new 
Shadel  Hospital.  The  hospital,  designed  specifically  for  the  treatment  of  alcoholism, 
is  now  located  at  12001  Ambaum  Boulevard  S.W.,  Seattle.  CH  4-8100. 


The  setting  for  the  52-bed  hospital  combines  the  quiet  surroundings  and  peaceful 
atmosphere  of  a secluded  district.  The  design  is  both  modern  and  functional 
and  will  maintain  the  personal  and  homelike  atmosphere  which  has  been  synony- 
mous with  Shadel  Hospital  treatment. 


APPROVED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION  MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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On  Stelazine  brand  of  trifluoperazine 

she’s  calm  and  alert 


When  a tranquilizer  is  needed, 
‘Stelazine’  can  regulate  the 
level  of  anxiety  so  that  the 
patient  is  unlikely  to  overreact 
to  stress  but  is  not  tranquilized 
into  psychic  inertia.  Patients 
on  ‘Stelazine’  often  experience 
a sense  of  mental  alertness  and, 
because  they  feel  so  much  better, 
are  more  interested  in  their 
normal  activities. 

Contraindicated  in  comatose  or 
greatly  depressed  states  due  to  CNS 
depressants  and  in  cases  of  existing 
blood  dyscrasias,  bone  marrow 
depression  and  pre-existing  liver 
damage.  Principal  side  effects, 
usually  dose-related,  may  include 


mild  skin  reaction,  dry  mouth, 
insomnia,  fatigue,  drowsiness, 
dizziness  and  neuromuscular 
(extrapyramidal)  reactions. 
Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may 
also  be  observed.  Blood  dyscrasias 
and  jaundice  have  been  extremely 
rare.  Use  with  caution  in  patients 
with  impaired  cardiovascular 
systems. 

Before  prescribing,  see  SK&F 
product  Prescribing  Information. 

Photograph  professionally  posed. 


Smith  Kline  & French  Laboratories 
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continued  from  page  603 

premiums  covering  such  losses  eventually  price 
themselves  out  of  the  market. 

We  do  not  believe  however,  that  the  best  interests 
of  medicine  or  the  public  are  served  by  subjecting 
ethical  doctors  to  the  threat  of  censure  for  rendering 
impartial  testimony  for  either  side.  Indeed,  the  re- 
verse may  be  the  effect,  since  the  prevention  of 
testimony  by  ethical  and  competent  physicians  leads 
inevitably  to  the  securing  of  witnesses  who  do  not 
necessarily  meet  these  high  standards.  Lay  juries 
cannot  always  be  depended  upon  to  skillfully  evalu- 
ate the  qualifications  of  expert  witnesses  who  may 
appear  on  the  witness  stand.  It  is  suggested  that 
the  reluctance  of  some  physicians  to  testify  in  mal- 
practice cases  is  aided  and  abetted  by  the  activities 
of  over  enthusiastic,  although  well  intentioned,  de- 
fense attorneys.  Correction  of  these  attitudes  there- 


fore cannot  be  carried  out  alone  by  medical  associ- 
ations but  requires,  in  addition,  serious  study  by 
bar  associations. 

In  the  meantime  physicians  must  direct  their 
efforts  more  strongly  to  the  prevention  of  malpractice 
suits  by  rendering  the  best  care  possible,  by  secur- 
ing complete  and  informed  consent,  and  by  main- 
taining rapport  with  their  patients  and  families.  De- 
fense against  lawsuits  already  instituted  is  most  ef- 
fective when  supported  by  adequate  records  and 
competent  testimony. 


MRS.  G.  PRENTISS  LEE 

Mrs.  G.  Prentiss  Lee 

Mrs.*  G.  Prentiss  (Patty)  Lee  was  elected  to 
the  National  Nominating  Committee  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association 
at  its  42nd  annual  convention  in  New  York  City. 

Following  two  terms  as  regional  vice-president, 
Mrs.  Lee  served  during  the  past  year  as  National 
Auxiliary  Finance  Chairman. 

An  active  civic  leader  and  church  worker,  Mrs. 
Lee  was  president  of  the  Woman’s  Auxiliary  to  the 
Oregon  Medical  Association  1961-1962. 

Field  Representative 

The  president  of  the  Woman’s  Auxiliary  to  the 
Oregon  Medical  Association,  Mrs.  John  R.  Boe,  is 
joining  the  Field  Service  Division  of  the  American 
Medical  Association  as  field  representative  for  wom- 
en’s organizations. 

She  will  begin  her  duties  late  in  September. 


As  a member  of  the  AMA  Speakers  Bureau,  she 
has  addressed  many  groups  on  subjects  related  to  in- 
dividual enterprise  and  responsibility.  She  also  is  a 
member  of  the  Editorial  Committee  for  the  Woman’s 
Auxiliary  to  the  AMA. 

Mrs.  Boe  has  extensive  experience  in  radio  and 
television,  primarily  in  Kansas  City.  She  has  worked 
on  a long  list  of  programs  as  a free-lance  writer  and 
program  personality. 

She  also  has  been  chairman  of  the  Josephine  Coun- 
ty Library  Board,  president  of  the  Grants  Pass 
League  of  Women  Voters,  and  a member  of  the 
Board  of  Managers  for  both  the  Kansas  and  Oregon 
Congress  of  Parents  and  Teachers.  She  was  a mem- 
ber of  the  Board  of  Directors  for  the  Grants  Pass 
Branch  of  the  Tuberculosis  and  Health  Association, 
American  Association  of  University  Women,  United 
Fund  and  Christian  Women’s  Club. 

Mr.  Pompelli 

Mr.  John  Pompelli,  American  Medical  Associa- 
tion field  representative  on  the  West  Coast  since 
1962,  will  join  the  staff  of  the  AMA’s  Washington, 
D.C.  office  on  September  1. 

Associate  Dean 

William  A.  Zimmerman  has  been  appointed  associ- 
ate dean  for  business  affairs  at  University  of  Oregon 
Medical  School.  He  was  graduated  from  UOMS  in 
1939  and  the  following  year  joined  its  teaching  staff. 

He  is  a past-president  of  the  Western  Association 
of  College  and  University  Business  Officers,  the 
Oregon  Association  of  State  Fiscal  and  Administra- 
tive Officers  and  has  served  as  financial  consultant 
for  the  National  Heart  Institute. 
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SPECIAL  MESSAGE 

The  following  special  communication  from  AMA  Headquarters 
was  received  via  TWX  in  the  office  of  Oregon  Medical  Association, 
August  10,  1965: 

AMA  Board  of  Trustees  held  special  session  on  August  7-8, 
Chicago,  to  discuss  Public  Law  89-97  (Social  Security  Amend- 
ments of  1965)  and  related  matters.  Information  re  this  meeting 
is  being  disseminated  by  TWX  or  special  delivery  air  mail  to 
state  medical  association  presidents  and  president-elect, 
headquarters  of  state  medical  associations  and  metropolitan 
medical  societies,  members  of  the  AMA  House  of  Delegates, 
and  state  medical  association  editors. 

Since  the  medicare  bill  has  become  Public  Law  89-97,  the 
Board  of  Trustees  feels  that  its  role  should  be  to  give  advice 
and  guidance  to  the  Secretary  of  Health,  Education  and  Welfare 
to  the  end  that  programs  developed  and  regulations  promulgated 
will  provide  the  stated  benefits  in  the  most  meaningful  man- 
ner to  our  patients  with  a minimum  of  disturbance  and  inconven- 
ience to  the  medical  profession. 

The  Board  has  appointed  the  following  Advisory  Com- 
mittee to  represent  AMA  in  discussions  re  this  law  with 
Secretary  of  HEW  and  his  staff:  President  James  Z.  Appel,  Chair- 
man ; President-Elect  Charles  L.  Hudson;  Secretary-Treasurer 
Raymond  M.  McKeown  ; Trustee  Dwight  L.  Wilbur,  and  Chairman 
of  Council  on  Medical  Service  Russell  B.  Roth.  The  Office  of 
the  Executive  Vice  President  will  staff  this  Committee. 

This  Committee  holds  organizational  meeting  Friday , August 
13.  Presumably  subcommittees  will  be  appointed  in  special 
areas.  This  Committee  will  consult  with  HEW  officials  re- 
garding implementation  of  law  and  regulations  to  be  promul- 
gated. Its  recommendations  will  be  reported  regularly  to 
Board  of  Trustees  and  through  Board  to  the  House  of  Delegates 
and  other  appropriate  groups. 

Board  considered  action  of  House  of  Delegates  in  June: 
'Resolved,  That  when  the  fate  of  the  pending  medicare  legis- 
lation is  determined,  this  House  will  review,  in  special 
session  if  necessary,  the  effect  of  the  law  and  take 
whatever  action  is  deemed  necessary;'  and  after  careful 
review  of  current  situation  took  no  action  to  convene 
special  session  in  view  of  imminence  of  November  session  in 
Philadelphia  when  much  more  information  regarding  regula- 
tions and  related  subjects  will  be  available. 

As  reported  in  earlier  TWX,  pursuant  to  House  of  Delegates 
directive  regarding  restatement  of  offer  to  meet  with  Presi- 
dent, Task  Force  of  Board  of  Trustees  met  with  President 
Johnson  on  July  29  and  subsequently  with  Secretary  Celebrezze 
and  HEW  officials.  The  President  and  HEW  asked  AMA  to  partici- 
pate in  formulation  of  regulations  and  assured  AMA  Task  Force 
that  no  regulations  would  be  finalized  without  full  AMA 
opportunity  to  evaluate  and  recommend  changes. 

The  following  is  a summary  of  the  items  discussed  by  legal 
counsel  at  the  meeting  of  the  Board  of  Trustees  on  August 
8,  1965: 

1.  Physicians  acting  alone  or  as  a group  through  their 
medical  organizations  may  freely  criticize  Public  Law  89-97 
and  may  seek  its  repeal  or  modification. 
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2.  An  individual  physician  acting  independently  and  not  in 
concert  with  others  can  lawfully  refuse  to  accept  any  person 
as  a patient  who  is  a beneficiary  under  the  program. 

3.  The  physician's  right  to  practice  in  a hospital  is  not 
vested  ; he  is  obligated  to  abide  by  reasonable  rules  and  reg- 
ulations imposed  by  hospital  administration.  Such  rules  and 
regulations  may  directly  or  indirectly  require  the  cooperation 
of  the  physician  in  assisting  the  hospital  to  participate 

as  a provider  of  services  under  the  law. 

4.  Although  Public  Law  89-97  provides  that  nothing  in 
this  law  "shall  be  construed  to  authorize  any  Federal  officer 
or  employee  to  exercise  any  supervision  or  control  over  the 
practice  of  medicine  or  the  manner  in  which  medical  services 
are  provided,"  other  laws,  such  as  the  Sherman  Antitrust 
Act,  may  apply  to  certain  situations  involving  group  action. 

5.  The  basic  principle  of  antitrust  laws  is  to  prohibit 
private  restraints  which  operate  to  impede  a competitive 
economy;  and  action  by  an  organized  group  of  individuals  in 
refusing  to  deal  with  others  has  been  held  illegal.  When  such 
restraints  adversely  affect  those  engaged  in  providing 
health  services,  such  as  hospitals,  nursing  homes  and  car- 
riers, relief  may  be  provided  by  law.  The  Sherman  Antitrust  Act 
delegates  to  the  courts  broad  powers  to  interpret  and  apply 
the  prohibitions  of  the  law,  case  by  case,  in  civil  and  crim- 
inal actions  brought  by  the  Department  of  Justice  and  by  pri- 
vate persons. 

6.  Conspiracy  under  the  antitrust  laws  may  emanate  from 
a common  understanding  or  an  express  or  implied  agreement. 

In  a number  of  cases  involving  medical  organizations,  state- 
ments of  policy  by  the  organization,  such  as  resolutions  and 
'ethical'  rules  of  conduct,  have  been  interpreted  as  evidence 
of  conspiracy  under  the  particular  facts  and  circumstances. 

7.  If  physicians  acting  in  concert  through  medical  organ- 
izations refuse  to  participate  in  the  program,  such  action 
would  involve  exposure  to  the  application  of  the  Sherman  Anti- 
trust act. 

The  Board  of  Trustees  will  present  thoroughly  documented 
and  extensive  report  to  House  of  Delegates  at  its  regular  ses- 
sion in  Philadelphia  discussing  all  aspects  of  the  new 
law  as  it  affects  the  profession,  legal  questions  involved 
in  participation  and  non-participation,  relationship  of  the 
carriers  to  government  and  to  the  profession,  the  effect  of 
the  law  on  pathologists,  radiologists,  and  other  specialty 
groups,  and  the  important  new  provisions  in  the  Kerr-Mills 
medical  assistance  program. 

The  Board  will  spare  no  effort  to  keep  you  completely 
informed  of  developments  as  they  occur.  Every  channel  of  com- 
munication available  will  be  utilized  as  indicated. 

Meanwhile,  the  Board  urges  all  physicians  and  especially 
leaders  of  state  and  county  medical  societies  to  face  the 
problems  ahead  with  restraint,  a clear  mind, and  unity. 

F.  J.  L.  BLASINGAME,  M.D. 

Executive  Vice  President 
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Examiners  Board  Licenses  43  Doctors 

At  the  conclusion  of  a regular  meeting  of  the 
Board  of  Medical  Examiners  of  the  State  of  Oregon 
held  July  16  and  17,  David  B.  Judd,  Secretary, 
announced  that  43  physicians  qualified  for  licenses 
to  practice  medicine  and  surgery  or  osteopathy  and 
surgery  in  Oregon.  Those  who  received  licenses  to 
practice  medicine  and  surgery  are: 

Orville  Willis  Boicourt,  Melissa  Lehman  Buchan, 
Timothy  J.  Campbell,  Gordon  L.  Doty,  John  M. 
Epley,  Latham  Flanagan,  Jr.,  P.  Rocca  Garofalo, 
John  C.  Hylen,  Donald  R.  Johnson,  Frances  J.  Judy, 
Delbert  M.  Kole,  Carl  Mark  III,  John  K.  Martin,  Jr., 
George  M.  Maskell,  Alan  L.  Morgenstern,  Michael 
J.  Noonan,  Robert  H.  Persellin,  C.  A.  Printup,  Jr., 
Lois  A.  Ritchie,  Havelock  Thompson,  Daniel  V. 
Voiss,  Richard  L.  West,  all  of  Portland. 

Jack  L.  Chitty,  Oregon  City;  Patrick  L.  Conner, 
Myrtle  Point;  William  W.  Cox,  North  Bend;  Joseph 
L.  Emmerich,  Oregon  City;  Delmer  D.  Fjarli,  Med- 
ford; James  P.  Howbert,  Bend;  Robert  H.  John, 
Eugene;  Ralph  V.  Litchfield,  Newport;  Robert  M. 
McKim,  Baker;  John  J.  Mohr,  Anaheim,  California; 
Jacqueline  D.  Pettet,  Eugene;  C.  M.  Quam,  Bellevue, 


Washington;  Michael  J.  Regan,  Medford;  Troy  G. 
Rollins,  Woodland,  California;  Thad  C.  Stanford, 
Salem;  Gerald  A.  Terman,  Olympia,  Washington; 
G.  W.  Thompson,  Springfield;  and  Edward  T. 
Toyooka,  Chicago,  Illinois. 

Those  licensed  to  practice  osteopathy  and  surgery 
are:  Paula  L.  Eschtruth  and  Francis  J.  Kai,  both  of 
Portland;  and  Roy  S.  Preston,  Shady  Cove,  Oregon. 

The  next  regular  meeting  of  the  Board  of  Medical 
Examiners  will  be  October  22  and  23,  1965.  The 
filing  deadline  date  for  this  meeting  is  September 
22,  1965. 


OBITUARY 

dr.  lloyd  w.  brooke  of  Portland  died  June  30.  His 
medical  degree  was  granted  by  University  of  Ore- 
gon Medical  School  in  1912 ; in  1932  he  received  a 
bachelor  of  arts  degree  from  University  of  Oregon. 
For  five  years  he  was  a clinical  instructor  there.  Dr. 
Brooke  had  a private  practice  in  Portland  from  1913 
to  1937.  In  1940  he  became  federal  physician  for 
the  Postal  Department,  a position  he  held  until  his 
retirement  in  1955. 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292-2641  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of  your 
problems  relating  to  Alco- 
holism as  a courtesy  to  the 
profession.  Telephone  at 
any  hour.  Illustrated  litera- 
ture on  request. 

MEDICAL  STAFF 
John  R.  Montague,  M.D. 
Merle  M.  Kurtz,  M.D. 

Marvin  J.  Weinstein,  M.D. 
Norris  H.  Perkins,  M.D. 

John  W.  Evans,  M.D.,  Consult- 
ing Psychiatrist 

Physicians 
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Prescribed  and  recommended  by  more  physicians 
in  the  West  than  any  other  vitamin-mineral  formula. 
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provides  timed-release  anorectic, 
calorigenic  and  mood  elevating  medication 
for  all  day  appetite  control. 

OBESTAT  Ty-Med* 

Each  green  and  white  tablet  or  capsule  contains: 
Methamphetamine  Hydrochloride  10  mg. 

Amobarbital  (Warning,  may  be  habit  forming)  60  mg. 
Thyroid  150  mg. 

‘Lemmon  brand  of  timed-release  medication. 
Nervousness,  excitability  or  insomnia 
are  mild  and  infrequent. 

Any  increase  in  blood  pressure  or  BMR 
should  be  observed  carefully. 

Contraindicated  in  myocardial  and  coronary  disease, 
diabetes,  marked  hypertension,  hyperthyroidism 
or  idiosyncrasy  to  the  ingredients. 

Available  in  bottles  of 

30,  100  and  1000  tablets  or  capsules. 

Caution:  Federal  Law  prohibits 
dispensing  without  prescription. 

Haack  Laboratories,  Inc. 

Division  of  Lemmon  Pharmacal  Company 
Portland,  Oregon  97208 


WASHINGTON 


Washington  State  Medical  Association 1800  Terry  Avenue,  Seattle,  Washington  98101 

president  Roland  D.  Pinkham,  M.D.,  Seattle 

secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 
annual  meeting  September  12-15,  1965,  Seattle 


September  12-15 


1965  Annual  Meeting 
Washington  State  Medical  Association 
Seattle 


Olympic  Hotel 


ROLAND  D.  PINKHAM,  M.D. 

President 


ROBERT  B.  HUNTER,  M.D. 

Past-President 


CARL  P.  SCHLICKE,  M.D. 

President-Elect 


CARL  E.  MUDGE,  M.D. 
Secretary-Treasurer 


W.S.M.A.  Year-End  Review 

The  final  session  of  the  House  of  Delegates 
Wednesday,  September  15  concludes  the  year’s  acti- 
vities for  the  state  association,  its  officers  and  com- 
mittees. Carl  P.  Schlicke,  Spokane,  will  be  installed 
as  president,  and  Roland  D.  Pinkham,  Seattle,  as 
immediate  past-president,  will  go  on  to  serve  as 
chairman  of  the  Executive  Committee. 

The  past  year  could  be  called  one  of  conferences, 
committee  meetings  and  controversy.  There  was 
PKU  screening  and  industrial  insurance;  a legisla- 
tive session  that  went  a record  number  of  days,  with 
a new  Governor  advocating  sales  tax  on  services, 


HEYES  PETERSON7,  M.D. 

Speaker, 

House  of  Delegates 
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and  a chiropractor  in  a position  of  considerable  pow- 
er. A special  session  of  the  House  of  Delegates  was 
held,  a $30  assessment  was  voted  and  an  extensive 
Eldercare  campaign  conducted. 

A conference  with  attorneys  and  social  workers 
was  called  in  Yakima  on  child  adoptions,  and  hos- 
pital trustees  and  administrators  met  with  W.S.M.A. 
in  Seattle  to  discuss  the  future  of  voluntary  hospital 
planning.  The  year  saw  the  passage  of  Medicare; 
physician  inclusion  under  Social  Security,  and  a 
poll  of  the  membership  indicating  neither  was  want- 
ed by  the  majority  of  physicians.  Meetings  were 
held  with  the  Governor  and  various  department 
leaders,  W.S.M.A.  joined  in  the  fight  over  the  men- 
tal health  authority,  and  provided  nominations  for 
state  boards  and  advisory  committees. 

Recommendations  for  the  Coming  Year  1965-1966 

The  House  of  Delegates  will  review  the  year’s 
activities  of  the  37  standing  and  special  commit- 
tees before  Reference  Committees  on  Tuesday,  Sep- 
tember 14  with  the  House  acting  on  the  following 
recommendations  for  action  on  Wednesday. 

Aging— The  encouragement  of  active  physician 
participation  on  the  newly  formed  Washington  State 
Council  on  Aging.  Aging  Population  Committee, 
B.  T.  Fitzmaurice,  Chairman. 

Disaster—  Continued  physician  support  and  leader- 
ship in  the  implementation  of  community  disaster 
medical  plans  for  hospitals  and  allied  personnel. 
Civil  Disaster  Committee,  E.  Donald  Lynch,  Chair- 
man. 

Auto  Safety— That  a W.S.M.A.  Committee  on  Auto 
Safety  be  formed.  Advisory  Committee  to  State 
Department  of  Motor  Vehicles,  A.  W.  Stevenson, 
Chairman. 

Postgraduate  Education— Continued  cooperation 
between  the  W.S.M.A.  and  University  of  Washing- 
ton School  of  Medicine  in  the  implementation  of 
continuing  medical  education  programs.  Committee 
on  Graduate  Medical  Education,  John  N.  Lein, 
Chairman. 

Child  Care— Continued  physician  support  and 
leadership  to  coordinate  the  activities  of  all  groups 
interested  in  current  screening  methods  for  inborn 
errors  of  metabolism.  Formation  of  a state  level 
Inter-Professional  Committee  on  Adoption.  Medical 
review  and  detailed  planning  on  the  need  for 
services  for  the  mentally  retarded.  Continued  study 
on  the  sudden  and  unexplained  deaths  of  infants. 
Committee  on  Maternal  and  Child  Welfare,  Harry 
A.  Kettering,  Chairman. 

Medical  School  — Continued  efforts  between 
W.S.M.A.  and  University  of  Washington  School  of 
Medicine  & Teaching  Hospital  to  establish  formal 
General  Practice  Residency  Program  in  one  or  more 
hospitals  of  the  state.  Also  involved  in  study  of 
President’s  legislation  on  regional  centers  for  heart, 


cancer  and  stroke  (DeBakey  recommendations). 
Medical  School,  Teaching  and  Research  Hospital 
Committee,  Robert  B.  Bright,  Chairman. 

Medicine-Religion— Active  county  medical  society 
participation  in  the  A.M.A.  Program  on  Medicine 
& Religion.  Committee  on  Medicine  & Religion, 
S.  Harvard  Kaufman,  Chairman. 

Mental  Health— W.S.M.A.  support  for  community- 
oriented  mental  health  programs  and  increased  ef- 
forts to  provide  psychiatric  coverage  under  prepaid 
plans.  Committee  on  Mental  Health,  Harry  Hunter, 
Chairman. 

Neoplastic—  Discontinue  Neoplastic  Committee  as 
standing  committee  of  W.S.M.A.  and  place  it  on  a 
stand-by  basis  on  call  to  the  President  and  Board 
of  Trustees.  Neoplastic  Committee,  David  Metheny, 
Chairman. 

Occupational  Health  — Establishment  of  active 
county  medical  society  committees  to  promote  high 
professional  and  administrative  standards  of  occu- 
pational health.  Committee  on  Occupational  Health, 
W.  D.  Norwood,  Chairman. 

Prepaid  Medicine— Commendation  for  Washington 
Physicians’  Service  in  providing  cooperation  and 
information  to  W.S.M.A.  on  the  problems  and  suc- 
cess of  doctor-sponsored  or  doctor-administered 
plans  in  Washington  State.  Committee  on  Prepaid 
Medical  Care,  Charles  D.  Muller,  Chairman. 

P uhlications—Ca\\  to  the  attention  of  the  House 
of  Delegates  that  the  Honor  Award  for  distinguished 
service  in  medical  journalism  in  the  category  of 
general  medical  journalism  was  presented  to  north- 
west medicine  for  the  year  1964.  Publications 
Committee,  Robert  C.  Coe,  Chairman. 

Quackery— W.S.M.A.  sponsorship  of  first  Wash- 
ington Conference  on  Health  Frauds  and  Quackery 
with  allied  groups,  May,  1966  in  Seattle.  Commit- 
tee on  Quackery  & Harmful  Acts,  Harry  Worley, 
Chairman. 

Rehabilitation— W.S.M.A.  support  and  cooperation 
with  Legislative  Council  in  studying  problems  of 
the  disabled  and  vocationally  handicapped.  Commit- 
tee on  Rehabilitation  Programs,  Sherburne  W. 
Heath,  Chairman. 

Relative  Value  Studies— W.S.M.A.  now  may  use 
the  1964  California  Relative  Value  Study,  which  has 
been  previously  approved  for  use  by  the  House  of 
Delegates.  Committee  on  Relative  Value  Study, 
Robert  W.  Simpson,  Chairman. 

Rural  Health— Need  for  County  Medical  Societies 
and  individual  physicians  to  inform  the  public  on 
importance  of  up-to-date  tetanus  immunization. 
Committee  on  Rural  Health,  Arnold  C.  Tait,  Chair- 
man. 

School  Health— Maximum  physician  attendance  at 
1966  W.S.M.A.  sponsored  Physicians  and  Schools 
Conference  March  11  and  12  in  Moses  Lake. 

continued  on  page  614 
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GUEST  SPEAKERS 


MICHAEL  J.  HOGAN, M.D. 
Professor  and  Chairman 
Department  of  Ophthalmology 
University  of  California 
Medical  Center 
S an  Francisco,  California 


* 


E.  STANLEY  CRAWFORD,  M.D. 

Associate  Professor  of  Surgery 
Baylor  University  College  of 
Medicine 
Houston,  Texas 


ROBERT  L.  VERNIER,  M.D. 

Professor  of  Pediatrics 
University  of  California 
at  Los  Angeles 
School  of  Medicine 
Los  Angeles,  California 


GEORGE  E.  MILLER,  M.D. 

Director, 

Research  in  Medical  Education 
and  Professor  of  Medicine 
University  of  Illinois 
College  of  Medicine 
Chicago,  Illinois 


WILLIAM  J.  MILLS,  JR.,  M.D. 

Orthopedic  Surgeon 
Anchorage,  Alaska 
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C.  LEE  BUXTON,  M.D. 

Professor  and  Chairman 
Department  of  Obstetrics  and 
Gynecology 

Yale  University  School  of  Medicine 
New  Haven,  Connecticut 


ARTHUR  E.  ELLISON,  M.D. 

Orthopedic  Surgeon 
Special  Consultant,  Surgeon 
General’s  Committee  on  Accident 
Prevention 

W ill ia  mstow n , M assach usetts 


D.  H.  WILLIAMS,  M.D. 

Professor  and  Head 
Department  of  Continuing  Medical 
Education 

The  University  of  British  Columbia 
Vancouver,  Canada 


HAROLD  I.  LIEF,  M.D. 

Professor  of  Psychiatry 
Tulane  University  School  of 
Medicine 

New  Orleans,  Louisiana 


CORRIX  H.  HODGSON,  M.D. 

Professor  of  Clinical  Medicine 
Mayo  Graduate  School  of  Medicine 
University  of  Minnesota  and 
Consultant  in  Internal  Medicine 
Section  on  Thoracic  Diseases 
Mayo  Clinic 
Rochester,  Minnesota 
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continued  from  page  611 

Ne iv  W.S.M.A.  Section— Approve  application  for 
section  status  on  anesthesia.  Executive  Committee, 
Robert  B.  Hunter,  Chairman. 

Resolutions 

The  following  are  the  final  resolves  of  some  of 
the  Resolutions  to  be  presented  to  the  House  of 
Delegates: 

RESOLVED,  that  the  annual  subscription  price 


of  northwest  medicine  to  members  of  W.S.M.A. 
be  increased  from  $3.00  to  $5.00  and  that  this 
amount  continue  to  be  collected  with  state  associ- 
ation dues. 

RESOLVED,  that  W.S.M.A.  does  hereby  con- 
stitute and  recognize  a Section  on  Aviation  medicine 
to  be  organized  in  accordance  with  Chapter  IX 
of  the  By-Laws  of  the  Association  and  in  accord- 
ance with  the  Basic  By-Laws  of  the  Section  on  Avi- 
ation Medicine. 


Report  of  The  Doctor's  Opinion  Poll 


The  Poll  was  taken  by  your  Washington  State 
Medical  Association  during  June,  1965  among  3,000 
members  of  the  Association. 

The  purpose  of  the  Doctors’  Opinion  Poll  was  to 
determine  the  opinions  of  physicians  in  the  State  of 
Washington  on  a number  of  current  issues. 

One  ballot  was  mailed  to  each  physician-member 
of  the  Washington  State  Medical  Association  on 
June  4,  1965.  The  mailing  included  a copy  of  the 
ballot,  a business  reply  envelope— requiring  no  post- 
age, and  a summarized  day-by-day  report  of  the 
Senate  Hearings  on  H.R.  6675  held  during  May, 
1965. 

A total  of  1,143  replies  was  received.  As  is  us- 
ually the  case,  some  replies  were  incomplete,  and 
some  respondents  voted  on  only  one  or  two  ques- 
tions. Replies  were  proportionate  to  the  total  number 
of  members  practicing  the  various  medical  special- 
ties and  proportionate  to  the  total  number  of  mem- 
bers practicing  in  each  of  the  state’s  thirty-nine 
counties. 

The  reply  of  one-third  of  the  members  is  con- 
sidered by  poll  authorities  to  be  an  accurate  reflec- 
tion of  the  opinions  of  the  total  membership. 

Questions 

Question  1 and  question  2 offered  members  a 
choice  between : 

1. — Rating  (one  through  six)  the  members’ 
order  of  preference  for  the  administrative 
agents  possible  under  H.R.  6675  (Medicare); 
and 

2. — Rating  of  three  forms  of  conscientious 
non-participation  in  government  medical  care 
programs  under  H.R.  6675,  if  the  bill  is  passed. 
These  two  questions  provided  opportunity  to  ex- 
press objectively  indications  of  current  attitudes 
regarding  participation  or  non-participation;  and,  if 
participation,  the  form  thereof  preferred.  Vote  totals 


on  this  subject  are  as  follows: 

1.  —Preference  For  Administrator:  1034  members 
rated  their  order  of  preference  for  administrative 
agents. 

Note:  Tabulations  on  the  number  of  votes 
for  each  of  the  six  possible  administrative  agents 
(subdivision  of  question  1)  will  not  be  avail- 
able until  a final  recapitulation  is  made  after 
all  ballots  have  been  cast.  However,  of  the  1034 
ballots  cast  for  Choice  1,  92  per  cent  of  the 
first-choice  votes  were  cast  in  favor  of  non- 
profit plans,  private  insurance  carriers,  or  a 
combination  of  the  two.  Approximately  10  per 
cent  of  the  first-choice  votes  selected  “private 
insurance  carriers  only”,  while  88  per  cent 
preferred  either  the  Blues,  and  other  non-profit 
groups  alone,  or  in  combination  with  private 
insurance  carriers.  Two  per  cent  of  the  first- 
choice  votes  were  cast  in  favor  of  one  of  the 
three  purely  government  administrative  agen- 
cies. 

2. — Conscientious  Non-Participation:  127  members 
voted  for  one  of  three  forms  of  non-participation. 

Note:  Four  per  cent  who  voted  their  prefer- 
ences under  Choice  1 also  voted  for  a preference 
under  Choice  2.  Such  votes  might  be  consid- 
ered to  be  contradictory. 

A breakdown  of  the  above  votes  by  geographic 
area  and  medical  specialty  are  as  follows: 


Made 

Chose 

Geographic  Choice  Of 

Conscientious 

Area  Administrator 

One  large  metropolitan 

Non-Participation 

county 

481 

58 

Western  Washington 

305 

41 

Eastern  Washington 

248 

28 

Specialty  Group 

Anesthesiology 

29 

4 

Dermatology 

9 

2 

General  Practice 

324 

49 

Internal  Medicine 

130 

12 
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Miscellaneous 

16 

4 

Neurology 

8 

1 

Ob-Gyn 

48 

5 

Ophthalmology 

32 

7 

Orthopedics 

34 

1 

Oto  & Oto-Oph 

14 

10 

Pathology 

27 

0 

Pediatrics 

55 

8 

Psychiatry 

33 

6 

Radiology 

34 

1 

Salaried 

107 

0 

Surgery 

116 

17 

Urology 

18 

0 

Dermatology 

5 

6 

Ophthalmology 

12 

29 

Miscellaneous 

7 

12 

Oto  and  Oto-Oph 

8 

13 

Psychiatry 

14 

24 

Anesthesiology 

7 

26 

Surgery 

44 

88 

Internal  Medicine 

64 

73 

Pediatrics 

33 

30 

Radiology 

12 

22 

Pathology 

4 

20 

Orthoped 

15 

21 

Salaried 

53 

44 

General  Practice 

118 

259 

Question  3.-895  members  favor  providing  the 
elderly  with  insurance  programs  analagous  to  the 
Federal  Employees  Program;  178  members  oppose 
providing  the  elderly  with  insurance  programs  ana- 
lagous to  the  Federal  Employees  Program. 

Question  4.— 999  believe  best  medical  care  will 
be  rendered  if  the  four  specialties  are  not  included 
in  the  “Medicare”  section  of  H.R.  6675;  127  voted 
contrary. 

Question  5.-932  members  favor  the  principle  of 
the  Long  amendments;  132  members  oppose  the 
principle  of  the  Long  amendments. 

Question  6.— Would  you  support  the  AMA  in 
offering  to  participate  in  the  formation  of  a medical 
(physicians)  advisory  board  to  HEW  to  establish 
minimal  standards  of  care  and  quality  evaluation 


Question  9.— Do  you  favor  the  concept  of  the 
treatment  of  disease  entities  (cancer,  stroke,  heart 
and  other  diseases)  through  centers  as  advocated 
by  the  DeBakey  Commission  as  against  the  treat- 
ment of  the  patient  as  currently  practiced  in  our 
state?  61— yes;  789— No;  298— Believe  they  can 
function  well  concurrently. 

Question  10.— Are  you  in  support  of  voluntary 
regional  hospital  and  health  facilities  planning  as 
against  mandatory  planning  (state  franchising  and 
bed-rate  control)?  101  compulsory;  1031  voluntary. 

Question  11—  Do  you  favor  local,  state,  or  federal 
funds  for  staffing  of  local  Mental  Health  Clinics 
when  they  are  instituted?  416  Local;  419  State; 
122  Federal;  Combination  Vote:  64  Local-State; 
83  Local-State-Federal. 


of  services  to  be  offered  under  H.R.  6675?  992 

answered  yes;  108  answered  no.  Question  12.- Do  you  favor  expansion  of  private 

prepaid  mental  health  insurance?  990  Yes;  153  No. 


Question  7.— Would  you  support  the  foundation 
of  a board  on  a national  level,  composed  of  know- 
ledgable  people  (outside  government)  to  determine 
the  accredited  criteria  (cost  of  premium  vs.  services 
rendered)  to  be  met  by  all  health  insurance  policies 
and  programs?  887  yes  answers;  197  no  answers. 


Question  13.— Do  you  favor  increased  use  of  the 
Washington  State  section  of  northwest  medicine 
as  a major  communications  vehicle  between  the 
State  Association  and  the  membership?  901  yes; 
201  no. 


Question  8.— Do  you 

favor  doctors  being  covered 

Specialty  Groups: 

under  compulsory  Social  Security  as  included  under 

Yes 

No 

H.R.  6675  as  it  is  currently  written?  Yes, 

434;  No, 

Anesthesiology 

19 

13 

709. 

Dermatology 

7 

3 

General  Practice 

307 

60 

Age  Groups: 

Internal  Medicine 

97 

32 

Yes 

No 

Miscellaneous 

14 

2 

30-39  Years 

77 

203 

Neurology 

8 

1 

40-44  Years 

98 

158 

Ob-Gyn 

36 

15 

45-49  Years 

86 

141 

Ophthalmology 

36 

2 

50-54  Years 

63 

89 

Orthopedics 

29 

5 

55-60  Years 

55 

63 

Oto  and  Oto-Oph 

20 

2 

Over  60  Years 

55 

55 

Pathology 

24 

1 

Pediatrics 

43 

16 

Specialty  Groups: 

Psychiatry 

35 

4 

Yes 

No 

Radiology 

26 

6 

Urology 

8 

9 

Salaried 

78 

21 

Ob-Gyn 

26 

28 

Surgery 

109 

15 

Neurology 

4 

5 

Urology 

13 

3 
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PRESIDENTS  page 


ROLAND  D.  PIXKHAM,  M.D. 


As  we  dare  to  acknowledge  the  tidal  wave  of  pro- 
posed and  passed  national  health  legislation,  and 
the  fantastic  amount  of  federal  money  that  will  be 
channeled  soon  through  our  State  Government,  we 
who  have  the  responsibility  and  desire  to  see  this 
money  used  in  the  best  possible  way  for  the  benefit 
of  the  citizens  of  this  state  are  concerned. 

In  anticipating  some  of  these  problems  and  seek- 
ing to  expedite  the  management  of  these  programs 
on  a state  and  local  level,  an  Ad  Hoc  Committee 
was  appointed  by  the  Executive  Committee  in 
1964  to  “participate  in  an  eventual  definition  of 
the  role  of  the  public  health  officer  and  the  scope 
of  the  public  health  function  and  service  in  our 
state.”  The  Chairman  of  this  Committee  is  Willard 
B.  Rew  of  Yakima,  and  its  members  are:  J.  E.  Fisch- 
nailer  of  Omak;  LaRue  S.  Highsmith  of  Spokane; 
Quentin  Kintner  of  Port  Angeles;  Donovan  O. 
Kraabek,  Seattle;  Gilman  E.  Sanford,  Spokane;  Her- 
man J.  Schroeder,  Seattle,  and  Arnold  C.  Tait  of 
Sunnyside.  There  are  also  an  equal  number  of 
representatives  from  the  State  Department  of  Health 
and  from  the  County  and  City  Health  Officers 
Association. 


This  Committee  is  currently  studying  the  prob- 
lems of  public  health  care  within  the  state,  and,  to 
date,  has  set  up  two  separate  Task  Forces— one  on 
communicable  disease  control,  which  includes  ques- 
tions of  immunization  and  disease  control,  and  the 
other  on  tuberculosis.  A conference  is  to  be  spon- 
sored by  this  group  in  conjunction  with  the  Tuber- 
culosis Association,  W.S.M.A.  and  the  Public  Health 
Service.  The  entire  management  of  tuberculosis 
care  in  this  state  will  be  reviewed  and  it  is  hoped 
that  a definite  plan  of  action  will  result. 

During  the  past  Legislative  Session,  this  Commit- 
tee was  active  in  supporting  Public  Health  legisla- 
tion in  opposing  the  sale  of  raw  milk  in  this  state; 
the  opening  of  water  sheds  to  sportsmen,  and  sup- 
porting many  other  Public  Health  legislative  meas- 
ures. 

The  need  for  action  is  apparent,  and  it  is  hoped 
that  this  Committee  will  proceed  to  investigate  and 
make  recommendations  on  matters  relative  to  its  pur- 
pose, for  these  then,  will  serve  as  guide  lines  to 
future  state  and  local  health  programs. 

As  your  President,  I met  with  Governor  Evans 
on  July  22.  We  discussed  many  items  of  concern 
and  it  was,  among  other  things,  our  recommenda- 
tion that  the  Governor  appoint  a small  committee 
composed  of  knowledgable  people  representing  the 
Washington  State  Medical  Association,  the  Univer- 
sity of  Washington  School  of  Medicine,  and  the  state 
departments  directly  concerned,  to  advise  him  and 
his  advisors  in  the  future  planning  and  management 
of  federal  health  funds  as  these  become  available 
in  this  state. 

There  are  23  separate  federal  bills  proposed  this 
Session  that  concern  us  directly.  Some  of  these  are 
now  passed  into  law,  and  others  will  follow  in  due 
time.  It  certainly  behooves  us  to  establish  the  proper 
framework  now  on  which  these  programs  can  best 
be  laid.  Dr.  Rew’s  Committee  is  endeavoring  to 
lay  that  framework. 
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CONSTITUTIONAL  AMENDMENT 


PROPOSED  AMENDMENT  TO  ARTICLE  V SEC- 
TIONS 1 AND  2 AND  ARTICLE  VII,  SECTION  2 
OF  THE  CONSTITUTION  OF  THE  WASHINGTON 
STATE  MEDICAL  ASSOCIATION 
ARTICLE  V-OFFICERS 
Section  1.  Officers  Listed. 

The  officers  of  this  Association  shall  be  the 
President,  President-Elect,  the  Immediate  Past- 
President,  Vice  President,  Speaker  of  the  House 
of  Delegates,  Secretary-Treasurer,  Assistant  Sec- 
retary-Treasurer, and  ((fourteen))  eighteen  elected 
Trustees,  four  of  whom  shall  be  elected  from  each 
trustee  district  as  hereinafter  provided,  and  ((six)) 
ten  of  whom  shall  be  elected  from  the  state  as 
a whole  provided  that  not  more  than  two  elected 
trustees  shall  be  elected  from  any  one  component 
society. 

Section  2.  Tenure  of  Officers. 

The  House  of  Delegates  at  its  regular  annual 
session  shall  elect  the  following  officers  to  serve 
the  terms  indicated: 

President-Elect  One  Year 

Vice  President  One  Year 

Secretary-Treasurer  Three  Years 

Ass't  Secretary-Treasurer  One  Year 


Speaker  of  the  House  of  Delegates  One  Year 
Four  trustees,  two  from  each  of 
the  two  trustee  districts  as 
hereinafter  provided  Two  Years 

((Six))  Ten  Trustees,  State-at-Large  One  Year 

ARTICLE  VII— BOARD  OF  TRUSTEES 
Section  2.  Composition. 

The  Board  of  Trustees  shall  consist  of  the 
President,  President-Elect,  Vice  President,  the  Im- 
mediate Past-President,  Speaker  of  the  House 
of  Delegates,  Secretary-Treasurer,  Assistant  Sec- 
retary-Treasurer, Chairman  of  the  Finance  Com- 
mittee, Chairman  of  the  Committee  on  Medical 
Defense,  Delegates  to  the  American  Medical  As- 
sociation and  ((fourteen))  eighteen  elected 
trustees. 

Vernon  W.  Spickard,  Chairman 
Committee  on  Revision  of  Constitution 
and  By-Laws 

Those  portions  of  the  sections  presented  for 
amendment  enclosed  within  ((  ))  are  parts  to  be 

deleted  from  the  Constitution  or  By-Laws;  and, 
those  parts  in  bold  face  are  the  portions  to  be 
added  by  the  proposed  amendment. 


Walter  H.  Judd,  center,  onetime  medical  missionary  to 
China  and  former  Congressman  from  Minnesota,  visited 
Seattle  during  July  to  participate  in  the  International 
Christian  Leadership  Conference.  During  his  visit,  he 
took  time  from  a busy  schedule  to  meet  with  officers 
from  W.S.M.A.,  King  County  Medical  Society,  and 
AMPAC,  State  of  Washington.  He  is  shown  talking  to 
Roland  D.  Pinkham,  right,  W.S.M.A.  President,  and  Gayton 
S.  Bailey,  left,  President,  King  County  Medical  Society. 

Postgraduate  Course 

The  University  of  Washington  School  of  Medicine 
has  scheduled  a postgraduate  course  to  run  every 


Thursday  evening  from  September  30  to  November 
18  on  “Physical  Medicine  and  Rehabilitation.” 

Current  procedures,  tools,  and  principles  of  physi- 
cal medicine  and  rehabilitation  which  can  be  utilized 
in  office  practice  will  be  discussed.  Included  in  the 
program  will  be  lectures,  demonstrations,  and  pa- 
tient presentations. 

Registration  will  be  limited  to  25  participants, 
tuition  fee  is  $20. 

For  further  information  or  to  obtain  registration 
blanks,  write  to  John  N.  Lein,  M.D.,  Director  of 
Continuing  Medical  Education,  University  of  Wash- 
ington School  of  Medicine,  Seattle,  Washington 
98105. 

OBITUARIES 

dr.  thomas  k.  bowles,  past  president  of  Pierce 
County  Medical  Society  died  July  9 of  broncho- 
pneumonia, generalized  arteriosclerosis  and  arterio- 
sclerotic heart  disease.  He  teas  77.  His  degree  was 
granted  by  Washington  University  School  of  Medi- 
cine in  1912.  Dr.  Bowles  lived  in  Tacoma  for  44 
years. 
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Antivert® 

(meclizine  HCI,  nicotinic  acid) 

Tablets:  (meclizine  HCI  12.5  mg.and 
nicotinic  acid  50  mg.) 

Syrup: (each  5 cc. teaspoonful  contains 
meclizine  HCI  6.25  mg.  and  nicotinic 
acid  25  mg.) 

stops  vertigo 

complete  to  moderate  relief 
in  9 out  of  10  patients1 

Antivert,  the  leading  anti-vertigo  prod- 
uct,2 combines  meclizine  HCI,  an  out- 
standing drug  for  treatment  of  vestibular 
dysfunction,  with  nicotinic  acid,  a drug 
of  choice  for  prompt  vasodilation.  Out  of 
50  patients  with  Meniere's  syndrome,  re- 
mission of  symptoms  followed  Antivert 
therapy  in  41  (82%);  another  10%  (5 
patients)  experienced  moderate  relief.' 
Prescribe  Antivert  for  your  patients  with 
vertigo,  Meniere’s  syndrome  and  allied 
disorders. 

Dosage:  One  tablet  or  one  to  two  teaspoonfuls 
(5-10  cc.)  t.i.d.  just  before  meals.  Specific 
requirements  for  individual  patients  should  be 
determined  by  the  physician. 

Supplied:  Tablets  in  bottles  of  100  and  500. 
Syrup  in  pint  bottles.  Rx  only. 

Antivert  SSiy 

(meclizine  HCI,  nicotinic  acid) 

most  widely  prescribed 
anti-vertigo  agent2 

Precautions  and  side  reactions:  Frequent, 
short-lived  reactions  include:  cutaneous  flush- 
ing, sensations  of  warmth,  tingling  and  itch- 
ing, burning  of  skin,  increased  gastrointestinal 
motility,  and  sebaceous  gland  activity.  In  ex- 
plaining these  reactions  to  the  patient,  it  is 
suggested  that  they  be  regarded  as  a desirable 
physiological  sign  that  the  nicotinic  acid  is 
carrying  out  its  intended  function  of  vasodila- 
tion. Because  of  this  vasodilation,  severe 
hypotension  and  hemorrhage  are  obvious 
contraindications  to  Antivert  therapy. 

References:  1.  Seal,  J.  C.:  Eye  Ear  Nose  & 
Throat  Month.  38:738  (Sept.)  1959.  2.  Based 
oh  1964  data  from  independent  physicians' 
market  survey  organization. 

J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 
New  York,  N.Y.  10017 
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.and  when  your  Antiverf 
patients  are  near  or  past 
retirement  age 


Neobon# 

geriatric  supplement 

helps  keep  them 
‘on  the  go’ 


K 


• Mk-  w. 


Neobon  combines  hormones,  essential  hematopoietic  factors,  a digestive 
enzyme,  and  vitamins  and  minerals  with  the  important  amino  acids  L-lysine 
and  glutamic  acid.  When  used  as  adjunctive  therapy,  such  medication  has 
been  shown  to  be  of  value  in  treating  patients  with  the  geriatric  syndrome.1,2 
You,  too,  can  help  your  geriatric  patients— with  or  without  vertigo  — lead  a 
more  active  life  by  prescribing  Neobon. 


Each  capsule  contains: 


(1)  Vitamins  and  Minerals 

Vitamin  A (acetate)  . 2000  U.  S.  P.  units 
Vitamin  D (irradiated 

ergosterol) 200  U.  S.  P.  units 

Vitamin  Bi  (thiamine 

mononitrate,  U.  S.  P.) 0.5  mg. 

Vitamin  B2  (riboflavin, 

U.  S.  P.) 0.5  mg. 

Vitamin  B*  (pyridoxine  HCI, 

U.  S.  P.) 0.5  mg. 

Niacinamide,  U.  S.  P 50  mg. 

Calcium  pantothenate, 

U.  S.  P 5 mg. 

Vitamin  E (from  alpha 

tocopherol  acetate) 5 I.U. 

Rutin,  N.F 5 mg. 

Cobalt  (from  cobalt 

sulfate) 0.033  mg. 

Molybdenum  (from  sodium 

molybdate) 0.066  mg. 

Copper  (from 

copper  sulfate) 0.33  mg. 

Manganese  (from 

manganese  sulfate) 0.33  mg. 


Magnesium  (from 

magnesium  sulfate)  2 mg. 

Iodine  (from 

potassium  iodide) 0.05  mg. 

Potassium  (from 

potassium  sulfate)  1.66  mg. 

Zinc  (from 

zinc  sulfate) 0.4  mg. 

(2)  Hematopoietic  Factors 
Iron  (from 

ferrous  sulfate) 3.40  mg. 

Vitamin  B,2  (cobalamin 
concentrate,  N.F.,  as 

Stablets®) 1 meg. 

Vitamin  C (ascorbic  acid, 

U.  S.  P.)  50  mg. 

(3)  Digestive  Enzyme 

Pancreatic  substance* 50  mg. 

(4)  Gonadal  Hormones 

Methyltestosterone 1.0  mg. 

Ethinyl  estradiol  0.006  mg. 

(5)  Amino  Acids 

L-lysine  50  mg. 

Glutamic  acid 30  mg. 


*Enzymatically  active  defatted  material  from  250  mg.  of  whole  fresh  pancreas. 

Precautions:  Contraindicated  in  patients  in  whom  estrogen  or  androgen 
therapy  should  not  be  used,  as  in  carcinoma  of  the  breast  or  prostate. 
Dosage:  One  capsule,  t.i.d.  with  meals,  or  as  directed  by  physician. 
Supplied:  Bottles  of  60  capsules.  Rx  only. 

References:  1.  Dufficy,  R.  G.,  Jr.:  J.  Am.  Geriatrics  Soc.  5:936  (Nov.)  1957. 
2.  Ende,  M.:  Southwestern  Med.  38: 625  (Oct.)  1957. 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
New  York,  N.Y.  10017 
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ANNOUNCING 


• • • 


The  First  of  a Chemically  New  Generation  of  Compounds 

OXAZEPAM.  WYETH 


NEW,  highly  effective  anti-anxiety  agent  offers 
exceptional  separation  between  effective  dose  and 
side-effective  dose 

Maintains  patients’  functional  capacity  by  relieving 
symptoms  without  producing  disruptive  psychomotor 
incoordination 

Yn7^~~77 

I Lfri/e£A  l 


WYETH  LABORATORIES,  Philadelphia,  Pa. 


Flexible  dosage  permits  broad  and  effective  clinical  application  with 
minimal  risk  of  therapy-disrupting  reactions 

Clinical  studies  have  demonstrated  the  value  of  Serax  in  a wide  variety  of  emotional  disorders 
associated  with  anxiety  in  both  elderly  and  younger  patients  as  well  as  in  the  presence  of 
organic  disease. 

Clinical  Results  Typical  of  Those  in  Over  4000  Patients* 


Diagnosis 

No. 

Age 

Results 

Side  Effects 
(therapy-interrupting) 
(other) 

Various,  all  related  to  anxiety  or  stress1 

300 

11-83 

Excellent-Good:  92.4% 

6 

21 

Chiefly  psychoneurosis  with  primary  symptoms  of  anxiety 
and  tension;  secondary  symptoms  of  depression, 
lethargy,  irritability,  agitation,  insomnia,  conversion  re- 
action, obsessive  thinking,  compulsive  behavior,  phobic 
reactions.2 

35 

13-78 

Marked-Adequate:  74% 

0 

2 

Chronically  ill— chiefly  arteriosclerosis  accompanied 
by  psychoneurosis.3 

148 

33-89 

Excellent-Moderate:  87% 

1 

3 

Anxiety  reaction,  primarily  associated  with  serious 
organic  disorders.3 

81 

20-79 

Excellent-Good : 84% 

1 

11 

Predominantly  psychoneurotic.  Some  psychotic  patients, 
for  whom  Serax  is  not  indicated,  were  included.5 

94 

16-73 

Excellent-Moderate:  69% 

7 

10 

•Case  information  on  file,  Wyeth  Laboratories.  Submitted  to  United  States  Food  and  Drug  Administration  for  evaluation  of  efficacy  and  safety. 


Specific  action,  high  index  of  safety  predicted  by  pharmacologic  data 


The  low  toxicity  of  Serax,6'7  especially  as 
contrasted  with  other  benzodiazepines,8  is 
clearly  indicated  by  the  acute  LD50  (p.o.)  as 
determined  in  mice.  Minimum  potential  for 
ataxia  and  sedation  at  “therapeutic”  dosage 
levels  is  shown  by  the  high  Serax  dosage  re- 
quired to  produce  incoordination  in  mice9  as 
opposed  to  the  low  dosage  required  to  over- 
indications: Serax  is  indicated  for  the  management  and 
control  of  anxiety,  tension,  agitation,  irritability  and 
related  symptoms  commonly  seen  in  patients  with  a 
diagnosis  of  psychoneurotic  reaction,  psychophysiological 
reaction,  personality  disorder,  or  in  patients  with  under- 
lying organic  disease. 

Anxiety  associated  with  depression  is  also  responsive  to 
Serax. 

Serax  has  been  found  particularly  useful  in  the  manage- 
ment of  anxiety,  tension,  agitation  and  irritability  in 
older  patients. 

Alcoholics  with  acute  tremulousness,  inebriation  or  with 
anxiety  associated  with  alcohol  withdrawal  are  responsive 
to  Serax  therapy. 

Precautions:  Hypotensive  reactions  are  rare,  but  use  with 
caution  where  complications  could  ensue  from  a fall  in 
blood  pressure,  especially  in  the  elderly.  Carefully  super- 
vise dose  and  amounts  prescribed,  especially  for  patients 
prone  to  overdose  themselves;  excessive,  prolonged  use 
in  susceptible  patients  (alcoholics,  former  addicts,  etc.) 
may  result  in  dependence  or  habituation.  Reduce  dosage 
gradually  after  prolonged  excessive  dosage  to  avoid 
possible  epileptiform  seizures.  Caution  patients  against 
driving  or  operating  machinery  until  absence  of  drowsiness 
or  dizziness  is  ascertained.  Warn  patients  of  possible  reduc- 
tion in  alcohol-tolerance.  Safety  for  use  in  pregnancy  has 
not  been  established. 

Not  indicated  in  children  under  6 years;  absolute  dosage 
for  6 to  12  year-olds  not  established. 

Side  Effects:  Therapy-interrupting  side  effects  are  rare. 
Transient  mild  drowsiness  is  common  initially;  if  per- 
sistent, reduce  dosage.  Dizziness,  vertigo  and  headache 


come  Metrazol®-induced  convulsions.  Among 
the  benzodiazepine  series  of  compounds, 
anti-convulsant  and  anti-anxiety  activity 
appear  to  be  well  correlated.8'10 


Serax 

Chlordiazepoxide 

Diazepam 

LDso  (mg. /Kg.) 

>5000 

620 

720 

Safety  Margmf 

8.3 

2.4 

4.8 

t Side  Effective  Dose  -f-  Effective  Dose 


have  also  occurred  infrequently;  syncope,  rarely.  Mild 
paradoxical  reactions  (excitement,  stimulation  of  affect) 
have  been  reported  in  psychiatric  patients.  Minor  diffuse 
rashes  (morbilliform,  urticarial  and  maculopapular), 
nausea,  lethargy,  edema,  slurred  speech,  tremor  and 
altered  libido  are  rare  and  generally  controllable  by  dosage 
reduction.  Although  leukopenia  and  hepatic  dysfunction 
have  been  reported,  direct  correlation  with  Serax  therapy 
is  uncertain  (periodic  blood  counts  and  liver  function 
tests  are  advised).  Ataxia,  reported  rarely,  does  not  appear 
related  to  dose  or  age. 

These  side  reactions,  noted  with  related  compounds,  are 
not  yet  reported:  paradoxical  excitation  with  severe  rage 
reactions,  hallucinations,  menstrual  irregularities,  change 
in  EEG  pattern,  blood  dyscrasias  (including  agranulo- 
cytosis), blurred  vision,  diplopia,  incontinence,  stupor, 
disorientation,  fever,  euphoria  and  dysmetria. 

Contraindications:  Previous  hypersensitivity  to  Serax; 
psychotic  states. 

Availability:  Capsules  of  10,  15  and  30  mg.  oxazepam. 

1.  Warner,  R.S.:  Scientific  exhibit,  American  Academy  of  General 
Practice,  San  Francisco,  April  12,  1965.  2.  Gilbert,  M.M.:  In- 
ternat.  J.  Neuropsychiat.,  In  press.  3.  Chesrow,  E.J.;  Kaplitz,  S.E.; 
Vetra,  H.;  Breme,  J.T.,  and  Marquardt,  G.H.:  Clin.  Med.  72:1001 
(June)  1965.  4.  Merlin,  H.:  In  manuscript.  5.  Krakowski,  A.J.: 
Psychosomatics  6:26  (Jan. -Feb.)  1965.  6.  Childress,  S.J.,  and 

Gluckman,  M.I.:  J.  Pharm.  Sci.  53: 577  (June)  1964.  7.  Smith, 
T.H.F. ; Owen,  G.,  and  Agersborg,  H.P.K.,  Jr. : Presented  at  Society 
of  Toxicology,  Williamsburg  meeting,  March  1964.  8.  Randall, 

L.O.;  Heise,  G.A.;  Schallek,  W.;  Bagdon,  R.E.;  Banziger,  R.; 
Boris,  A.;  Moe,  R.A.,  and  Abrams,  W.B.:  Current  Therap.  Res. 
3:405  (1961).  9.  Gluckman,  M.I.,  and  Baum,  T. : In  manuscript. 
10.  Sternbach,  L.H.,  et  a!.,  in  Gordon,  M.  (Ed.):  Medicinal 
Chemistry,  Vol.  4-1,  Psychopharmacological  Agents,  New  York, 
Academic  Press,  1964,  pgs.  137-224. 


IDAHO 


Idaho  State  Medical  Association-^  sonna  building,  Boise,  Idaho  83702 

president  Wallace  H.  Pierce,  M.D.,  Lewiston 
secretary  William  R.  Tregoning,  M.D.,  Boise 

executive  secretary  Mr.  A.  L.  Bird,  Boise 

annual  meeting  July  6-9,  1966,  Sun  Valley 

Idaho's  73rd 


True  to  form,  Idaho’s  seventy-third  annual  ses- 
sion at  Sun  Valley,  June  27-30,  was  the  most  pleasant 
of  medical  meetings.  Excellence  of  the  scientific 
program,  simpat'ia  of  the  social  events,  diligence 
of  the  delegates,  attentiveness  of  exhibitors,  help- 
fulness of  the  Sun  Valley  staff,  and  even  agreeable- 
ness of  Sun  Valley’s  weather,  all  combined  to  keep 
it  true  to  form.  It  was  a good  meeting. 

Sincerest  compliment,  however,  came  from  regi- 
strants who  recorded  their  approval  by  establishing 
a new  attendance  record.  Total  registration,  includ- 
ing 27.2  per  cent  of  the  membership,  was  325.  Idaho 
physicians  numbered  143  and  there  were  33  from 
other  areas. 

house  of  delegates 

Business  of  the  House  was  conducted  efficiently 
by  President  Groom  and  much  of  the  work  of  the 
House  was  completed  the  first  day  (Sunday)  after 
a luncheon  at  12:00  noon.  The  Holiday  Hut,  used 
for  both  sessions  of  the  House,  proved  to  be  well 
adapted  to  the  purpose.  The  building  provided 
ample  room  and  it  offered  surprisingly  good  acous- 
tics. Voices  carried  well  from  any  part  of  the  room 
and  no  electronic  augmentation  was  necessary. 

The  House  considered  some  40  reports  and  7 
resolutions.  In  a method  unique  to  Idaho,  the  gen- 
eral House  session  was  followed  by  open  hearings  of 
the  reference  committee.  Thus  the  first  afternoon 
provided  a series  of  meetings,  with  all  members  of 
the  House  participating  in  all  reference  committee 
hearings.  The  plan  has  certain  advantages  over  that 
of  simultaneous  hearings,  particularly  that  of  a 
House  well  informed  when  reports  of  reference  com- 


mittees are  presented  for  decision.  It  does  not,  of 
course,  eliminate  executive  sessions  of  reference 
committees  or  receipt  by  them  of  additional  testi- 
mony when  needed. 

election  of  officers 

Report  of  the  Nominating  Committee  was  ac- 
cepted as  submitted,  each  nominee  receiving  unani- 
mous vote.  The  following  officers  and  councilors 
will  serve  during  the  1965-1966  year: 

President,  Wallace  H.  Pierce,  Lewiston 
President-Elect,  A.  Curtis  Jones,  Boise 
Immediate  Past-President,  Corwin  E.  Groom, 
Pocatello 

Secretary-Treasurer,  William  R.  Tregoning,  Boise 
Councilor,  District  One,  John  M.  Ayers,  Moscow 
Councilor,  District  Two,  John  F.  Stecher,  Caldwell 
Councilor,  District  Three,  James  R.  Kircher, 
Burley 

Councilor,  District  Four,  O.  D.  Hoffman,  Rexburg 
Delegate  to  AMA,  Alexander  Barclay,  Jr.,  Coeur 
d’Alene 

Alternate  Delegate  to  AMA,  D.  K.  Worden, 
Lewiston 

Publications  Committee  (Trustees,  Northwest 
Medical  Publishing  Association), 

J.  B.  Marcusen,  Nampa— 1968 
M.  M.  Graves,  Pocatello— 1967 
W.  T.  Wood,  Coeur  d’Alene— 1966 

social  events 

The  Welcome  to  Sun  Valley  Party,  Sunday 
evening,  the  Trail  Creek  Party,  Monday  evening, 
and  the  Annual  Banquet,  Tuesday  evening,  filled 
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Annual  Banquet 


Top,  Left— a new  note  of  good  will,  good  humor  and  good  fun  was  introduced  by 
Richard  A.  Forney,  a very  able  and  very  pleasing  toastmaster.  Top,  Right— Dr.  Groom 
responds  to  the  standing  salute  given  him  upon  presentation  of  the  Past-President’s 
plaque.  Bottom,  Left— Mrs.  Richard  A.  Sutter,  St.  Louis,  Missouri,  President  of  the 
Woman’s  Auxiliary  to  the  American  Medical  Association,  was  introduced  by  Dr.  Forney. 
Bottom,  Right— Wallace  H.  Pierce  pledged  sincere  devotion  to  the  duties  of  office 
during  his  presidential  year. 


the  general  social  calendar.  These  are  customary 
events  in  the  most  pleasant  of  all  medical  meetings 
and,  from  year  to  year,  are  equal  in  enjoyableness 
but,  like  George  Orwell’s  animals,  some  are  more 
equal  than  others.  Typical  Idaho  friendliness  and 
companionship,  the  simpatia,  seemed  to  make  this 
year’s  parties  among  the  more  equal. 

Capacity  of  the  Lodge  dining  room  was  taxed 
by  heavy  attendance  at  the  Annual  Banquet,  an 

Northwest  Meo 


affair  made  unusually  delightful  by  the  witty  and 
entertaining  performance  turned  in  by  toastmaster 
Richard  Forney.  His  toasts,  drunk  by  himself  from 
a glass  filled  with  what  appeared  to  be  a bubble- 
less clear  liquid  that,  in  spite  of  the  champagne 
bottle  displayed  conspicuously  in  front  of  the  po- 
dium, looked  very  much  like  water,  were  a first 
order  performance. 

continued  on  page  626 
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“I  can’t  cope  any  more. . . 

I worry  about  everything. 

I don’t  sleep  well. . . 

wake  up  tired  and  irritable.  ” 


When  you  recognize  depression 
and  associated  anxiety. . . 
consider  starting  the  patient 
on  ‘DeproP 

1.  ‘Deprol’  can  help  lift  the  mood  of  the  depressed 
patient. 

2.  ‘Deprol’  usually  restores  normal  sleep  by  relieving 
the  associated  anxiety  and  tension  which  often  cause 
insomnia. 

3.  Patients  often  report  and  show  noticeable  im- 
provement within  a short  period  of  time. 

4.  In  seven  years  of  clinical  use,  side  effects  with 
‘Deprol’  at  recommended  dosage  have  been  infre- 
quent and  usually  easily  controlled. 

3.  No  incompatibility  with  other  medications  has 
been  reported  to  date.  However,  the  possibilities  of 
additive  effects  should  be  considered. 

Deprol 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 
\^/=WALLACE  LABORATORIES/Cranfurry.  N.  J.  «-*.» 


Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less  se- 
vere depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate:  Careful  supervision 
of  dose  and  amounts  prescribed  is  advised. 
Consider  possibility  of  dependence,  particularly 
in  patients  with  history  of  drug  or  alcohol  ad- 
diction; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and  op- 
eration of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of  exces- 
sive alcohol  may  possibly  be  increased  by  me- 
probamate. Grand  mal  seizures  may  be  precipi- 
tated in  persons  suffering  from  both  grand  and 
petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 
Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concentra- 
tion, and  withdrawal  reaction  (status  epilepti- 
cus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride:  Benactyzine  hydro- 
chloride, particularly  in  high  dosage,  may  pro- 
duce dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  ‘as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommo- 
dation. Other  reported  side  effects  have  in- 
cluded gastric  distress,  allergic  response,  ataxia, 
and  euphoria. 

Meprobamate:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with 
peripheral  edema  and  fever,  transient  leuko- 
penia, and  a single  case  of  fatal  bullous  derma- 
titis after  administration  of  meprobamate  and 
prednisolone  have  been  reported.  More  severe 
and  very  rare  cases  of  hypersensitivity  may  pro- 
duce fever,  chills,  fainting  spells,  angioneu- 
rotic edema,  bronchial  spasms,  hypotensive 
crises  (1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be  sympto- 
matic in  such  cases,  and  the  drug  should  not  be 
reinstituted.  Isolated  cases  of  agranulocytosis, 
thrombocytopenic  purpura,  and  a single  fatal 
instance  of  aplastic  anemia  have  been  reported, 
but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  re- 
lief. Doses  above  six  tablets  daily  are  not  rec- 
ommended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 


Left— Past-President’s  plaque  is  presented  to  Corwin  E.  Groom.  Right— The  gavel  passed 
from  retiring  President  Groom  to  incoming  President  Pierce. 


continued  from  page  623 

In  somewhat  more  serious  vein,  the  Past  Presi- 
dent’s plaque  was  presented  to  retiring  President 
Groom  and  the  gavel,  symbolic  of  authority,  was 
presented  to  incoming  President  Pierce.  Both  re- 
sponded briefly  but  with  obvious  sincerity. 

Dr.  Groom  announced  that  the  Association’s  Dis- 
tinguished Service  Award  would  be  presented  to 
Samuel  M.  Poindexter  for  “Outstanding  and  meri- 
torious service  to  organized  medicine  as  a member 
and  chairman  of  the  Idaho  State  Board  of  Medi- 
cine, 1943-1965.” 

He  also  reported  that  the  Fifty  Year  Certificate 
had  been  earned  by  William  F.  Passer,  of  Twin 
Falls.  Dr.  Passer  graduated  from  George  Washing- 
ton School  of  Medicine,  Washington,  D.C.,  in  1915, 
and  has  practiced  in  Twin  Falls  since  1919. 

featured  speaker 

General  E.  B.  LeBailey,  the  very  personable  Di- 
rector of  Information  for  the  Air  Force,  a native 
of  Idaho,  gave  a fact  filled  and  interesting  resume 
of  Air  Force  activity  and  capability,  as  the  con- 
cluding event  of  the  meeting.  He  emphasized  the 
role  of  air  power  in  prevention  of  war  and  explained 
the  global  reach  of  modern  equipment.  Potential  of 
the  Air  Force  was  portrayed  graphically  by  diagrams 
showing  distances  and  times.  His  lecture  was  con- 
cerned mostly  with  current  activity  and  with  actual 
records  achieved  but,  in  discussion  of  future  de- 
velopments, he  indicated  that  research  would  soon 
make  today’s  remarkable  planes  and  rockets  obsolete. 

scientific  program 

Excellence  of  previous  scientific  programs  at 
Idaho  meetings  makes  comparisons  difficult  but 


few  have  been  better  than  the  one  prepared  by  the 
program  committee  led  by  J.  Douglas  Davis.  Idaho 
meetings  are  postgraduate  educational  sessions  with 
all  lectures  given  by  guest  speakers,  a plan  insti- 
tuted in  1935  when  the  late  Roy  Scott,  of  Twin 
Falls,  was  president  of  the  Association  and  the  late 
A.  C.  Jones,  of  Boise,  was  chairman  of  the  program 
committee. 

Value  of  the  lectures  was  enhanced  by  abstracts 
prepared  in  advance  and  made  available  at  the  time 
of  the  meeting.  Some  of  these  follow. 


Hepatic  encephalopathy:  basic  mechanisms,  rec- 
ognition and  treatment.  The  discussion  emphasized 
the  role  of  the  portal  collateral  circulation  and  de- 
gradation of  protein  in  the  colon,  especially  follow- 
ing upper  gastrointestinal  bleeding.  The  significance 

of  ammonia  and  other 
substances,  such  as  am- 
ines or  mercaptans,  thus 
derived,  in  the  produc- 
tion of  encephalopathy 
were  considered  in  rela- 
tion to  other  factors  such 
as  respiratory  alkalosis 
and  sedatives.  Other  fac- 
tors in  the  precipitation 
of  encephalopathy,  espe- 
cially diuretics  and  seda- 
tives, received  attention. 
In  considering  treatment 
emphasis  was  placed  up- 
on rapid  removal  of  pro- 
tein and  its  products 
from  the  intestine,  sup- 
pression of  the  bacterial 


CECIL  J.  WATSON,  M.D. 


flora  of  the  colon  and  also  upon  methods  of  lower- 
ing blood  ammonia. 

Problems  of  jaundice.  Some  basic  and  practical 
considerations  in  diagnosis.  This  included  a brief 
discussion  of  the  pathologic  physiology  and  classi- 
fication of  jaundice.  A basic  classification,  as  first 
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proposed  by  Arnold  Rich,  now  adapted  to  modern 
knowledge  of  the  conjugation  of  bilirubin,  was  sub- 
divided further  on  a clinical  basis.  Features  of  major 
significance  to  the  diagnosis  in  the  history  and 
physical  findings  were  correlated  and  considered  in 
relation  to  the  more  important  laboratory  methods. 
Of  these,  primary  attention  was  given  to  the  im- 
portance of  the  fractional  serum  bilirubin,  especially 
the  ranges  of  the  bilirubin  ratio  of  significance  in 
diagnosis.  This  was  followed  by  discussion  of  a rela- 
tively few  procedures  such  as  the  urine  bilirubin 
and  urobilinogen,  the  cephalin  flocculation  and 
thymol  turbidity  tests,  and  certain  of  the  serum 
enzymes. 

Acute  porphyria.  Clinical  variations,  diagnosis  and 
treatment.  Varying  clinical  pictures,  all  of  which 
are  believed  to  be  based  on  nervous  system  affection, 
either  central,  peripheral  or  autonomic,  were  con- 
sidered. The  great  significance  of  the  urinary  por- 
phobilinogen test  and  some  important  points  in 
avoidance  of  false  positive  as  well  as  false  negative 
reactions  were  discussed.  The  adverse  effect  of  a 
number  of  chemicals  and  the  partially  beneficial 
effect  of  some  others  were  considered.  The  possible 
effects  of  diet  and  glucose  were  also  mentioned. 
The  prognosis  in  acute  porphyria  is  much  better 
than  formerly  believed. 


Expected  behavior  in  young  children.  While  no 
two  children  are  exactly  alike,  nevertheless  all,  in 
their  maturational  sequences  from  birth  to  adult 

life,  pass  through  patterns  of  behavior  that  are 
normal  and  expected  for  differing  age  periods.  This 

is  well  understood  by 
parents  and  physicians 
alike  as  it  applies  to 
physical  and  intellectual 
growth  but  is  not  so  well 
understood  in  the  areas 
of  emotional  and  social 
growth. 

Physicians  can  perform 
an  important  service  for 
parents  of  children  by 
anticipating  for  them 
and  interpreting  to  them 
expected  normal  behavi- 
or. Not  only  can  parents 
derive  more  satisfaction 
in  the  every  day  living 
lee  forrest  hill,  m.d.  with  their  children,  but 

even  more  important, 
parent-child  conflicts  that  may  lead  to  serious  emo- 
tional disturbances  later  can  be  avoided. 

Examples  of  these  patterns  of  expected  behavior 
in  the  first  few  years  of  life  were  cited.  Included 
were  the  so-called  “three  months  colic,”  thumb 

sucking,  fear  of  strangers,  body  curiosity,  the  “eat- 
ing problem”  after  the  first  year,  temper  tantrums, 
training,  and  body  curiosity  in  the  opposite  sex. 

Challenge  of  jaundice  in  pediatric  practice.  Jaun- 
dice in  the  newborn  and  young  infant  is  of  common 
occurrence.  Its  etiology  may  offer  no  diagnostic  dif- 
ficulty and  management  may  be  clearly  indicated. 
On  the  other  hand,  an  extensive  diagnostic  work- 
up may  be  necessary  to  establish  the  cause,  and 
therapy  may  be  complicated.  In  addition,  hyperbil- 
irubinemia of  the  indirect  variety,  whether  from 
non-hemolytic  or  hemolytic  causes  with  its  ever 
present  risk  of  brain  damage  from  kernicterus,  may 


necessitate  careful  consideration  of  whether  to  do 
or  not  to  do  an  exchange  transfusion. 

A brief  review  of  the  causes  of  jaundice  in  young 
infants  was  presented  and  from  the  list  a few  of  the 
items  most  commonly  troublesome  to  the  physician 
in  his  practice  were  selected  for  more  detailed  dis- 
cussion. These  included  hyperbilirubinemia  resulting 
from  temporary  deficiency  of  glucuronyl  transferase 
in  full-term  and  premature  infants,  hyperbilirubine- 
mia from  breast  milk,  sepsis,  and  differentiation  of 
neo-natal  hepatitis  from  biliary  atresia. 

Febrile  convulsion.  The  non-febrile  convulsion 
always  requires  an  exhaustive  investigation  in  an 
attempt  to  establish  a cause,  and  prolonged  anti- 
convulsant therapy,  beginning  with  the  first  episode, 
should  be  instituted  and  maintained  for  at  least  four 
years  after  the  last  seizure. 

There  is  controversy,  however,  about  the  extent 
of  the  investigation  the  physician  should  carry  out 
in  the  febrile  convulsion  and  whether  prolonged 
anti-convulsive  therapy  is  necessary.  It  has  been 
maintained  by  some  excellent  authorities  that  a 
spinal  tap  should  always  be  done  on  the  child  with 
a febrile  convulsion  and  that  anti-convulsant  drugs 
should  be  given  daily  for  several  years.  Others  ques- 
tion the  need  for  a spinal  tap  in  the  short  single 
seizure  at  the  beginning  of  the  febrile  episode,  and 
would  limit  it  to  prolonged  or  repeated  febrile 
seizures. 


Athletic  injuries  to  the  ankle.  Inversion  injuries 
to  the  ankle  are  of  common  occurrence.  They  tend 
to  occur  as  the  weight-bearing  foot  passes  from  mid- 
support to  its  extended  position  in  take;off.  Pre- 

vention is  based  on  the 
development  of  adequate 
muscle  strength  through 
a planned  exercise  pro- 
gram and  through  ade- 
quate strapping.  Injuries 
to  the  lateral  ligaments 

of  the  ankle  vary  from 

simple  sprain  to  com- 
plete ligament  tears  with 
subluxation  of  the  ankle. 
In  considering  diagnosis, 
strains  and  avulsion  frac- 
tures of  the  peroneal  and 
long  extensor  muscles, 
transchondral  fractures 
of  the  talus,  and  injuries 
donald  b.  slocum,  m.d.  to  jhe  talocalcaneal  and 

mid-tarsal  joints  must  be 
considered.  Complications  include  stiffness,  tenosy- 
novitis, connective  tissue  impingement,  chronic  in- 
stability due  to  muscle  of  ligamentous  injury  and 
post  traumatic  arthritis. 


Ligamentous  injuries  to  the  knee.  Major  ligamen- 
tous injuries  of  the  knee  are  of  frequent  occurrence. 
Complete  ruptures  with  marked  instability  are  sel- 
dom a diagnostic  problem.  On  the  other  hand,  par- 
tial ligamentous  tears  will  often  pass  unrecognized. 
It  is  the  purpose  of  this  paper  to  demonstrate  the 
pathology  of  a variety  of  combinations  of  such 
injuries  as  seen  at  surgery  and  to  correlate  the  mech- 
anics of  injury  with  the  lesions  found.  With  a proper 
foundation  in  anatomy,  it  is  often  possible  to  pre- 
dict the  nature  of  the  lesion  from  the  knowledge 
gained  through  an  exacting  history.  The  principles 
of  physical  examination  are  presented.  Once  diag- 
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nosed,  lesions  should  be  repaired  early,  for  late 
repair  is  seldom  satisfactory  in  that  it  usually  pro- 
vides only  for  improvement  and  not  for  the  full 
restoration  of  function.  After  care  demands  an  exact- 
ing program  of  rehabilitation  designed  to  protect 
the  healing  ligaments  and  to  strengthen  the  suppor- 
tive muscles  about  the  knee. 

Internal  derangements  of  the  knee.  The  modern 
concept  of  internal  derangements  of  the  knee  takes 
into  consideration  not  only  active  meniscal  damage 
but  the  associated  injuries  to  ligamentous  structures, 
particularly  the  capsular  ligaments  of  the  knee.  The 
mechanism  of  injury  and  differential  diagnosis  is 
discussed. 

The  differentiation  between  primary  meniscal 
injury  and  late  secondary  tears  is  described.  The 
timing  and  effect  of  meniscal  excision  is  presented. 
Sequellae  of  failure  to  remove  the  meniscus  and  of 
its  removal  are  outlined. 


Definitions.  To  define  prematurity  by  weight 
alone  involves  risks  in  treatment.  Specificity  of  nurs- 
ing care,  the  method  and  amount  of  feeding  and 
time  of  dismissal  are  dependent  upon  the  maturity 
of  the  infant. 

A premature  infant  at 
birth  weighs  2500  gm  (5 
lb.  8 oz.)  or  less  and  has 
evidence  of  life  after 
complete  birth.  Such  in- 
fants can  weigh  less  than 
500  gm  (1  lb.  2 oz. ), 
although  survival  cannot 
be  expected.  An  imma- 
ture infant  weighs  under 
1501  gm  (3  lb.  5 oz. ). 
A pseudo-premature  in- 
fant is  one  which  is  38 
weeks  or  more  of  age 
but  is  premature  by 
weight.  Up  to  one-third 
of  premature  infants 
must  be  included  in  this 
category.  A runted  pre- 
mature infant  is  one  weighing  at  least  20  per  cent 
less  than  an  average  fetus  of  the  same  gestational  age. 
A dvsmature  infant  is  one  which  appears  to  be  mal- 
nourished. It  has  a dry  and  scaly  skin  and  a paucity 
of  subcutaneous  tissue.  Infants  in  the  above  three 
categories  may  be  small  by  reasons  of  racial  or  ge- 
netic background,  developmental  insult,  maternal  di- 
sease or  placental  dysfunction.  They  are  likely  to 
have  an  increased  desire  and  need  for  food.  A 
pseudo-mature  infant  is  one  weighing  over  2500  gm 
at  birth  whose  gestational  age  is  less  than  37  weeks. 
This  designation  includes  infants  of  diabetic  and 
prediabetic  mothers  and  overnourished  babies  of 
obese  women. 

One  hundred  Shirodkar  operations:  lessonslearned. 
Vaginal  cervical  cerclage  for  the  prevention  of 
recurrent  midtrimester  abortion  may  be  either,  1.— 
a temporary  closure  (planned  for  that  specific  preg- 
nancy) or,  2.— a permanent  correction  of  cervical  in- 
competence done  during  gestation.  Although  there 
are  numerous  candidates  for  the  temporary  variety, 
I am  convinced  that  an  attempt  at  permanent  closure 
is  often  indicated.  Most  patients  are  desirous  of  hav- 
ing more  than  one  child  after  a long  succession  of 
disastrous  pregnancies  terminating  in  miscarriage, 
even  though  successive  cesarean  sections  may  be 
necessary. 


In  certain  cases,  a congenitally  short  cervix,  one 
badly  scarred  by  previous  surgery  or  infection  and 
where  there  are  deep  forniceal  lacerations,  a temp- 
orary, much  less  a permanent,  closure  by  the  vaginal 
approach  is  often  impossible.  In  such  instances,  ab- 
dominal cerclage  of  the  permanent  type  may  be 
chosen.  The  main  consideration  is  difficulties  en- 
countered in  the  so-called  permanent  closure  type 
cerclage  done  from  below  or  above. 

In  an  analysis  of  over  100  patients  with  cervical 
incompetency  during  pregnancy  whose  surgical 
treatment  was  either  personally  supervised  or  accom- 
plished by  my  co-worker,  Raphael  B.  Durfee  or  my- 
self, four  principal  problems  or  complications  were 
observed: 

1. — Miscarriage,  (a.)  Poor  selection  of  cases.  Pa- 
tients in  the  first  trimester  of  pregnancy,  those  who 
had  experienced  pain  or  bleeding  or  both  of  a per- 
sistent type,  individuals  with  moderate  or  marked 
cervical  effacement  or  greater  than  3 cm  plus  cervi- 
cal dilatation  or  both  were  invariably  doomed  to  a 
midtrimester  abortion  despite  operation,  (b.)  Acci- 
dental rupture  of  the  membranes,  undue  manipulation 
at  surgery,  hemorrhage  and  reduced  circulation  to  the 
area  have  led  to  completion  of  threatened  abortion. 

2. — Laceration,  amputation  of  cervix:  when  the 
cerclage  is  tied  too  tightly,  when  the  strand  is  of  too 
narrow  gauge  or  is  twisted,  when  there  is  a congeni- 
tally short  cervix  and  considerable  effacement,  the 
fixed  ligature  about  the  cervix  often  cuts  into  or 
even  through  the  cervix. 

3. — Slippage  of  ligature:  a tendency  for  the  cer- 
clage to  drift  downward  as  effacement  accompany- 
ing the  development  of  lower  uterine  segment  is 
common.  Despite  customary  fixation  of  the  cerclage 
high  on  the  cervix,  the  cerclage  may  dissect  its  way 
down  the  cervix,  even  to  the  portio,  during  the  third 
trimester. 

4. — Dissolution,  infection,  protrusion  and  local 
granuloma  formation:  the  use  of  absorbable  suture 
material  such  as  coarse  or  ribbon  catgut,  kangaroo 
tendon  and  even  homologous  fascia  or  skin  may  be 
associated  with  early  dissolution  of  the  cerclage.  In- 
fection may  or  may  not  be  a part  of  the  process 
which  then  leads  to  opening  of  the  cervix  and  loss 
of  the  pregnancy  and  maternal  morbidity,  mortality'. 
When  the  cerclage  is  placed  too  close  to  the  surface 
or  when  the  tie  is  anterior  or  abnormally'  bunched 
or  both,  protrusion  and  local  inflammation  often  de- 
velop with  the  formation  of  a persistent  granuloma 
and  sinus  formation  which  may  necessitate  the  re- 
moval of  part  or  all  of  the  circlet. 

5. — Where  deep  lacerations  of  the  cervix  prevent 
burying  of  the  cerclage,  infection  occurs  and  fixation 
of  die  cerclage  is  generally'  impossible  when  the  op- 
eration is  done  from  below;  abortion  follows. 

The  obstetricians  responsibility  in  premature 
birth.  Early'  delivery  contributes  more  to  the  loss  of 
human  resources  than  any'  disorder,  save  old  age. 
The  perinatal  death  rate  of  the  premature  is  40 
times  that  of  the  term  infant.  However,  more  than 
three-fourths  of  the  infants  who  die  in  the  neonatal 
period  and  two-thirds  of  the  stillborn  fetuses  weigh 
less  than  2500  gm  (5  lb.  8 oz. ) at  birth.  In  surviv- 
ing infants,  neurological  and  developmental  abnor- 
malities occur  much  more  frequently  than  in  larger 
infants.  Cerebral  palsy  occurs  20  times  more  fre- 
quently in  the  smallest  infants  and  2 times  more  fre- 
quently in  2000  to  2500  gm  infants  than  in  controls. 

continued  on  page  630 
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pain 

and 

swelling 
of  hemorrhoids 

effectively  relieved 

with  NEW  formula 

PNS* 

suppositories 


Each  suppository  contains: 

Pontocaine®  (brand  of  tetracaine)  HCI  . . . 10  mg. 

Neo-Synephrine®  (brand  of  phenylephrine)  HCI  5 mg. 

Superinone®  (brand  of  tyloxapol) 25  mg. 

Bismuth  subcarbonate 100  mg. 


PNS  Suppositories  contain  Pontocaine  (tetracaine  — 
Winthrop)  for  long-acting,  nonirritating  anesthesia, 
Neo-Synephrine  (phenylephrine  - Winthrop)  for 
dependable  decongestion,  bismuth  subcarbonate  for 
protective  coating  of  ulcerations  and  Superinone 
(tyloxapol  - Winthrop)  for  its  spreading  effect. 


Tolerance:  PNS  Suppositories  are  generally 
very  well  tolerated.  Slight  burning,  lasting 
a minute  or  two,  has  occurred  in  a few  instances. 
However,  should  evidence  of  sensitivity  appear, 
use  of  the  suppository  should  be  discontinued. 

Directions:  Insert  1 suppository  rectally  after 
each  bowel  movement  and  on  retiring. 

How  Supplied:  Boxes  of  12. 


W/nfhrop 

Winthrop  Laboratories 
New  York,  N.  Y. 
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continued  from  page  628 

It  is  possible  to  determine  the  probable  cause  for 
premature  or  immature  birth  in  only  about  40  per 
cent  of  the  cases.  However,  most  of  these  relate  to 
iatrogenic  material  or  fetal  factors.  Fortunately 
many  of  these  are  treatable  or  remedial  problems. 

The  physician  has  a paradoxical  obligation  to 
those  unborn.  In  some  instances,  he  must  strive  to 
prevent  premature  deliver}'  by  extending  the  intrau- 
terine life  of  the  fetus  so  it  will  live.  In  other  cases, 
the  doctor  must  deliver  the  fetus  prematurely  so  it 
will  not  die. 

We  must  reduce  the  obstetric  and  neonatal  (pe- 
diatric) hazards  to  the  premature  and  immature 
infant.  Earlier,  accurate  detections  of  maternal  ab- 
normalities; prompter  definitive  therapy;  less  trauma, 
narcosis  and  asphyxia  during  labor  and  delivery 
and  more  intelligent  postnatal  care  will  further  im- 
prove the  quality  of  our  future  citizens. 

Premature  rupture  of  the  membrane— prompt  par- 
turition or  procrastination?  Rupture  of  the  membrane 
exposes  the  mother  and  fetus  to  the  likelihood  of 
infection.  A study  of  the  fate  of  the  offspring  after 
membrane  rupture  was  accomplished  to  assay  the 
actual  risks  involved.  The  records  of  17,237  patients 
enrolled  in  the  NIH  Collaborative  Project  revealed 
that  9,868  gravidas  had  spontaneous  and  7,369  had 
artificial  rupture  of  the  membranes.  Instances  of 
multiple  pregnancy  were  excluded. 

Whatever  the  cause  for  rupture  of  membranes, 
the  incidence  and  severity  of  infection  increases  di- 
rectly with  the  time  after  initial  loss  of  fluid.  The 
lag-time  from  the  rupture  of  membranes  to  the  onset 
of  labor  decreases  as  term  is  approached.  When  the 
birth  weight  of  the  neonate  is  related  to  a definite 
infection,  a much  greater  incidence  of  sepsis  involves 
offspring  in  the  lower  weight  groups.  Perinatal  mor- 
tality increases  steadily  with  the  passage  of  time  fol- 
lowing breech  of  the  membranes.  Unfortunately, 
administration  of  antibiotics  will  neither  prevent  nor 
adequately  treat  intrauterine  infection.  In  general, 
the  risk  of  prematurity  outweighs  the  hazards  of  in- 
fection. Certainly,  the  combination  of  infection 
superimposed  upon  prematurity  is  even  worse. 

As  a consequence  of  this  study,  we  believe  that  it 
is  logical  to  terminate  pregnancy  within  a reasonable 
time  after  the  rupture  of  membranes.  It  is  our  cur- 
rent policy  to  induce  labor  if  contractions  have  not 
begun  after  12-18  hours  following  definite  leakage 
of  fluid  in  immature  and  premature  gestations.  If 
vaginal  delivery  does  not  seem  likely,  we  are  re- 
sorting to  cesarean  section,  assuming  a viable  fetus 
(more  than  four  pounds). 


Therapy  for  urinary  trad  infections  in  children. 
The  diagnosis  of  infection  in  the  child  is  most  im- 
portant. Random  urine  samples,  and  those  collected 
without  careful  preparation  and  cleansing  of  the 
genitalia  are  unsuitable  for  culture.  The  main  reason 
for  this  is  that  a high  bacterial  count  in  the  urine 
(more  than  100,000  colonies  per  cc)  in  patients 
with  infection  depends  on  incubation  time  in  the 
bladder.  Thus,  children  with  frequency  and  small 
bladder  capacities  may  not  exhibit  high  counts,  and 
the  urine  must  therefore  be  collected  in  a manner 
that  is  reliable— a specimen  in  which  the  presence 
of  any  bacteria  indicates  infection.  Reliable  clean 
catch  urine  can  be  obtained  from  boys  of  any  age, 
and  toilet  trained  girls.  Female  infants  must  usually 
be  catheterized  to  obtain  uncontaminated  specimens. 


A voiding  cystourethrogram  can  often  be  done 
when  the  specimen  is  obtained. 

Patients  with  systemic  signs  of  infection  (fever, 
tachycardia,  etc.)  are  treated  with  an  antibiotic  be- 
fore culture  reports  are  available.  The  medication 
is  changed  secondary  to  disc  sensitivity  results  if  the 
patient  is  not  clinically  improved  within  48  hours. 
Therapy  is  continued  for  two  weeks  in  all  patients. 
This  is  as  effective  as  a six  week  course  of  therapy. 
If  an  obstruction  is  found,  it  is  of  course  corrected. 
If  no  demonstrable  reflux  is  present  and  no  obstruc- 
tion is  found,  the  patient  may  be  treated  with  long- 
term chemotherapeutic  agents— those  which  are  un- 
likely to  cause  serious  systemic  disorders.  Long- 
term therapy  is  especially  effective  in  patients  with 
a long  history  of  recurrent  infection  or  frequent  re- 
infections. 

Bladder  outflow  obstruction  and  vesicoureteral 
reflux  . Children  with  these  conditions  usually  pre- 
sent with  urinary  tract  infection.  It  is  our  practice  to 
evaluate  boys  with  their  first  infection;  girls  with 
recurrent  or  persistent  infections.  Evaluation  in- 
cludes urine  culture, 
voiding  cystourethro- 
gram, cystoscopy,  and 
tion,  inti'a venous  pyelo- 
gram,  cystoscopy,  and 
measurement  of  intra- 
vesical pressure  or  urine 
flow  rate. 

The  cystourethrogram 
establishes  the  diagnosis 
of  reflux,  urethral  valve, 
or  bladder  neck  abnor- 
mality. It  is  unreliable  in 
the  detection  of  distal 
urethral  obstruction;  con- 
sequently urethral  cali- 
bration must  always  be 

LOWELL  r.  king,  M.D.  done  in  girls-  Urethras 
below  14  French  in  cali- 
bre are  unusual  in  normal  girls,  and  rupture  of  this 
small  ring  by  a sound  usually  results  in  cure  of  in- 
fection. If  the  cause  of  infection  is  not  apparent  or 
if  reflux  is  present,  cystoscopy  is  carried  out.  This 
allows  further  evaluation  of  the  urethra  and  the 
cause  of  reflux  may  be  determined.  Common  causes 
of  reflux  are: 

1.— Paraureteral  diverticulum.  These  may  be 
caused  by  obstruction,  or  may  be  due  to  congenital 
weakening  of  the  bladder  wall.  2.— Incomplete  for- 
mation of  the  intravesical  ureter.  3.— No  anatomical 
abnormality.  Reflux  due  to  infection.  4.— Ureteral 
opening  in  abnormal  location  in  the  bladder.  5.— 
Neurogenic  bladder.  Treatment  of  reflux  in  specific 
patients  depends  upon  the  etiology  in  each  patient. 

Selection  of  patients  for  urinary  diversion.  Patients 
requiring  urinary  diversion  can  be  separated  into  two 
categories:  those  diverted  to  preserve  kidney  func- 
tion, and  those  diverted  with  the  primary  intention 
of  allowing  collection  of  the  urine  and  alleviating 
incontinence. 

In  each  group,  the  selection  of  the  type  of  diver- 
sion to  be  utilized  is  of  importance.  In  the  latter 
group,  mainly  patients  with  neurogenic  bladder  dys- 
function, the  bladder  must  be  carefully  evaluated  to 
see  whether  there  is  any  way  of  improving  or  cur- 
ing incontinence  without  by-passing  the  bladder. 
These  studies  include  determinations  of  residual 
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urine,  cystography  and  fluoroscopic  observation  of 
voiding  cystometric  studies,  trial  of  timed  voiding 
with  and  without  the  Crede  maneuver,  and  temp- 
orary pudendal  nerve  block. 

In  selecting  the  type  urinaiy  diversion  to  be  per- 
formed, certain  general  rules  should  be  followed: 
1.— Patients  with  flaccid  (neurogenic)  bladders  do 
poorly  with  cutaneous  vesicostomy.  2.— Patients  with 
ureters  of  normal  calibre  often  develop  hydroneph- 


rosis after  cutaneous  ureterostomy,  whereas  dilated, 
thick  walled  ureters  tend  to  do  relatively  well  when 
brought  to  the  skin.  3.— Only  ureters  of  normal 
calibre  should  be  used  in  ureterosigmoidostomy;  di- 
lated ureters  quite  regularly  reflux  and  the  damaged 
ureter  (and  kidney)  gets  worse.  4.— Grossly  dilated 
and  adynamic  ureters  tend  to  worsen  when  implant- 
ed into  an  ileal  conduit.  If  the  ureters  are  badly 
damaged,  a high  ileal  conduit  (pyeloileocutaneous 
anastomosis)  should  be  utilized. 


Officers  of  the  Idaho  State  Medical  Association  elected 
during  the  73rd  Annual  Meeting  in  Sun  Valley,  June  27-30 
include:  (1.  to  r.)  A.  Curtis  Jones,  Boise,  President-Elect; 
Corwin  E.  Groom,  Pocatello,  Immediate  Past-President; 
Wallace  H.  Pierce,  Lewiston,  President;  and  William  R. 
Tregoning,  Boise,  Secretary-Treasurer. 


State  Board  of  Medicine  Section 

Two  physicians  obtained  temporary  licenses  in 
June.  They  were: 

Richard  J.  Giever,  Weiser.  Graduate  Creighton 
University  School  of  Medicine,  Omaha,  Nebraska, 
1953.  Internship  Saint  Catherine’s  Hospital,  Omaha, 
Nebraska,  1954.  Granted  TL-338,  June  15,  1965. 
General  Practice. 

Jonathan  H.  Daines,  Montpelier.  Graduate  George 
Washington  University  School  of  Medicine,  Wash- 
ington, D.C.,  1964.  Internship  William  H.  Groves, 
Latter-Day-Saints  Hospital,  Salt  Lake  City,  1965. 
Granted  TL-339,  June  30,  1965.  General  Practice. 

Nineteen  physicians  were  granted  licenses  to  prac- 
tice medicine  and  surgery  in  Idaho  during  the  July 
meeting  of  the  State  Board  of  Medicine  in  Boise. 

John  E.  Comstock,  Pocatello,  is  the  newly  elected 
chairman,  succeeding  S.  M.  Poindexter,  Boise,  who 
resigned  from  the  board  after  serving  since  1943 


Officers  for  the  Woman’s  Auxiliary  to  the  Idaho  State 
Medical  Association  for  1965-1966  include:  (1.  to  r.)  Mrs. 
William  R.  Tregoning,  Boise,  President-Elect;  Mrs.  Otto 
M.  Husted,  Coeur  d’Alene,  President;  Mrs.  Dennis  L. 
Wight,  Pocatello,  Secretary;  and  Mrs.  Dauchy  Migel, 
Idaho  Falls,  First  Vice-President. 


as  chairman.  Charles  A.  Terhune,  Burley,  was  named 
vice-chairman. 

Four  physicians  who  had  been  granted  temporary 
licenses  since  the  January  meeting  of  the  board, 
were  granted  permanent  licenses:  Mary  L.  Smith, 
psychiatry,  Idaho  Falls;  Richard  C.  Gilmore,  psy- 
chiatry, Idaho  Falls;  Richard  J.  Giever,  general 
practice,  Weiser,  and  Jonathan  H.  Daines,  general 
practice,  Montpelier. 

Granted  licenses  on  the  basis  of  endorsement  by 
other  states  were:  Loren  D.  Blickenstaff,  orthope- 
dics, Nampa;  Roger  W.  Boe,  pediatrics,  Pocatello; 
Richard  G.  Call,  anesthesiology,  Idaho  Falls;  Rich- 
ard H.  Egglestan,  general  practice,  Spirit  Lake; 
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Shown  at  a semi-annual  meeting  in  Boise  are  members  of  the  Idaho  State  Board  of  Medicine 
and  the  Physical  Therapy  Advisory  Committee.  Attending  were,  seated,  from  left.  Mary  G.  Yost, 
R.P.T.  (Registered  Physical  Therapist),  Twin  Falls;  John  E.  Comstock,  M.D.,  Pocatello,  Chairman, 
State  Board  of  Medicine,  and  J.  Perry  Silver,  Jr.,  R.P.T. , Boise,  Chairman,  Physical  Therapy 
Advisory  Committee.  Standing,  from  left,  Charles  A.  Terhune,  M.D.,  Burley,  Vice-Chairman, 
State  Board  of  Medicine;  Orland  B.  Scott,  M.D.,  Kellogg;  Douglas  S.  Raymond,  R.P.T.,  Idaho 
Falls;  Robert  E.  Lloyd.  M.D.,  Boise;  Charles  E.  Kerrick,  M.D.,  Caldwell,  and  James  S.  Newton, 
M.D.,  Lewiston. 


John  P.  Herman,  general  practice,  Bonners  Ferry; 
John  R.  Marks,  public  health,  Boise;  Darphus  L. 
Omeron,  general  practice,  Boise;  Harold  S.  Tan- 
nenholz,  dermatology,  Pocatello;  Richard  C.  Trover, 
internal  medicine,  Nampa;  James  H.  Walker,  plastic 
surgery>Idaho  Falls;  David  K.  Ricks,  anesthesiology, 
Boise;  Thornes  R.  McDonnell,  general  practice. 


Weiser;  Robert  L.  Bonsanti,  Warrenton,  Oregon,  and 
Joseph  M.  Hughes,  Kennewick,  Washington. 

Harold  J.  Kosaskv,  Anchorage,  Kentucky,  passed 
the  written  examination  for  licensure  in  Idaho. 

One  physical  therapist,  Mrs.  Ann  M.  North,  Idaho 
Falls,  was  granted  permanent  registration. 


OBITUARY 

dr.  frank  a.  schmitz,  80,  Weiser,  died  July  7. 
Dr.  Schmitz  was  horn  on  March  17,  1885  in  Maple- 
ton,  Kansas,  and  received  his  medical  education  at 
Barnes  Medical  College,  St.  Louis,  Missouri,  receiv- 
ing his  medical  degree  on  May  18,  1909. 

He  was  granted  License  So.  525  to  practice  medi- 
cine and  surgery  in  Idaho  on  September  24,  1909 
and  practiced  with  his  father,  Dr.  C.  E.  Schmitz  in 
Cambridge,  Idaho.  He  later  practiced  in  Midvale  and 
in  1923  opened  his  office  in  Weiser. 

Dr.  Schmitz  was  a retired  member  of  the  South- 
western Idaho  District  Medical  Society,  the  Idaho 


State  Medical  Association  and  the  American  Medical 
Association. 

dr.  floyd  g.  wendle  of  Sandpoint  died  June  4. 
He  was  83.  He  graduated  from  Chicago  Homeo- 
pathic Medical  College  in  1904;  he  practiced  in 
Chicago  and  Illinois  until  1917  when  he  moved  to 
Hope.  In  1918  he  moved  to  Sandpoint  where  he 
established  his  practice  and  residence.  He  was  past 
president  of  State  Board  of  Health,  State  Board  of 
Medical  Examiners,  and  Bonner-Boundary  Medical 
Society.  Dr.  Wendle  was  a member  of  the  Board 
of  Trustees  of  Northwest  Medical  Publishing  Associ- 
ation from  1922-1925. 
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Officers,  Councilors  and  Committees 


President:  Wallace  H.  Pierce,  307  St.  John’s  Way, 
Lewiston.  Telephone  743-4221 
Past-President:  Corwin  E.  Groom,  1505  East  Cen- 
ter, Pocatello.  Telephone  233-2709 
President-Elect:  A.  Curtis  Jones,  518  Eastman 
Bldg.,  Boise.  Telephone  344-2509 
Secretary-Treasurer:  William  R.  Tregoning,  2121 
College  Blvd.,  Boise.  Telephone  344-8318 
Councilor,  District  No.  1:  John  M.  Ayers,  Profes- 
sional Bldg.,  Moscow.  Telephone  882-1345 
Councilor,  District  No.  2:  John  F.  Stecher,  1819 
Ellis  Ave.,  Caldwell.  Telephone  459-3621 
Councilor,  District  No.  3:  James  R.  Kircher,  Snow 
Building,  Burley.  Telephone  678-2283 
Councilor,  District  No.  4:  O.  D.  Hoffman,  38  Col- 
lege Blvd.,  Rexburg.  Telephone  356-5881 
Delegate  to  the  A.M.A.:  Alexander  Barclay,  315 
W.  Garden,  Coeur  d’Alene.  Telephone  664-2103 
Alternate  Delegate  to  the  A.M.A.:  Donald  K.  Wor- 
den, 307  St.  John’s  Way,  Lewiston.  Telephone 
743-5171 

Publications  Committee,  Trustes  to  Northwest 
Medicine:  J.  B.  Marcusen,  Nampa,  1968;  William 
T.  Wood,  Coeur  d’Alene,  1966;  Melvin  M. 
Graves,  Pocatello,  1967. 

Executive  Secretary;  Mr.  Armand  L.  Bird,  360 
Sonna  Building,  Boise.  Telephone  344-7888 


STANDING  COMMITTEES 


Program 

Term  Expires 

John  E.  Braddock,  Lewiston,  Chairman 
Richard  A.  Forney,  Boise  1967 

Roy  O.  Shaub,  Twin  Falls  1968 

John  R.  McMahon,  Pocatello  1969 


Mediations  & Public  Relations 

Manley  B.  Shaw,  Boise,  Chairman  1967 


John  W.  Armstrong,  Lewiston  1966 

Bernard  A.  Bodmer,  Gooding  1966 

Lloyd  S.  Call,  Pocatello  1967 

Lawrence  H.  Mason,  Boise  1968 

John  R.  Moritz,  Sun  Valley  1968 


Constitution  and  By-Laws 

V.  Ellis  Knight,  Kimberly,  Chairman  1966 


Elizabeth  L.  Munn,  Caldwell  1967 

Fred  E.  Wallber,  Idaho  Falls  1968 


Industrial  Medical 

James  J.  Coughlin,  Boise,  Chairman  1969 

Richard  P.  Sutton,  Burley  1966 

Russell  Tigert,  Jr.,  Soda  Springs  1967 

David  W.  Heusinkveld,  Lewiston  1968 

Leland  K.  Krantz,  Idaho  Falls  1970 


Medical  Benevolent 

Paul  B.  Heuston,  Twin  Falls,  Chairman  1968 
E.  V.  Simison,  Pocatello  1966 

Verne  J.  Reynolds,  Boise  1967 

Robert  E.  Staley,  Kellogg  1969 

William  R.  Tregoning,  Boise,  Secretary- 
Treasurer,  Idaho  State  Medical 
Association 


SPECIAL  COMMITTEES 


Rocky  Mountain  Medical  Conference 

Roy  O.  Shaub,  Twin  Falls,  Chairman,  1966 


Max  F.  Bell,  Boise  1967 

V.  Ellis  Knight,  Kimberly  1968 

Wilbur  H.  Lyons,  Coeur  d’Alene  1969 
John  R.  McMahon,  Pocatello  1970 


State  Legislative 

E.  D.  Parkinson,  Boise,  Chairman 

Loy  T.  Swinehart,  Boise,  Vice-Chairman 

Harold  E.  Dedman,  Boise 

John  C.  McCarter,  Boise 

Howard  E.  Adkins,  Boise 


Medical  Planning 

Corwin  E.  Groom,  Pocatello,  Chairman 

Asael  Tall,  Rigby 

Manley  B.  Shaw,  Boise 

Max  W.  Carver,  Twin  Falls 

Donald  E.  Adams,  Moscow 


Medicine  and  Religion 

E.  F.  Sestero,  Boise,  Chairman 
Henry  C.  Wesche,  Nampa 
Lester  J.  Petersen,  Rexburg 
Fred  E.  Marienau,  Sandpoint 
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Disaster  & Civilian  Defense 

Robert  F.  Holdren,  Boise,  Chairman 
Willard  M.  Peterson,  Twin  Falls 
E.  E.  Gnaedinger,  Wallace 
John  F.  Wurster,  Pocatello 
C.  C.  Erickson,  Idaho  Fails 
Harold  W.  Hatten,  Boise 


Mental  Health  Advisory 

Dale  D.  Cornell,  Boise,  Chairman 
Kenneth  R.  Briggs,  Twin  Falls 
Roy  W.  Eastwood,  Lewiston 
Arch  T.  Wigle,  Pocatello 
John  E.  Braddock,  Lewiston 


Medical  Economics  & Fee  Schedule 

Richard  O.  Vycital,  Boise,  Chairman 
Reuben  C.  Matson,  Jerome 
G.  Curtis  Waid,  Idaho  Falls 
Roland  D.  Brooks,  Moscow 
Dennis  L.  Wight,  Pocatello 


Board  of  Health  Advisory 

James  R.  Kircher,  Burley,  Chairman 
J.  Gordon  Daines,  Boise 
Wilbur  C.  Hayden,  Sandpoint 
Francis  H.  Fox,  Twin  Falls 
Emory  L.  Soule,  St.  Anthony 
R.  George  Wolff,  Homedale 


Maternal  Welfare 

G.  E.  Rosenheim,  Boise,  Chairman 
W.  L.  Olsen,  Pocatello 
William  T.  Wood,  Coeur  d’Alene 
Edward  H.  Hoffman,  Lewiston 
Jack  R.  Carey,  Idaho  Falls 


Medical  Aspects  of  Sports 

Richard  G.  Gardner,  Boise,  Chairman 
Raymond  M.  Stover,  Lewiston 
Clark  T.  Parker,  Pocatello 
David  A.  McClusky,  Twin  Falls 
GJen  M.  Whitesel,  Kellogg 


State  Nursing  Home  Ass'n  Advisory 

Willis  L.  Hubler,  Caldwell,  Chairman 
Royal  G.  Neher,  Shoshone 
Richard  P.  Howard,  Pocatello 
John  E.  Rockwell,  Grangeville 
Russell  T.  Scott,  Lewiston 


State  Nurse  Association  Advisory 

Terrell  O.  Carver,  Boise,  Chairman 
Joseph  W.  Marshall,  Twin  Falls 
Reid  H.  Anderson,  Idaho  Falls 
Lois  J.  Carter,  Boise 
W.  Paul  Shrum,  Coeur  d’Alene 


State  Bar  Association  Liaison 

Wallace  H.  Pierce,  Lewiston,  Chairman 

John  M.  Ayers,  Moscow 

John  F.  Stecher,  Caldwell 

James  R.  Kircher,  Burley 

O.  D.  Hoffman,  Rexburg 


Cancer  Society  Advisory 

E.  R.  W.  Fox,  Coeur  d’Alene,  Chairman 
George  T.  Davis,  Twin  Falls 
Eugene  H.  Holsinger,  Burley 
Aldon  Tall,  Rigby 
Glenn  E.  Talboy,  Boise 


Arthritis  & Rheumatism  Advisory 

John  T.  Brunn,  Meridian,  Chairman 
Robert  C.  Colburn,  Lewiston 
Charles  R.  Blackburn,  Boise 
Walter  D.  Thurston,  St.  Maries 
John  S.  Hatch,  Idaho  Falls 


Tuberculosis  Association  Advisory 

Robert  F.  Holdren,  Boise,  Chairman 
R.  Burton  Stein,  Lewiston 
C.  Dean  Packer,  Blackfoot 
Arthur  F.  Dailey,  Rupert 
James  H.  Cuykendall,  Caldwell 


Heart  Association  Advisory 

George  W.  Warner,  Twin  Falls,  Chairman 
Lester  C.  Crismon,  Lewiston 
H.  Don  Moseley,  Coeur  d’Alene 
John  S.  McMillin,  Idaho  Falls 
Lyman  C.  Gabrielsen,  Caldwell 


Crippled  Children  Advisory 

W.  Wray  Wilson,  Coeur  d’Alene,  Chairman 

W.  L.  Venning,  Boise 

William  H.  Woodson,  Twin  Falls 

Lynn  H.  Anderson,  Pocatello 

John  W.  Casper,  Idaho  Falls 


Indian  Health  Advisory 
U.S.P.H.S. 

O.  V.  Baumann,  Lewiston,  Chairman 
Gilbert  A.  Bacon,  Pocatello 
Carter  V.  Beghtol,  Orofino 
Richard  K.  Gorton,  Pocatello 


Medical  Practice  Act  Review 

Charles  A.  Terhune,  Burley,  Chairman 
E.  V.  Simison,  Pocatello 
C.  Gedney  Barclay,  Coeur  d’Alene 
Warren  B.  Ross,  Nampa 
Leland  K.  Krantz,  Idaho  Falls 


Prepaid  Medical  Care  Liaison 

A.  Curtis  Jones,  Boise  (Idaho  State  Medical 
Association) 

William  R.  Tregoning,  Boise  (Idaho  State 
Medical  Association) 

Roland  D.  Brooks,  Moscow  (North  Idaho 
Medical  Service  Bureau) 

Rex  G.  Layton,  Lewiston  (North  Idaho  Medi- 
cal Service  Bureau) 

Russell  Tigert,  Jr.,  Soda  Springs  (South  Ida- 
ho Medical  Service  Bureau) 

Richard  A.  Forney,  Boise  (South  Idaho  Med- 
ical Service  Bureau) 
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SERVICE  AFFILIATIONS 


Idaho  State  Board  of  Medicine 

John  E.  Comstock,  Pocatello,  Chairman 

1967 

Charles  A.  Terhune,  Burley,  Vice- 


Chairman  1969 

James  S.  Newton,  Lewiston  1967 

Charles  E.  Kerrick,  Caldwell  1969 

Orland  B.  Scott,  Kellogg  1971 

Robert  E.  Lloyd,  Boise  1971 


Mr.  E.  R.  Hopper,  The  Commissioner  of 
Law  Enforcement 

South  Idaho  Medical  Service  Bureau,  Inc. 


Russell  Tigert,  Jr.,  Soda  Springs, 

President  1966 

F.  Wayne  Schow,  Twin  Falls, 

Vice-President  1966 

William  A.  Forney,  Boise,  Secretary- 
Treasurer,  Councilor  Dist.  2 
Kenneth  E.  Droulard,  Nampa,  South- 
western 1966 

P.  Blair  Ellsworth,  Idaho  Falls  1967 

Maurice  E.  Scheel,  Wendell,  South 

Central  1967 

David  C.  Miller,  Pocatello,  South- 
eastern 1968 

Asael  Tall,  Rigby,  Upper  Snake  River 

Society  1968 

Glenn  E.  Talboy,  Boise,  Ada  County 

Medical  Society  1968 

Ralph  G.  Goates,  Blackfoot,  Councilor 

Dist.  4 1968 


Richard  O.  Vycital,  Boise,  Chairman,  Medi- 
cal Economics  & Fee  Schedule  Commit- 
tee 

William  R.  Tregoning,  Boise,  Secretary- 
Treasurer,  Idaho  State  Medical  Associ- 
ation 

Wallace  H.  Pierce,  Lewiston,  President,  Idaho 
State  Medical  Association 


North  Idaho  Medical  Service  Bureau,  Inc. 

( Blue  Shield) 

Roland  D.  Brooks,  Moscow,  President 
James  S.  Newton,  Lewiston,  Vice-President 
Rex  G.  Layton,  Lewiston,  Secretary- 
Treasurer 

Philip  D.  Spechko,  Genessee 
Donald  D.  McRoberts,  Lewiston 
James  H.  Bauman,  Lewiston 


Idaho  Hospital  Service  (Blue  Cross,) 

William  P.  Marineau,  Moscow 
Ralph  G.  Goates,  Blackfoot 
C.  Clifford  Johnson,  Boise 
Samuel  C.  Taylor,  Nampa 


State  Department  of  Public  Assistance 

S.  M.  Poindexter,  Boise,  Consultant 


State  Vocational  Rehabilitation 

H.  L.  Newcombe,  Boise,  Consultant 


Advisory  Council  for  Hospital  Construction 

Terrell  O.  Carver,  Boise,  Non-voting 
Chairman 

Charles  A.  Terhune,  Burley,  Physician 
Member 

Mr.  Grant  McGlade,  Kellogg 
Mrs.  Richard  K.  Gorton,  Pocatello 
Mrs.  Dale  Buchanan,  Idaho  Falls 
Mr.  Robert  Hamill,  Boise 
Mr.  James  E.  Worsley,  Jr.,  Boise 
Mr.  Kenneth  Goodwin,  Sweet  Home 
Mr.  John  B.  Ernsdorff,  Lewiston 
Mrs.  Margot  Tregoning,  Wardner 
Mr.  Paul  Crane,  Blackfoot 


Advisory  Council  for  Construction 
of  Community  Mental  Health  Centers 

Physician  Members: 

Dale  D.  Cornell,  Boise 
Joseph  W.  Marshall,  Twin  Falls 
Terrell  O.  Carver,  Boise,  Non-voting 
Chairman 

Other  Members: 

Mr.  Rulon  Swensen,  Boise 
Dr.  Titus  Cornell,  Lewiston 
Mr.  Emmette  Spraker,  Pocatello 
Mr.  A.  B.  McDonald,  Moscow 
Mrs.  Dale  Buchanan,  Idaho  Falls 
Mr.  John  B.  Ernsdorff,  Lewiston 
Mrs.  Mary  Grammer,  Murphy 


State  Board  of  Health 

Paul  M.  Ellis,  Wallace,  Chairman 
Terrell  O.  Carver,  Member  ex-officio,  Sec- 
retary and  Administrator,  Boise 


Advisory  Council  for  Construction  of 
Facilities  for  the  Mentally  Retarded 

Physician  Members: 

Erwin  C.  Sage,  Nampa 
Robert  S.  McKean,  Boise 
Ben  E.  Katz,  Twin  Falls 

Other  Members: 

Mrs.  James  Donart,  Weiser 
Mr.  Donald  Kline,  Pocatello 
Mr.  Guy  McLaughlin,  Lewiston 
Mr.  Joe  Barnett,  Pocatello 
Mrs.  Fred  Koch,  Boise 
Mrs.  William  Gigray,  Caldwell 


Idaho  Commission  on  Alcoholism 

Physician  Members: 

Terrell  O.  Carver,  Boise 
Dale  D.  Cornell,  Boise 
George  L.  Voelz,  Idaho  Falls 

Other  Members: 

Mr.  Conway  Grant,  Pocatello 

Mrs.  Rose  Riedel,  Pocatello 

Mr.  Max  F.  Parrish,  Pocatello 

Captain  H.  R.  Oberg,  Pocatello 

Mrs.  Marguerite  Campbell,  New  Meadows 

Mr.  Dale  L.  Mangum,  Idaho  Falls 
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CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  20th  of  month  preceding  date  of 
issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared  in  the 
journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


GENERAL  PRACTITIONER-WANTED-Two  - man  partnership 
needs  associate  for  very  busy  office.  Excellent  opportun- 
ity for  one  who  has  had  residency  in  surgery.  Greater  Se- 
attle area  with  choice  of  hospital  facilities.  Write  Box  41-A. 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wash.  98121. 


ALLIED  PERSONNEL  OFFICES,  INC.— Our  recruiting,  screening 
and  referral  services  can  be  of  valuable  assistance  to  you 
in  securing  the  medically  trained  person  or  situation  you 
desire.  Seattle  offices  247  Logan  Bldg.,  MA.  4-4793,  Everett 
office,  703  Medical  Dental  Bldg.,  AL.  2-3157. 


GP  OPPORTUNITY  NEAR  MEDFORD,  OREGON-Our  com- 
munity of  12,000  people  has  one  over-worked  physician 
who  needs  an  associate.  We  have  a new  medical  building 
in  a multi-million  dollar  shopping  center  just  waiting  for 
you,  on  most  reasonable  terms.  Excellent  climate,  top 
recreational  opportunities.  Seven  miles  from  Medford.  Call 
or  write  Mr.  John  Laden  or  Mr.  W.  J.  Williams,  Box  2458, 
White  City,  Oregon,  97542,  phone  826-2521. 


ASSOCIATE  WANTED-SPOKANE,  WASH.-Salaried  position 
with  established  solo  family  physician,  age  40.  Write  Box 
19-B.  Northwest  Medicine,  500  Wall  St..  Seattle,  Wash.  98121. 


GP  OR  SURGEON  WANTED— Eastern  Oregon  city  of  12,000 
population.  Inquire  Box  20-B,  Northwest  Medicine,  500  Wall 
St..  Seattle,  Wash.  98121. 


PEDIATRIC  ASSOCIATION  AVAILABLE,  AUG.  1,  YAKIMA,  WASH 

— Excellent  established  practice  with  associate.  Would  con- 
sider family  physician.  Modern  air-conditioned  offices. 
Contact  Eugene  A.  Patterson.  M.D  . 210  So.  11th  Ave.,  Yaki- 
ma. Wash.  98901,  GL  3-6507. 


GP  ASSOCIATE  WANTED  NORTH  SEATTLE  LOCATION- 

Write  or  call  Wm.  F.  Meade,  M.D.,  8118  Greenlake  Dr.  No.. 
Seattle,  Wash  98103,  LA  2-2314. 


GP  OPPORTUNITY  IN  SOUTHERN  OREGON— Busy  practitioner 
desires  an  associate.  Suggest  a trial  period,  then  if  mu- 
tually agreeable,  a permanent  association  with  adequate 
remuneration.  Guarantee  $1,500  to  start.  Contact  Mr.  H.  N. 
Butler,  Manager,  Myrtle  Creek  Hospital  and  Medical 
Center,  P.  O.  Box  629,  Myrtle  Creek,  Oregon,  phone  863-3111. 


STATE  EPIDEMIOLOGIST— M.D.  plus  M.P.H.  degree  and  three- 
years  experience  preferably  in  the  field  of  epidemiology. 
Must  be  eligible  for  licensure  in  Oregon.  Starting  salary 
open,  depending  on  qualifications  within  range  of  $14,880 
to  $19,020.  Also  several  desirable  openings  for  County  & 
District  Health  Officers.  Apply  to  Mr.  A.  T.  Johnson, 
Pers.  Dir.,  Oregon  State  Board  of  Health,  P.  O.  Box  231, 
Portland,  Oregon  97207. 


GENERAL  PRACTICE  OPPORTUNITY— SEATTLE  - Associate  in 
general  practice  with  2-man  group.  Write  Box  15-B,  North- 
west Medicine,  500  Wall  Street,  Seattle,  Wash.  98121. 


GP  URGENTLY  NEEDED— By  established  group  of  GPs  close 
to  Seattle.  Call  Dr.  Andersen,  Issaquah  EX  2-6456  or  Sno- 
qualmie  Valley  Clinic,  TU  8-3352. 


LOCUM  TENENS  WANTED— Terms  to  be  arranged.  Write  E. 
F.  Liebold,  M.D.,  Box  368,  Forks,  Wash.  98331. 


GENERAL  PRACTICE  OPPORTUNITY— To  practice  in  associa- 
tion with  2 GPs  in  beautifully  situated  Cascade  town  80 
miles  east  of  Seattle  by  four-lane  super-highway.  New 
three-unit  office  adjacent  to  fully-equipped  17  bed  hospital. 
Basic  salary,  office,  personnel  provided  by  local  pre-paid 
medical  plans  plus  opportunity  to  use  all  facilities  for 
additional  private  practice.  No  other  physician  in  area 
serving  4,000.  Excellent  climate,  schools  and  recreational 
opportunities  including  hunting,  fishing  and  skiing.  Con- 
tact Mrs.  Ann  Lower,  Roslyn  Cle  Elum  Beneficial  Associa- 
tion Hospital,  Cle  Elum,  F.  J.  Rogalski,  M.D.  or  C.  C.  Par- 
lova.  M.D.,  Cle  Elum,  Wash.  98922. 


GP  OPPORTUNITY  SUBURBAN  SEATTLE-Great  need  for  GP 
or  pediatrician  exists  in  Des  Moines.  Wash.,  25  minutes  from 
downtown  Seattle.  Nearest  pediatrician  5 miles  away.  Air 
conditioned  medical  suite  available  in  New  Marine  Drive 
Medical  Dental  Bldg.  Contact  Victor  Menashe,  D.M.D., 
TR  8-2673. 


SEATTLE,  FIRST  HILL— 25-year-old  active  general  practice 
available  immediately.  Well-equipped  office.  No  reason- 
able offer  refused.  Contact  Quentin  L.  Wood,  M.D.,  1326 
Madison  St..  Seattle,  Wash..  98104.  phone  EA  4-3707. 


GP  WANTED— EUGENE,  OREGON— Modern,  new  office  in 
fast  growing  suburb.  Ample  parking.  Good  medical  com- 
munity, excellent  hospital  facilities.  Time  off  for  hunting, 
fishing,  skiing,  lakes  and  ocean.  Association  or  $18,000 
first  year.  Contact  M.  L.  Buck,  M.D.,  1110  Fairfield  St„ 
Eugene,  Oregon  97402. 


PEDIATRICIAN  & INTERNIST— Board  certified  or  eligible, 
subspecialty  training  encouraged.  The  Permanente  Clinic — 
50-man  specialty  group  associated  with  141-bed  Bess  Kaiser 
Hospital.  Portland,  Oregon.  Oregon  license  required. 
$20,000  if  eligible;  $21,200  starting  income  if  certified.  Part- 
nership after  2 years.  Insurance  benefits  and  retirement 
program.  Write  to  Peter  L.  Hurst.  M.D..  Chief,  Dept,  of 
Pediatrics,  or  Arnold  V.  Hurtado.  M.D..  Chief,  Dept,  of 
Medicine,  5055  N.  Greeley,  Portland,  Oregon  97217. 


GP  OPPORTUNITY  SUBURBAN  TACOMA-Young  GP  desires 
associate  or  someone  possibly  to  take  over  practice  in  ex- 
cellent area.  Good  practice.  Nearly  new  building,  many 
advantages.  Under  age  40  and  GP  residency  desirable. 
Write  Box  22-B.  Northwest  Medicine.  500  Wall  St.,  Seattle, 
Wash.  98121. 


OFFICE  SPACE 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBI A-Fully  serviced 
professional  offices,  from  $2.00  to  $3.50  per  sq.  ft.  annually. 
Mr.  Jack  Hayes,  Henry  Broderick,  Inc.,  MA  2-4350.  Seattle. 


SPACIOUS  PHYSICIAN'S  OFFICE  FOR  RENT— In  building  with 
2 dentists,  near  Northgate.  Reasonable  rent.  Call  EM  3-0363. 
Seattle. 


EDMONDS  BRAND  NEW  MEDICAL  CLINIC-Two  furnished 
suites  available,  utilities  and  janitor  service  included.  15 
min.  to  Seattle  center  via  freeway.  Pr.  8-4333  or  Pr.  8-2205. 


GENERAL  PRACTITIONER  WANTED-LACY,  WASH.  - Space 
available  and  ready  for  occupancy  in  new  air-conditioned 
building.  Private  reception  room,  3 exam,  rooms,  lab,  and 
private  lavatory,  office  and  business  office.  Ample  parking. 
Two  dentists  occupy  rest  of  building.  Area  one  of  the 
fastest  growing  in  Northwest.  Write  R.  C.  Sauls.  D.D.S., 
4445  Lacy  Blvd.,  Olympia,  Wash. 


SPACIOUS  PHYSICIAN'S  OFFICE  FOR  RENT-In  attractive  air- 
conditioned  building  with  two  other  GPs.  Rapidly  growing 
area  with  excellent  schools  and  accredited  hospital  avail- 
able. Contact  R.  S.  Waltz,  M.D.,  1818  Pacific  Ave.,  Forest 
Grove,  Oregon  97116,  phone  EL  7-3106. 
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WONDERFUL  PRACTICE  OPPORTUNITY-In  partially-equipped, 
large  medical  office  for  one  or  two  M.D.s.  Located  in 
beautiful  Southern  Idaho  near  Sun  Valley  ski  resort  and 
Yellowstone  National  Park.  Drawing  area  32,000.  New 
Hospital.  Records  available.  Call  324-2530  collect  or  write 
Box  1069,  Rawlins,  Wyoming  82301. 


MEDICAL  SPACE,  TACOMA,  WASH.-Pacific  Professional 
Center.  8645  Pacific  Ave.  New  building,  finish  offices  to 
specifications.  Favorable  rent  and  lease  terms.  Mr.  Law- 
rence Bayer,  12229  West  Pipeline  Road,  Tacoma,  Wash. 
98445,  LE  7-5435. 


FOR  RENT  IN  MARYSVILLE,  WASH.-Modern.  spacious,  air- 
conditioned  medical  clinic  for  two  physicians.  Located  in 
busy  shopping  center.  Available  after  October  15.  Address 
replies  to  Mr.  Joe  Hart.  P.O.  Box  718,  Everett,  Wash.  98201. 


CLINIC  BUILDING,  KENT,  WASH.-Rapidly  growing  Lake 
Meridian  area.  Two  suites  of  1.684  total  sq.  ft.  in  new 
building.  Ample  black  top  parking.  Contact  H.  H.  Heaton. 
AL  5-6066  or  WE  5-5203. 


OFFICE  AVAILABLE—111  modern  medical  bldg  next  Ballard 
Gen.  Hospital.  Present  physician  leaving  to  specialize. 
Excellent  opportunity  for  gen.  practice.  Contact  E.  H. 
Torkelson,  M.D.,  1551  N.W.  54th,  Seattle,  SU  2-5830. 


EQUIPMENT 


FOR  SALE— Used  exam  tables,  wall  and  floor  cabinets,  por- 
table lights,  scales,  etc.  All  very  good  condition.  Valley 
Clinic,  Ellensburg,  Wash.  98926,  phone  962-1451. 


MEDICAL  EQUIPMENT— Examining  table,  instrument  table, 
sterilizer,  microscope,  etc.  Very  reasonable.  Inquire  2208 
N.W.  Market  St.,  Rm.  224,  Seattle. 


REAL  ESTATE 


FOR  SALE,  10  ACRES— °n  Bear  Creek  5 miles  north  of  Red- 
mond, Wash.  Beautiful  trees  and  building  site,  600'  of 
creek  frontage  with  creek  running  through  property. 
$2,600  per  acre.  Peterson  Building  Supply,  Woodinville, 
Wash.,  phone  HU  6-1058,  evenings  HU  6-1702. 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 
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Meetings  of 

AMA  Annual — Chicago,  June  26-30, 
I960. 

AMA  Clinical— Philadelphia,  Nov.  28- 
Dec.  1,  1965,  Las  Vegas,  Nov.  27-30, 
1966. 

Idaho  State  Medical  Association — July 
6-9,  1966,  June  28-July  1,  1967,  Sun 
Valley. 

Medical  Society  of  United  States  and 
Mexico,  Tenth  Annual — Nov.  18-20, 

1965,  Hermisillo,  Mexico. 

Sec.,  James  Nauman,  Tucson,  Ariz. 
North  Pacific  Pediatric  Society — Fall 
Meeting  Sept.  9-11,  1965,  Banff 

Springs  Motel,  Banff,  Alberta,  Can- 
ada, Spring  Meeting  March  2-4,  1966, 
Hilton  Hotel,  Portland.  Oregon. 
Pres.,  J.  Arthur  May,  Portland 
Sec..  Leroy  O.  Carlson,  Portland 
North  Pacific  Society  of  Neur.  & Psy. — 
Annual — March  30-April  1,  1966. 
Pres.,  Glenn  T.  Strand,  Seattle 
Sec.,i«W.  W.  Thompson,  Portland 
Northwest  Proctological  Society — Aug. 

29-Sept.  2,  1965,  Yakima. 

Northwest  Regional  Meeting,  American 
College  of  Physicians,  Oct.  28-29, 

1966,  Vancouver. 

Northwest  Rheumatism  Society 

Pres.,  John  E.  Stanwood,  Lebanon 
Sec.,  A.  C.  Jones,  Portland 
Northwestern  Medical  Association — 
Sun  Valley,  Feb.  15-18,  1966 
Pres.,  Frank  C.  Henry,  Seattle 
Sec.,  L.  H.  Garland,  San  Francisco 
Oregon  Medical  Association — 

Sept.  21-25,  1965,  Portland 
Pacific  Northwest  Radiological  Society — 
Pres.,  J.  Boyd  Roberts,  Victoria,  B.C. 
Sec.,  Willis  J.  Taylor,  Seattle 
Washington  State  Medical  Association — 
Sept.  12-15,  1965,  Seattle 
West  Coast  Allergy  Society— 

Pres.,  James  E.  Stroh,  Seattle 
Sec.,  A.  G.  Corrado,  Richland 

OREGON 

Ore.  Acad.  Ophth.  & Otolar.— Cosmo- 
politan Motor  Hotel,  4th  Tues., 
Sept.-May 

Pres.,  R.  L.  Erickson,  Salem. 

Sec.,  S.  C.  Stenerodden,  Salem. 
Oregon  Dermatologic  Society — Portland, 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Joyle  Dahl,  Portland. 

Sec.,  Albert  E.  Larner,  Portland. 


Lilly,  Eli  and  Company 

V-Cillin  K 570 


Merck  Sharp  & Dohme 

Cremomycin  564-565 


Parke,  Davis  and  Company 

Chloromycetin  Inside  Front  Cover 


Pharmaceutical  Manufacturer's  Ass'n  559 


Raleigh  Hills  Hospital 

Treatment  of  alcoholism  607 

Roerig,  J.  B.  and  Company 

Antivert-Neohon  618-619 

Atarax  650-651 

Sanborn  Division,  Hewlett-Packard  Co. 

Patient  Monitoring  Systems 

600 

Searle,  G.  D.  and  Company 

Dramamine  566 

Shadel  Hospital,  Inc. 

Treatment  of  alcoholism  604 


SOCIETIES 


Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April, 
Oct.). 

Pres.,  Kenneth  D.  Gaver,  Salem. 
Sec.,  Wayne  M.  Pidgeon,  Portland. 
Oregon  Pathologists  Association — Port- 
land, 2nd  Friday  (Feb.,  Apr.,  Oct., 
Dec.) 

Pres.,  John  Christopher,  Salem 
Sec.,  K.  D.  McMilan,  Eugene 

Oregon  Radiological  Society — Univer- 
sity Club.  Portland,  2nd  Wednesday 
October-April 

Pres.,  J.  Robert  Lee.  Portland 
Sec.,  Robert  S.  Miller,  Beaverton 
Oregon  Society  of  Internal  Medicine 
Pres.,  Wm.  P.  Galen,  Portland 
Sec.,  Estill  N.  Deitz,  Portland 
Ore.  Soc.  Obst.  & Gynec. — Portland, 
Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.  thru  May) 

Pres.,  Martin  Sichel,  Portland 
Sec.,  J.  W.  Fergus,  Portland 
Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 
Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland 
Pres.,  Gerald  Whitlock,  Portland. 
Sec.,  Emerson  J.  Collier,  Portland. 
Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Congress  Hotel 
Pres.,  Irl  Clary,  Portland. 

Sec.,  David  Sellers,  Portland 
Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  J.  L.  Stevenson,  Jr.,  Portland. 
Sec.,  R.  J.  Meechan,  Portland. 

Portland  Surgical  Society — 4th  Tuesday 
(Sept.-May),  University  Club,  Port- 
land, Annual — Sept.  28,  1965 
Pres.,  Clare  Peterson,  Portland 
Sec.,  Wm.  R.  Sweetman,  Portland. 

WASHINGTON 
King  County  Acad.  Gen.  Pract. — 4th 
Mon.,  exc.  June,  July,  Aug.,  Dec. 
Pres.,  David  W.  Rabak,  Seattle 
Sec.,  Howard  R.  Pyfer,  Seattle 
Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct.-May)  Seattle,  Tacoma, 
or  Everett 

Pres.,  Louis  J.  Sarro,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 


Sherman  Laboratories 

Protamide  639 

Smith,  Kline  & French  Laboratories 

Stelazine  605 

Stuart  Company 

Stuart  Formula  608 

Syntex  Laboratories,  Inc. 

Norinyl  563 

Tar  Gard  Company 

Tar  Gard  551 

Wallace  Laboratories 

Deprol  624-625 

Milt  own  552 

Winthrop  Laboratories 

P.N.S.  629 

Wyeth  Laboratories 

Serax  620-621 


Seattle  Academy  of  Surgery — 3rd  Wed 
bi-monthly;  Seattle  Yacht  Club 
Pres.,  Paul  O’Hallaren,  Seattle. 
Sec.,  Nicholas  Sarro,  Seattle 

Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
July,  Aug.,  Dec. 

Pres.,  Charles  G.  Stipp,  Seattle. 
Sec.,  Glen  E.  Hayden,  Seattle. 

Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  Arctic  Club 
Pres.,  Charles  Kaplan,  Seattle 
Sec.,  Richard  Dion,  Seattle 

Seattle  Surg.  Soc. — 4th  Mon.  (Sept.- 
June)  Annual — January  28,  29,  1966, 
Olympic  Hotel 

Pres.,  Rodney  Hearne,  Seattle. 

Sec.,  J.  Garth  Mooney,  Seattle. 

Spokane  Society  of  Internal  Medicine- 
Quarterly,  Ridpath  Motor  Inn, 
Annual— March  5,  1966. 

Pres.,  Arch  Logan,  Jr.,  Spokane 
Sec.,  Roy  T.  Pearson,  Spokane 

Tacoma  Academy  of  Internal  Medicine 
—4th  Tuesday  (Sept.-May) 

Pres.,  R.  F.  Barronian,  Tacoma 
Sec.,  Calvin  R.  Lantz,  Tacoma 

Tacoma  Surgical  Club  — 3rd  Tuesday 
(Sept.-May)  Annual— May  7,  1966 
Pres.,  Ernest  E.  Banfield,  Tacoma 
Sec.,  Wm.  W.  Mattson,  Jr.,  Tacoma 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June) 
Pres.,  L.  L.  Herr.  Seattle. 

Sec.,  John  E.  Nelson,  Seattle 

Washington  Academy  of  General  Prac- 
tice— May  12-14,  1966,  Ridpath  Mo- 
tor Inn,  Spokane 
Pres.,  Elmer  Wahlberg,  Tacoma 
Sec.,  Helene  M.  Templeton,  Seattle 

Washington  State  Radiological  Society 
— Seattle,  Quarterly 
Pres.,  Kenneth  E.  Gross,  Tacoma 
Sec.,  Owen  Martin,  Seattle. 

Wash.  St.  Soc.  of  Anesthesiologists 
Pres.,  Edward  Eylander,  Tacoma 
Sec.,  Kiyoaky  Hori,  Tacoma 

Wash.  St.  Soc.  of  Allergy. 

Pres.,  Paul  Van  Arsdel,  Jr.,  Seattle. 
Sec.,  S.  H.  Tarica,  Seattle. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  Ralph  Foster,  Yakima 
Sec.,  G.  Douglas  Romney,  Yakima 
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PROTAMinF  s'Siisr 

<-  | \ I a m I W I I Lh  proteolytic  enzyme 

provides  the  selective  fast-acting  relief . . . 


Repeatedly  in  published  clinical  studies,1’10 

investigators  stress  the  following  thera- 
peutic characteristics: 

• relief  of  inflammatory  pain  (non-trau- 
matic)  is  prompt— particularly  when  ad- 
ministered early.1’4 

• disability  time  is  shortened  from  weeks 
to  days.7 

• so  specifically  effective  is  Protamide  that 
a positive  response  is  diagnostic  of  in- 
flammatory neuritis.3’4 

• prompt  relief  is  observed  even  in  oph- 
thalmic herpes  zoster.5  6 

• incidence  of  sequelae  such  as  posther- 
petic neuralgia  is  reduced.1'4 

• consistently  described  as  the  therapy  of 
choice. 1’3-6 


Administration: 

In  neuritis  and  herpes  zoster,  one  ampul 
I.M.  daily  for  2 to  5 days  usually  relieves 
pain  completely  in  patients  treated  early. 
Well  tolerated.1'10  However,  inadvertent  in- 
travenous administration  may  cause 
anaphylactoid  reaction. 

— Boxes  of  10  ampuls,  1.3  cc.  each.— 

References:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63:697- 
698  (May)  1960.  (2)  Smith,  R.  T.:  New  York  Med. 
8:16-19  (Aug.  20)  1952.  (3)  Smith,  R.  T.:  Med.  Clin.  N. 
America  (March)  1957.  (4)  Lehrer,  H.  W.;  Lehrer,  H.  G., 
and  Lehrer,  D.  R.:  Northw.  Med.  54:1249-1252  (Nov.) 
1955.  (5)  Sforzolini,  G.  S.:  Arch  Ophthal.  62-381-385 
(Sept.)  1959.  (6)  Shupala,  E.:  W.  Virginia  Med.  J. 
56:191-193  (June)  1960.  (7)  Xander,  G.  W.:  Western 
Med.  1:14-17  (Sept.)  1960.  (8)  Combs,  F.  C.,  and 
Canizares,  O.:  New  York  J.  Med.  (Mar.  15)  1952,  pp. 
706-708.  (9)  Marsh,  W.  C.:  U.S.  Armed  Forces  Med.  J. 
1 :1045  (Sept.)  1950.  (10)  Love,  T.  R.:  Rocky  Mountain 
Med.  J.  50:873  (Nov.)  1953. 


Detroit,  Michigan  48211 


Polysal  “M”  is  especially  formulated  to  maintain 
electrolyte  balance  in  post-surgical  patients  until  oral 
intake  is  again  possible.  Proper  proportions  of  six 
electrolytes  found  in  human  plasma,  plus  carbohy- 
drates and  water,  safely  provide  optimum  ionic  levels. 
And  up  to  3 liters  of  Polysal  “M”  can  be  infused 
daily  without  causing  potassium  overload. 


without 


potassium 

overload 
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Maintenance  Electrolyte  Solution 

Each  liter  of  Polysal  “M”  supplies  the  mEq.  of:  Na,  40;  K,  16;  Ca,  5;  Mg,  3;  Cl,  40;  and  HC03*,  24; 
with  dextrose  in  2.5%,  5%  and  10%  concentrations. 

*By  metabolic  conversion  of  acetate. 

Indications:  Multipurpose  parenteral  maintenance  electrolyte  solution  is  recommended  in  cases  of 
fluid  loss  from  the  G.I.  tract;  postoperative  replacement;  dehydration;  sodium  depletion;  acidosis  and 
burns.  For  medical,  surgical  and  pediatric  patients.  Dosage  and  Administration:  Please  refer  to  package 
insert  for  pertinent  information  for  safe  and  effective  dosage  under  various  indicated  conditions. 
Precautions:  1.  I.V.  administration  only.  2.  Use  of  K-containing  solutions  is  always  deferred  until 
presence  of  adequate  urinary  flow  is  assured,  or  in  the  rare  cases  where  it  has  been  determined  beyond 
question  that  carefully  regulated  K,  in  combination  with  other  substances  provided  by  the  solution, 
is  indicated  in  spite  of  oliguria.  Constant  monitoring  of  patient’s  clinical  and  lab  status  is  then  required. 
Therefore,  except  rarely,  K-containing  solutions  are  contraindicated  in  presence  of  anuria  or  severe 
oliguria.  Nor  is  their  use  advised  where  high  serum  K may  be  encountered;  i.e.,  chronic  nephritis, 
untreated  diabetic  acidosis,  Addison’s  disease,  severe  burns,  massive  traumatic  injuries.  3.  The  usual 
precautions  on  the  use  of  any  intravenous  solution  should  be  exercised.  Read  direction  sheet  care- 
fully. Supplied:  in  vacuum-sealed  Saftiflask  “28”® — with  2Vi%  Dextrose,  in  250  and  500  cc.;  with 
5%  Dextrose,  in  500  and  1000  cc.;  with  10%  Dextrose,  1000  cc. 
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Untoward  Effects  of  Antimicrobial  Therapy  L-1I1RAF 

MARVIN  TURCK,  M.D./ROBERT  G.  PK  [IV  'NS 
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CARL  N.  BROWNSBERGER,  M.D.,  Seattle,  Washington 
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Critical  Respiratory  Management,  Venturi  Tubes  and  Tar  Gard 


What  does  the  bedside  respirator  used  in  critical 
respiratory  management  have  in  common  with  TAR 
GARD?  They  both  benefit  from  The  Venturi  Prin- 
ciple: 

"A  convergent-divergent  duct  in  which  the  pres- 
sure energy  of  an  air  stream  is  converted  into  ki- 
netic energy  by  the  acceleration  through  the  narrow 
part  of  the  wasp-waisted  passage.” 

In  TAR  GARD  the  accelerated  (approx.  200 
m.p.h.),  tar-filled  smoke  is  stopped  abruptly  by  an 
impingement  barrier.  The  tars  you  see  in  the  above 
unretouched  photograph  were  captured  from  a 
single  pack  of  filter  cigarettes  with  a TAR  GARD. 

And  if  this  picture  is  worth  a thousand  words,  a 
live  demonstration  in  your  office  may  well  be  worth 
ten  thousand  words.  That’s  why  we’d  like  to  send 
you  a complimentary  TAR  GARD  which  normally 
sells  for  $2.95. 

We’d  like  you  and  your  patients  to  see  for  your- 
selves that  TAR  GARD  is  every  bit  as  effective  as 

4* 


the  claims  made  for  it  in  our  national  advertising. 

Simply  fill  in  the  coupon  and  mail  it  to  the  TAR 
GARD  COMPANY,  2 Pine  Street,  San  Francisco. 
We’ll  be  delighted  to  send  you  a free  TAR  GARD 
with  no  obligation  whatsoever. 

After  you’ve  seen  it  used,  we  think  you’ll  agree 
that  TAR  GARD  can  be  important  to  your  patients 
who  continue  to  smoke. 


Tar  Gard  Company,  2 Pine  St.,  San  Francisco,  California  94111 

□ Please  send  me  a complimentary  Tar  Gard 
(retails  at  $2.95) 

□ Please  send  me dozen  Tar  Gards  at  special 

professional  price,  $10.00  per  half  dozen:  minimum  order 
($1.67  each) 

□ Check  enclosed.  □ Please  bill  me. 

Name 

Type  of  Practice 
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City State Zip 
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Open  the  nose- 

help  drain 

the  stagnant  sinus 

gently 


Neo-Synephrine  is  a standard  among 
topical  vasoconstrictors.  It  is  unsurpassed 
for  reducing  nasal  turgescence  in  colds; 
and  a most  valuable  aid  in  preventing 
and  treating  sinusitis. 

Neo-Synephrine  stops  the  boggy  feeling  of 
colds  at  once  — works  against  factors  that 
induce  sinusitis.  With  Neo-Synephrine 
nose  drops,  spray  or  jelly,  turbinates  shrink 
on  contact,  obstructed  ostia  open  and 
drainage  is  re-established. 


In  sinusitis,  Neo-Synephrine  helps  to  pro- 
mote drainage  and  hasten  recovery.*  Used 
promptly,  it  helps  clear  the  stagnant  sinus 
and  lessen  the  chances  of  chronicity. 

Neo-Synephrine  HCI  is  available  in: 

Vs  % solution  for  infants 

V4°7o  solution  for  children  and  adults 

V 4 Vo  pediatric  nasal  spray  for  children 

V2°7o  solution  for  adults 

V2%  nasal  spray  for  adults 

V2°7o  jelly  for  children  and  adults 

1%  solution  for  adults  (resistant  cases) 


"‘Proctor,  D.  F.:  The  Nose,  Paranasal  Sinuses,  and 
Ears  in  Childhood,  Springfield,  III.,  Charles  C 
Thomas,  1963,  p.  34. 


tf//rrthrDp 

Winthrop  Laboratories,  New  York,  N.  Y.  10016 


In  colds  and  sinusitis 


(brand  of  phenylephrine  hydrochloride) 


solutions/sprays/jelly 


“I  can  ’t  cope  any  more . . . 

I worry  about  everything. 

I don’t  sleep  well... 
wake  up  tired  and  irritable.  99 


When  you  recognize  depression 
and  associated  anxiety. . . 
consider  starting  the  patient 
on  ‘Deprol9 

1.  ‘Deprol’  can  help  lift  the  mood  of  the  depressed 
patient. 

2.  ‘Deprol’  usually  restores  normal  sleep  by  relieving 
the  associated  anxiety  and  tension  which  often  cause 
insomnia. 

3.  Patients  often  report  and  show  noticeable  im- 
provement within  a short  period  of  time. 

4.  In  seven  years  of  clinical  use,  side  effects  with 
‘Deprol’  at  recommended  dosage  have  been  infre- 
quent and  usually  easily  controlled. 

5.  No  incompatibility  with  other  medications  has 
been  reported  to  date.  However,  the  possibilities  of 
additive  effects  should  be  considered. 

Deprol 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 

WALLACE  LABORATORIES/CVwjfcwo’,  N.  J. 


Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less  se- 
vere depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate:  Careful  supervision 
of  dose  and  amounts  prescribed  is  advised. 
Consider  possibility  of  dependence,  particularly 
in  patients  with  history  of  drug  or  alcohol  ad- 
diction; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and  op- 
eration of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of  exces- 
sive alcohol  may  possibly  be  increased  by  me- 
probamate. Grand  mal  seizures  may  be  precipi- 
tated in  persons  suffering  from  both  grand  and 
petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 
Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concentra- 
tion, and  withdrawal  reaction  (status  epilepti- 
cus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride:  Benactyzine  hydro- 
chloride, particularly  in  high  dosage,  may  pro- 
duce dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns',  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommo- 
dation. Other  reported  side  effects  have  in- 
cluded gastric  distress,  allergic  response,  ataxia, 
and  euphoria. 

Meprobamate:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with 
peripheral  edema  and  fever,  transient  leuko- 
penia, and  a single  case  of  fatal  bullous  derma- 
titis after  administration  of  meprobamate  and 
prednisolone  have  been  reported.  More  severe 
and  very  rare  cases  of  hypersensitivity  may  pro- 
duce fever,  chills,  fainting  spells,  angioneu- 
rotic edema,  bronchial  spasms,  hypotensive 
crises  (1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be  sympto- 
matic in  such  cases,  and  the  drug  should  not  be 
reinstituted.  Isolated  cases  of  agranulocytosis, 
thrombocytopenic  purpura,  and  a single  fatal 
instance  of  aplastic  anemia  have  been  reported, 
but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  re- 
lief. Doses  above  six  tablets  daily  are  not  rec- 
ommended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 


CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


Concurrence 

EDITOR,  NORTHWEST  MEDICINE: 

I have  read  the  editorial  “Inept  Journalism"’ 
which  appeared  in  northwest  medicine,  June,  1965, 
with  considerable  interest  and  pleasure.  In  this  day 
and  age,  frank  opinions  are  too  infrequently  made 
and  the  content  of  the  editorial  that  is  under  discus- 
sion is  a remarkable  departure  from  routine  accept- 
ance of  philosophy.  It  is  my  opinion  that  your  editor- 
ial is  far  more  important  than  would  appear  at  first 
glance,  since  you  are  defending  most  admirably 
an  important  medical  freedom,  i.e.:  the  objective 
evaluation  of  a potential  therapeutic  agent  by 
physicians  without  pressures.  I simply  wish  to 
express  the  concurrence  in  your  statements  of  a 
fellow  editor. 

As  a result  of  reviewing  your  editorial,  north- 
west medicine  came  to  my  attention.  I am  general- 
ly impressed  with  the  attitude,  and  the  segment 
of  the  physicians  which  you  represent.  I should 
like  to  take  this  opportunity  to  assure  you  of  my 
desire  to  cooperate  through  the  International  Jour- 
nal of  Industrial  Medicine  and  Surgery.  I might 
point  out  to  you  that  our  publication  reaches  44 
countries  each  month  and  is  read  by  approximately 
40,000,  physicians.  I should  be  most  favorably  in- 
clined to  publish  as  rapidly  as  possible,  manuscripts 
received  from  you  and  your  colleagues. 

Sincerely  yours, 

MURRAY  SANDERS,  M.D. 

Editor-in-Chief,  Industrial  Medicine  and  Surgery, 

Ft.  Lauderdale,  Florida 

We're  Still  Looking 

EDITOR,  NORTHWEST  MEDICINE: 

In  a letter  entitled  “Keep  on  Looking”  (north- 
west medicine  64:553  (August)  1965),  David 
Shurtleff  attempts  to  defend  the  offer  by  National 
Foundation,  March  of  Dimes  to  “open  the  door  of 
hope  to  the  250,000  infants  born  each  year  in 
America  with  a serious  birth  defect.”1  Despite  Dr. 
Shurtleff  there  is  no  valid  basis  for  the  figure  given, 
the  sole  purpose  of  which  is  to  scare  people  and  ex- 
tract their  money— frightening  pregnant  women  for 


profit.  “Birth  defects”  are  a dime  a dozen,  and 
which  are  “serious”  is  anybody’s  guess;  and  what 
March  of  Dimes  proposes  to  do  about  those  that 
are  is  still  more  mysterious. 

Shurtleff  cites  studies  by  McIntosh  et  ah,  and 
by  Davis,  both  of  which  happened  to  come  up  with 
the  same  numerical  answer  of  about  one  in  16 
despite  the  fact  that  they  were  measuring  different 
things  by  different  methods.  Neither  has  any  real 
bearing  on  the  March  of  Dimes  claim;  and  no  con- 
ceivable study  can  justify  that  claim. 

The  “seriousness”  of  defects  that  cause  neonatal 
death,  and  of  such  tilings  as  meningocele,  cleft  pal- 
ate, and  missing  limbs,  is  unmistakable;  but  many 
serious  birth  defects  cannot  be  detected,  much  less 
their  seriousness  determined,  for  many  years.  I am 
reminded  of  the  28-vear-old  veteran  whose  coarc- 
tation of  the  aorta  was  accidentally  discovered  and 
then  became  “serious”  only  because  some  doctors 
tried  to  do  something  about  it,  whereupon  he  died. 
If  detected  at  birth,  should  it  have  been  classified  as 
“serious”? 

Every  person  has  structural  or  anatomical  differ- 
ences from  the  norm  which  could  be  classed  as 
“birth  defects”,  but  which  ones  are,  or  will  become, 
serious  is  anybody’s  guess.  Statistics  based  on  guesses 
may  be  useful  for  raising  money,  but  for  little  else. 

Cases  of  spina  bifida,  of  a rib  or  two  too  many 
or  too  few,  the  countless  anomalies  of  the  lower  spine 
and  of  the  heart  and  vessels,  to  name  a few,  are 
commonplace.  A few  are,  or  become,  serious.  Most 
are  not.  When  they  cause  trouble  they  are  “serious 
birth  defects”.  Until  then  they  are  “normal  anatomi- 
cal variations”.  And  since  most  are  hereditary,  how 
will  the  March  of  Dimes  “open  the  door  of  hope”  to 
these? 

And  what  of  inborn  errors  of  metabolism— color- 
blindness, albinism,  mongolism,  and  what  have  you? 
Are  they  “serious”  and  what  does  March  of  Dimes 
propose  to  do  about  them?  Many  live  for  years 
without  knowing  they  are  color-blind,  and  the 
color-blind  were  in  demand  in  World  War  II  because 
they  were  not  deceived  by  camouflage.  Midgets 
were  in  demand  in  airplane  factories. 

Another  reason  the  statistics  are  guesswork  is 
that  still-births  were  excluded.  Many  miscarriages 
and  still-births  are  caused  by  defects  that  would  in- 
deed have  been  serious  if  the  child  had  lived;  and 
the  difference  between  a still-birth  and  a live-birth 
is  a single  breath.  Often  no  one  knows,  and  the 
statistics  are  based,  and  the  numbers  of  each  deter- 
mined, on  a guess. 

The  implication  that  nothing  is  being  done  about 
birth  defects,  and  that  March  of  Dimes  will  do  great 
things  that  no  one  else  is  doing,  is  also  dishonest 
and  an  implied  insult  to  hundreds  of  scientists 
and  dozens  of  institutions.2  Think  of  the  people  you 
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know,  and  the  babies  you  have  delivered,  and  ask 
yourself  how  many  suffer  or  have  suffered  from  a 
serious  birth  defect  that  could  have  been  prevented 
or  ameliorated  by  anything  the  March  of  Dimes  is 
likely  to  do  and  that  isn’t  being  done  by  someone 
else. 

The  figure  of  one  in  16  was  whomped  up  out  of 
whole  cloth,  and  illustrated  with  a picture  of  mas- 
sive meningocele,  for  just  one  purpose:  to  scare  the 
living  daylights  out  of  every  pregnant  woman  and 
every  person  who  hopes  ever  to  have  a child;  and 
to  keep  the  green-stuff  rolling  into  an  organization 
that  seems  to  have  outlived  its  usefulness. 

Sincerely  yours, 
F.  B.  EXNER,  M.D., 

316  Medical  Dental  Building 
Seattle,  Washington  9810 1 

1.  Quoted  from  folder,  “Birth  Defects”  issued  by  the 
National  Foundation — March  of  Dimes. 

2.  From  the  same  folder,  “ — the  March  of  Dimes  is  fac- 
ing up  to  the  long  ignored  menace  of  birth  defects.” 


Truth  is  frequently  found  after  disagreement 
but  the  search  for  it  is  not  facilitated  by  scorn  or 
disparagement.  Each  of  the  three  correspondents  in 
this  interesting  series  has  included  remarks  that 
seem  to  take  on  the  characteristics  of  diatribe  rather 
than  those  of  disputation.  Nevertheless,  the  series 
offers  worthwhile  disagreement,  with  the  truth 
apparently  still  not  available.  The  major  point  of 
contention  in  the  letters— value  of  the  March  of 
Dimes  program— is  really  of  quite  secondary  im- 
portance. It  is  considerably  more  important  to  decide 
first  on  the  magnitude  of  the  problem.  Osterud  and 
Menashe,  in  the  May,  1965,  issue  of  this  journal 
stated  that  birth  defects  had  been  reported,  in 
Oregon,  at  rate  of  8.01  per  thousand  live  births, 
with  rates  ranging  from  zero  in  one  county  to  17.95 
in  another.  This  would  be  one  in  125  for  the  state 
and  one  in  56  for  the  high  county.  These  figures 
were  on  live  births  and  degree  of  severity  was  not 
indicated.  Furthermore,  the  authors  stated  that  the 
“rates  grossly  underestimate  the  incidence  . . .” 
The  prospective  study  cited  by  Shurtleff  included 
44  per  cent  Puerto  Ricans.  Osterud  and  Menashe 
state  that  the  deformity  rate  is  higher  in  laboring 
classes  than  in  those  higher  in  the  socio-economic 
scale.  The  truth  is  still  elusive.  Net  stimulus  of  this 
series  of  letters,  therefore,  is  to  much  more  careful 
search  for  the  truth  and  much  better  agreement 
on  criteria,  including  some  way  to  standardize  the 
meaning  of  serious.  In  spite  of  a few  remarks  we 
should  have  liked  to  edit  out,  the  disagreement  in 
these  three  letters  has  pointed  clearly  to  significance 
of  the  titles  of  the  first  two.  Ed. 

continued  on  page  706 


First  Annual 

SEMINAR 

Sponsored  by 

IMPERIAL  COUNTY 
MEDICAL  SOCIETY 

OCTOBER  16,  1965 
9:00  a.m.  to  5:00  p.m. 

Barbara  Worth  Country  Club 
EL  CENTRO,  CALIFORNIA 


EMERGENCY  ROOM  TRAUMA 
Seminar  Agenda: 

C.  Jackson  France,  M.D.,  Clinical-Surgical 
Staff  member  of  Wayne  State  University,  De- 
troit, Michigan— “Newer  Concepts  of  Shock,” 
and  “Common  Abdominal  Injuries.” 

.*• 

Robert  D.  Larsen,  M.D.,  Clinical  Assistant 
Professor  in  Surgery,  Wayne  State  University, 
Detroit,  Michigan— “Fractures  and  Joint  In- 
juries of  the  Hand”  and  “Tendon  and  Nerve 
Injuries  of  Hand.” 

Jordan  J.  Weitzman,  M.D.,  Assistant  Professor 
of  Surgery,  University  of  Southern  Califor- 
nia, Los  Angeles— “Injuries  in  Childhood,” 
and  “Burns  in  Children.” 

Charles  A.  Berry,  M.D.,  Chief,  Center  Medi- 
cal Programs,  NASA  Manned  Spacecraft 
Center,  Houston,  Texas— “Man’s  Responses 
to  Prolonged  Orbital  Space  Flight.” 

DINNER  MEETING — 8 p.m.  Open  to  Public 
Barbara  Worth  Country  Club 

Charles  A.  Berry,  M.D.— “Man  in  the  Space 
Age.” 


Registration  fee  for  day  Seminar,  includ- 
ing lunch:  $20.00.  Dinner:  $6.00  per  person. 

For  information  and  reservations:  George 
Jaquith,  M.D.,  116  North  Plaza,  Brawley, 
California. 
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When  you  prescribe  diuretics  for  your  patients,  it’s 
wise  to  advise  them  to  take  their  medication  along 
with  a glass  of  delicious  orange  juice.  It’s  a rich  source 
of  potassium  to  replace  the  potassium  they  lose  during 
diuretic  therapy  — an  8 oz.  glass  of  orange  juice  sup- 
plies approximately  450  mg. 

The  potassium  in  oranges  is  locked  in  with  vitamin 
C,  vitamin  A,  carbohydrates,  and  flavonoids  to  create 
a natural  and  delicious  fruit.  This  natural  way  to  main- 
tain potassium  levels  is  also  good  for  patients  whose 
intake  of  sodium  is  restricted,  for  8 oz.  of  Florida 


orange  juice  contains,  on  the  average,  less  than  3 mg. 
of  sodium. 

When  the  orange  juice  you  recommend  comes  from 
Florida,  it  is  of  the  highest  quality,  for  all  the  citrus 
from  Florida  is  controlled  by  a State  Commission 
which  enforces  strict  rules  for  the  production  and  proc- 
essing of  citrus.  You  can  be  certain  when  you  specify 
Florida  orange  juice  your  patients  will  be 
getting  a consistently  good  natural  food  — 

rich  in  potassium  and  palatable  to  the  taste. 

O 

©Florida  Citrus  Commission,  Lakeland,  Florida 


THE  REAL  THING 

oj: 

FROM  FLORIDA 


new 

Measurin 

the  first  8-hour  aspirin 

for  continuous  relief 
of  pain  and  stiffness  in 
rheumatoid  arthritis 
up  to  8 hours 
with  each  dose 


new 

Measurin 

(timed-release  aspirin) 

the  first 
8-hour  aspirin 


MEASURIN  provides  the  full  analgesic  benefits  of  pure  aspirin  both  promptly 
and  for  up  to  8 hours... with  each  oral  dose. 

MEASURIN  is  the  only  long-lasting  pure  aspirin  arthritic  patients  can  take  at 
bedtime  for  analgesia  throughout  the  night. ..and  prevailing  relief  of  pain 
and  stiffness  upon  arising. 


MEASURIN  is  the  aspirin  of  choice  for  chronic,  low-grade  pain. 


The  prolonged  benefits  of  new  Measurin 

Less  nighttime  discomfort,  less  morning  stiffness,  fewer  nighttime  awakenings, 
less  pain  upon  arising  with  new  Measurin  compared  to  two  bedtime  dosages  of 
regular  aspirin— shown  in  double-blind,  crossover  study  of  26  patients  with  rheu- 
matoid arthritis  and  fibrositis* 


Results  clearly  indicate  the  superiority  of  Measurin  timed-release  aspirin  to  two  bedtime  dos- 
ages of  regular  aspirin.  Measurin  patients  had  significantly  less  nighttime  discomfort,  significantly 
less  morning  stiffness  (fig.  1),  and  significantly  fewer  nighttime  awakenings  (fig.  2). 

Measurin  patients  also  displayed  significantly  less  pain  upon  arising,  lasting  into  the  morning 
(fig.  3).  During  the  afternoon  and  evening,  both  8-hour  Measurin  and  regular  q.  4 h.  aspirin 
proved  superior  to  20  gr.  regular  aspirin  q.  8 h.  — the  difference  reaching  high  statistical  signifi- 
cance in  the  evening. 

Objectively,  the  investigator  considered  Measurin  superior  to  either  dosage  schedule  of  regular 
aspirin  in  23  of  the  26  patients.  Only  one  patient  preferred  either  of  the  other  regimens  to 
Measurin.  *Clinical  reports  on  file,  Chesebrough-Pond's  Inc.,  New  York,  N.Y. 


The  unique  mechanism 
of  new  Measurin  . . . 

One  20-grain  dose 

Unlike  enteric  coatings  or  capsules  of  delay-action 
pellets,  a Measurin  tablet  is  composed  of  over  6,000 
microscopic  reservoirs  of  aspirin. 

(2  Measurin  tablets) 
releases  10  grains 
promptly,  followed  by 
sustained  release  of 

Each  reservoir  is  an  individual  aspirin  granule  enclosed 
by  an  inert  polymer,  insoluble  in  body  fluids.  Upon  in- 
gestion, the  tablet  immediately  breaks  apart  and  the 
reservoirs  disperse. 

*§i§ 

the  remainder... 
controlled  by  this  new 
principle  of  action: 

Gastric  fluids  (black)  diffuse  into  reservoirs  through  semi- 
permeable  walls;  dissolved  aspirin  (blue)  diffuses  out  at 
a controlled  rate  (governed  by  wall  thickness)  designed 
to  provide  optimum  8-hour  blood  levels. 

new 

Measurin 

(timed-release  aspirin) 

for  continuous  relief 
of  pain  and 
stiffness  up  to  8 hours 
with  each  dose 


Chesebrough-Pond's  Inc. 

485  Lexington  Ave.,  New  York,  N.  Y.  10017 


Indications:  Measurin  is  indicated  for  the  relief  of 
low-grade  pain  amenable  to  relief  with  salicylates, 
such  as  in  rheumatoid  arthritis,  osteoarthritis, 
spondylitis,  bursitis  and  other  forms  of  rheuma- 
tism, as  well  as  many  common  musculoskeletal 
disorders.  It  possesses  the  same  advantages  for 
other  types  of  prolonged  aches  and  pains,  such  as 
minor  injuries,  dental  pain,  and  dysmenorrhea. 
Its  sustained  effectiveness  should  also  make  it 
valuable  as  an  analgesic  in  colds,  grippe,  flu  and 
other  similar  conditions  in  which  aspirin  is  indi- 
cated for  symptomatic  relief,  either  by  itself  or 
adjunctive  to  specific  therapy. 

Dosage:  Two  Measurin  tablets  q.  8 h.  have  been 
effective  for  most  analgesic  needs.  This  two-tablet 
(20-grain)  dose  releases  the  blood  level  equiva- 
lent of  10  grains  of  aspirin  promptly  followed  by 
sustained  release  of  the  remainder.  The  10-grain 
(650  mg.)  scored  Measurin  tablets  permit  admin- 
istration of  aspirin  in  multiples  of  5 grains  (325 
mg.),  allowing  individualization  of  dosage  to  meet 
the  specific  needs  of  the  patient. 

With  regular  aspirin  dosage  schedules,  one  10 
grain  Measurin  tablet  may  replace  any  5-grain 
tablet,  but  with  twice  the  duration  of  activity. 
Whenever  possible,  two  tablets  (20  grains)  should 
be  given  before  retiring  to  assure  relief  through- 
out the  night— and  prevailing  pain  relief  upon 
arising. 

Measurin  has  been  made  in  a special  capsule- 
shaped tablet  to  permit  easy  swallowing.  How- 
ever, for  any  patients  who  have  difficulty,  Measurin 
tablets  may  be  crumbled  without  loss  of  sus- 
tained-release effect. 

Side  Effects:  Side  effects  encountered  with  regu- 
lar aspirin  may  be  encountered  with  Measurin. 
Tinnitus  and  dizziness  at  saturation  dosage  are 
the  ones  most  frequently  encountered. 
Contraindications  and  Precautions:  Measurin  is 
contraindicated  in  patients  with  marked  aspirin 
hypersensitivity,  and  should  be  given  with  ex- 
treme caution  to  any  patient  with  a history  of 
adverse  reaction  to  salicylates.  It  may  cautiously 
be  tried  in  patients  intolerant  to  aspirin  because 
of  gastric  irritation,  but  the  usual  precautions  for 
any  form  of  aspirin  should  be  observed  in  pa- 
tients with  gastric  ulcers,  bleeding  tendencies,  or 
hypoprothrombinemia. 


new  from  Ames 
5 basic  uro-analytical 
facts  in  30  seconds 


Labstix 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive”  may  enable  you  to  detect 
hidden  pathology- long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are: 

pH  — values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  - provides  a “Yes-or-No”  answer  for  urine  “sugar  spill.” 

Ketones- detects  ketone  bodies  in  urine-both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood-specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available:  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 


Ames  Company,  Inc.,  Elkhart,  Indiana 


(color  charts 


AMES 


08165 


P P OTA  M I n F* " 

I \ I #m  I V I I mJ  Lh  proteolytic  enzyme 

provides  the  selective  fast-acting  relief . . . 


Repeatedly  in  published  clinical  studies,1'10 

investigators  stress  the  following  thera- 
peutic characteristics: 

• relief  of  inflammatory  pain  (non-trau- 
matic)  is  prompt— particularly  when  ad- 
ministered early.1'4 

• disability  time  is  shortened  from  weeks 
to  days.7 

• so  specifically  effective  is  Protamide  that 
a positive  response  is  diagnostic  of  in- 
flammatory neuritis.34 

• prompt  relief  is  observed  even  in  oph- 
thalmic herpes  zoster.5  6 

• incidence  of  sequelae  such  as  posther- 
petic neuralgia  is  reduced.1'4 

• consistently  described  as  the  therapy  of 
choice.1’3'6 


Administration: 

In  neuritis  and  herpes  zoster,  one  ampul 
I.M.  daily  for  2 to  5 days  usually  relieves 
pain  completely  in  patients  treated  early. 
Well  tolerated.110  However,  inadvertent  in- 
travenous administration  may  cause 
anaphylactoid  reaction. 

— Boxes  of  10  ampuls,  1.3  cc.  each.— 

References:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63: 697- 
698  (May)  1960.  (2)  Smith,  R.  T.:  New  York  Med. 
8:16-19  (Aug.  20)  1952.  (3)  Smith,  R.  T.:  Med.  Clin.  N. 
America  (March)  1 957.  (4)  Lehrer,  H.  W.;  Lehrer,  H.  G., 
and  Lehrer,  D.  R.:  Northw.  Med.  54:1249-1252  (Nov.) 
1955.  (5)  Sforzolini,  G.  S.:  Arch  Ophthal.  62-381-385 
(Sept.)  1959.  (6)  Shupala,  E.:  W.  Virginia  Med.  J. 
56:191-193  (June)  1960.  (7)  Xander,  G.  W.:  Western 
Med.  1:14-17  (Sept.)  1960.  (8)  Combs,  F.  C..  and 
Canizares,  O.:  New  York  J.  Med.  (Mar.  15)  1952,  pp. 
706-708.  (9)  Marsh,  W.  C.:  U.S.  Armed  Forces  Med.  J. 
1:1045  (Sept.)  1950.  (10)  Love,  T.  R.:  Rocky  Mountain 
Med.  J.  50:873  (Nov.)  1953. 


Detroit,  Michigan  48211 
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stop  nausea 
and  vomiting 
of  pregnancy 
with  confidence 


Bonadoxin 


Meclizine  HCI  (25  mg.)  and  high  B6  content  (50  mg.) 


Documented  record  of  clinical  safety 

References:  1.  Goldsmith,  J.  W.:  Minn.  Med.  (Feb.)  1957.  2.  Groskloss, 
H.  H.,  Clancy,  C.  L.,  Healey,  E.  F.,  McCann,  W.  J.,  Maloney,  F.  D.,  Loritz, 
A.  F.:  Clinical  Medicine  (Sept.)  1955.  3.  Codling,  J.  W.,  Lowden,  R.  J.: 
Northwest  Med.  (March)  1958.  4.  Bethea,  R.  C.:  International  Record  of 
Med.  (May)  1960.  5.  Lenz,  W.,  Second 


Side  effects:  the  incidence  of  drowsiness 
and  other  atropine-like  effects  is  low. 
However,  caution  patients  engaged  in 
activities  where  alertness  is  mandatory. 


International  Conference  on  Congenital 
Malformations,  N.  Y.,  N.Y.,  (July)  1963. 


J.  B.  Roerig  and  Company 
New  York,  New  York  10017 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 
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When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  the  ,r' 
gamut  of  home  remedies  without  success,  si 
pleasant-tasting  cremomycin  can  answer  ! 
the  call  for  help.  It  can  be  counted  on  to  f 
consolidate  fluid  stools,  soothe  intestinal 
inflammation,  inhibit  enteric  pathogens, 
and  detoxify  putrefactive  materials  — usu- 
ally within  a few  hours. 


cremomycin  combines  the  bacteriostatic 
agents,  succi ny Isu Ifath iazole  and  neomy- 
cin, with  the  adsorbent  and  protective  de- 
mulcents, kaolin  and  pectin,  for  compre- 
hensive control  of  diarrhea. 


Indications:  Diarrhea.  Contraindications:  Kaolin: 
Withhold  if  diverticulosis  is  present  or  suspected. 
Precautions:  Sulfonamide:  Continued  use  requires 
supplementary  administration  of  thiamine  and  vita- 
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your  for 
Cremomycin 
can  provide  relief 


min  K.  Neomycin:  Patient  should  be  observed  for 
new  infections  due  to  bacteria  or  fungi.  Side  Effects: 
Sulfonamide:  Sensitivity  reactions  may  occur  (e.g., 
skin  rashes,  anemia,  polyneuritis,  fever;  agranulo- 
cytosis with  a fatal  outcome  has  been  reported). 
Reduction  of  thiamine  output  in  the  feces  and  of 
vitamin  K synthesis  has  been  observed.  Neomycin: 
Nausea,  loose  stools  possible. 

Before  prescribing  or  administering,  read  product 
circular  with  package  or  available  on  request. 

promptly  relieves  diarrheal  distress 

Cremomycin 

ANTIDIARRHEAL  ^ 

Composition:  Each  30  cc.  contains  neomycin  sulfate 
300  mg.  (equivalent  to  210  mg.  of  neomycin  base), 
succinylsulfathiazole  3.0  Gm.,  colloidal  kaolin  3.0 
Gm.,  pectin  0.27  Gm. 

©MERCK  SHARP  &DQHME: 


i of  Merck  & Co  .Inc..  West  Point.  Pa. 


where  today’s  theory  is  tomorrow’s  therapy 
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Depend  on  low-cost, 
low-dosage  Prolixin 
— once-a-day 


Prolixin  is  a dependable  tranquilizer  that  provides  your  pa- 
tient with  low  cost  therapy.  No  other  tranquilizer  costs  less. 
Safe  and  convenient  for  office  use— Prolixin  in  a single  daily 
dose  provides  prolonged  and  sustained  action.  Markedly 
low  in  toxicity  and  virtually  free  from  usual  sedative  effects 
—Prolixin  is  indicated  for  patients  who  must  be  alert.  Clin- 
ical experience  indicates  fluphenazine  hydrochloride  is 
especially  effective  in  controlling  the  symptoms  of  anxiety 
and  tension  complicating  somatic  disorders  such  as  pre- 
menstrual tension,  menopause,  or  hypertension— also  useful 
for  anxiety  and  tension  due  to  environmental  or  emotional 
stress.  When  you  prescribe  Prolixin  you  offer  your  patient 
effective  tranquilization  that  is  low  in  cost,  low  in  dosage 
and  low  in  sedative  activity. 


SIDE  EFFECTS,  PRECAUTIONS,  CONTRAINDICATIONS:  As  used  for 
anxiety  and  tension,  side  effects  are  unlikely.  Reversible  extrapyra- 
midal  reactions  may  develop  occasionally.  In  higher  doses  for  psy- 
chotic disorders,  patients  may  experience  excessive  drowsiness, 
visual  blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions, 
nausea,  anorexia,  salivation,  edema,  perspiration,  dry  mouth,  polyuria, 
hypotension.  Jaundice  has  been  exceedingly  rare.  Photo-sensitivity 
has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines. 
routine  blood  counts  are  recommended.  If  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  the  drug  and  institute  appro- 
priate treatment.  Do  not  use  epinephrine  for  hypotension  which  may 
appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atro- 
pine may  be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or 
in  patients  with  subcortical  brain  damage.  Use  cautiously  in  convul- 
sive disorders. 

AVAILABLE:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  information,  see  your  Squibb  Product  Reference  or  Product 
Brief. 


Squibb 


Squibb  Quality-the  Priceless  Ingredient 
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in  scalp  dermatitis 

riot  king  shows 
but  results 


the  results  show . . . but  the  treatment  doesn't 

“...50  of  the  85  patients  enjoyed  complete  remission.... 
Thirty-one  patients  exhibited  moderate  improvement....  * 


Synalar  Solution  provides  the  most  potent 
topical  corticosteroid,  fluocinolone  acetonide, 
at  the  site  of  the  problem  — with  out  the  stain, 
odor,  residue  of  lotions  and  other  scalp  medi- 
cations. 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Precautions-:  In  some  patients  with  dry  lesions,  the 
solution  may  increase  dryness,  scaling,  or  itching. 
Application  to  denuded  or  fissured  areas  may  pro- 
duce burning  or  stinging.  Although  propylene  glycol 
has  some  antiseptic  activity,  infected  lesions  require 
appropriate  evaluation  and  therapy.  As  with  all  drugs. 


use  with  caution  in  pregnant  patients.  Adverse 
Reactions:  Side  effects  are  not  encountered  ordinar- 
ily with  topically  applied  corticosteroids.  As  with  all 
drugs,  however,  a few  patients  may  react  unfavor- 
ably to  Synalar  under  certain  conditions.  Supply: 
Synalar  (fluocinolone  acetonide)  Solution  0.01%  in  a 
vehicle  of  propylene  glycol  with  citric  acid  as  pre- 
servative—20  ec.  and  60  cc.  plastic  squeeze  bottles. 

*Lubowe,  I.  I.:  Scalp  dermatoses:  Treatment  with  fluocinolone 
acetonide  in  propylene  glycol.  Skin  3:267  (Sept.)  1964. 


fluocinolone  acetonide  — an  original  steroid  from 

SYNTEXE3 

LABORATORIES  INC.,  PALO  ALTO  CALIF. 
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PRO-BANTHINEwitt  D ARTAE 

Each  tablet  contains.-  propantheline  bromide  (15  mg.)  and  thiopropazate  dihydrochloride  (5  mg.) 

controls  autonomic  imbalance 

Peptic  Ulcer  • Pylorospasm  • Irritable  Colon  •Functional  Gastrointestinal  Disorders 


Firm  control  of  both  the  psychic  and  visceral 
disturbances  is  indicated  when  emotional 
stress  adversely  influences  gastrointestinal  dis- 
orders. Pro-Banthlne  with  Dartal  has  demon- 
strated its  ability  to  provide  such  control. 

Pro-Banthlne,  as  expected,  reliably  mod- 
erates excesses  of  gastric  secretion  and  gastro- 
intestinal motility. 

Dartal,  a dependable,  well-tolerated  tran- 
quilizer, calms  the  emotional  turbulence  that 
aggravates  enteric  disturbances. 

Together,  Pro-Banthlne  with  Dartal  offers 
twofold  therapeutic  access  to  a twofold  clini- 
cal problem. 


Urinary  hesitancy,  xerostomia,  mydriasis  and,  theo- 
retically, a curare-like  action  may  occur  with 
Pro-Banthlne  (propantheline  bromide)  and  it  is  con- 
traindicated in  the  presence  of  glaucoma  or  severe 
cardiac  disease. 

With  Dartal  (thiopropazate  dihydrochloride)  ex- 
trapyramidal  and  parasympatholytic  symptoms  have 
been  reported  and,  rarely,  leukopenia,  erythematous 
skin  reaction  and  allergic  purpura.  Do  not  adminis- 
ter to  patients  under  the  influence  of  alcohol,  barbi- 
turates or  narcotics  and  use  cautiously  with  seda- 
tives, in  epileptic  or  depressed  patients  or  in  those 
with  liver  damage.  Reactions  typical  of  phenothia- 
zines  may  occur. 

Dosage:  One  tablet  three  times  a day. 

g.  d.  SEARLE  & CO. 

P.  O.  BOX  5110,  CHICAGO,  ILLINOIS  60680 

Research  in  the  Service  of  Medicine 
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New  Members  oj  Editorial  Advisory  Board 


MYRON  R.  GROVER,  JR.,  M.D.  DONALD  H.  WILLIAMS,  M.D. 


JOHN  N.  LEIN,  M.D. 


I n extending  the  policy  announced  in  the  March, 
1964,  issue  of  this  journal,  the  Board  of  Trustees 
of  Northwest  Medical  Publishing  Association  has 
offered  ex-officio  membership  on  the  Editorial 
Advisory  Board  to  the  directors  of  continuing 
education  of  the  University  of  Oregon  Medical 
School,  the  University  of  Washington  School  of 
Medicine,  and  the  Faculty  of  Medicine  of  the 
University  of  British  Columbia.  All  have  accep- 
ted. They  are  Myron  R.  Grover,  Jr.,  of  UOMS, 
John  N.  Lein  of  UWSM,  and  Donald  H.  Williams 
of  UBC. 

Addition  of  these  educators  to  the  Editorial 
Advisory  Board  is  particularly  gratifying  since 
their  goals  and  those  of  this  journal  are  identical. 
They  are  dedicated  to  the  task  of  assisting  those 
physicians  who  wish  to  keep  abreast  of  progress 
to  do  so.  This  journal  has  accepted  the  respon- 
sibility of  assisting  them  in  this  effort  by  pub- 
lishing some  of  the  material  needed.  They 
cannot  limit  their  efforts  to  publication  but 
must  use  every  medium  available.  Publication, 
however,  will  be  their  major  tool  since  it  is  the 
most  flexible,  most  useful,  and  usually  the  most 
prompt,  method  of  conveying  new  information, 
or  for  reviewing  still  useful  knowledge  of  longer 
standing.  Continuing  education,  although  it  may 
be  directed  or  provided,  is  not  a passive  process. 
The  recipient  must  make  some  effort  to  obtain 
it.  His  most  convenient  method  is  by  reading. 


Directors  of  continuing  education  recognize  this 
fact  and  place  a reading  program  at  the  top 
of  their  list  of  recommendation. 

Dr.  Williams  brings  to  the  educators’  group, 
and  to  this  journal,  well  demonstrated  talent  in 
the  field  of  continuing  education.  The  record  he 
has  made  in  British  Columbia  has  resulted  in 
his  invitation  to  advise  the  American  Medical 
Association  on  programs.  More  important  to 
this  area,  however,  is  the  fact  that  his  association 
with  the  group  and  with  this  journal  will  facili- 
tate communication  across  the  invisible  border 
between  Canada  and  the  United  States.  British 
Columbia,  Oregon,  Washington,  and  Idaho,  con- 
stitute the  Pacific  Northwest  and  physicians  in 
these  four  geographic  divisions  share  ideals,  and 
interests,  as  well  as  knowledge. 

Drs.  Grover,  Lein,  and  Williams  have  multi- 
plied their  effectiveness  by  conferring  regular- 
ly to  share  ideas  and  coordinate  activities. 
Through  cooperation  they  are  not  only  develop- 
ing better  methods  of  presenting  material  but 
are  also  developing  better  methods  of  determin- 
ing needs.  By  coordinating  programs  of  the  three 
universities  they  are  preventing  unnecessary 
duplication  of  courses  thus  making  more  ef- 
fective use  of  time  and  talents.  Their  influence 
on  editorial  policy  of  this  journal  will  be  sig- 
nificant. ■ H.L.H. 
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V-Cillin  K now  costs  approximately  21  percent  less. 
This  significant  price  decline  constitutes  a substantial 
saving  and  still  offers  these  important  benefits  over 
penicillin  G: 

The  effectiveness  of  intramuscular  penicillin.  Just  three 
250-mg.  doses  daily  provide  total  twenty-four-hour 
penicillin  blood  levels  equal  to  those  achieved  by  injec- 
tion of  600,000  units  of  procaine  penicillin  G.  A 
fourth  dose  increases  daily  penicillemia  to  levels  35 
percent  above  those  achieved  by  injection. 

Consistent  dependability — even  in  the  presence  of  food. 

Comparative  pharmacologic  data  show  that  V-Cillin  K 
produces  peak  blood  levels  twice  as  high  as  those  of 
penicillin  G,  with  half  the  dose. 

New,  thin  coating  . . . new  size  and  shape.  The  new  coat- 
ing eliminates  the  characteristically  bitter  taste  of  oral 
penicillin  and  makes  V-Cillin  K tablets  easy  to  swallow. 
The  new  shape  makes  them  easy  for  physicians  and 
pharmacists  to  identify. 


Indications:  V-Cillin  K is  an  antibiotic  useful  in  the  treatment  of 
streptococcus,  pneumococcus,  and  gonococcus  infections  and 
infections  caused  by  sensitive  strains  of  staphylococci. 
Contraindications  and  Precautions:  Although  sensitivity  reac- 
tions are  much  less  common  after  oral  than  after  parenteral 
administration,  V-Cillin  K should  not  be  administered  to  pa- 
tients with  a history  of  allergy  to  penicillin.  As  with  any  anti- 
biotic, observation  for  overgrowth  of  nonsusceptible  organisms 
during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units)  three  times  a day 
to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.,  and  V-Cillin  K, 
Pediatric,  125  mg.  per  5-cc.  teaspoonful,  in  40,  80,  and  150- 
cc.-size  packages. 

V-Cillin  K 

Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to  phy- 
sicians upon  request.  Eli  Lilly  and  Com- 
pany, Indianapolis,  Indiana. 
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Untoward  Effects  of  Antimicrobial  Therapy 


MARVIN  TURCK,  M.D.  / ROBERT  G.  PETERSDORF,  M.D.,  Seattle,  Washington 


Undesirable  response  to  drugs  may  be  due  to  toxicity  of  the  product, 
hypersensitivity  of  the  patient,  or  altered  balance  between  infecting  agent  and 
host.  Toxic  effects  are  usually  predictable  and  should  be  considered  when 
known  toxic  products  are  used.  Reactions  due  to  hypersensitivity  are  less  pre- 
dictable but  harm  may  be  minimized  by  early  detection  through  constant 
surveillance.  Super  infection  should  be  considered  when  the  patient’s  condition 
fails  to  improve  or,  having  improved,  shows  reversal  of  trend.  Patterns  of 
possible  response  to  currently  used  antibiotics  are  provided. 


Although  antimicrobial  agents  have  had  a gen- 
erally salutary  impact  on  most  human  infections, 
they  have  often  been  a double-edged  sword  by 
exerting  their  toxic  effects  both  on  the  microbe 
and  the  host.  At  times  the  complications  of  treat- 
ment are  inevitable  and  predictable  and  clearly 
are  related  to  interference  with  essential  meta- 
bolic function  of  normal  cells.  At  other  times 
undesirable  effects  seem  to  be  specific  for  a given 
host,  are  idiosyncratic  and  largely  unpredictable. 
Finally,  in  some  instances  the  side  effects  of  these 
drugs  are  due  to  their  ability  to  upset  the  deli- 
cate biologic  balance  between  microorganism 
and  host  resulting  in  bacterial  resistance  and 
superinfection. 

There  have  been  numerous  excellent  reviews1-4 
of  the  dangers  inherent  in  antimicrobial  therapy 
and  only  the  more  important  developments  will 
be  summarized.  The  discussion  will  deal  with 
seven  different  categories  of  drugs: 

1. — The  penicillins  and  cephalosporins. 

2. — The  broad-spectrum  agents. 

3. — Agents  effective  primarily  against  gram 

positive  bacteria. 

4. — Agents  effective  primarily  against  gram 

negative  bacteria. 

5. — Antifungal  antibiotics. 

From  the  Department  of  Medicine,  University  of  Wash- 
ington School  of  Medicine  and  King  County  Hospital. 

Supported  by  U.S.P.H.S.  Training  Grant  AI-146-05. 

Dr.  Turck  is  Assistant  Professor  of  Medicine,  Uni- 
versity of  Washington  School  of  Medicine  and  Head, 
Division  of  Infectious  Diseases,  King  County  Hospital, 
Seattle. 

Dr.  Petersdorf  is  Professor  and  Chairman,  Department 
of  Medicine,  University  of  Washington  School  of  Medicine, 
Seattle. 


6. — Sulfonamides  and  other  agents  useful  in 

infections  of  the  urinary  tract. 

7. — Combinations  of  antimicrobial  agents. 

penicillins  and  cephalosporins 

The  pencillins  and  cephalosporins  presently 
in  clinical  use  are  relatively  nontoxic  for  mam- 
malian tissues  except  for  the  cerebral  cortex. 
Following  direct  instillation  of  these  drugs  into 
the  central  nervous  system  there  may  be  increased 
excitability  or  convulsions;  these  side  effects  may 
also  occur  when  very  high  blood  levels  are 
reached.  Most  of  the  untoward  reactions  to  this 
group  of  antibiotics  are  not  toxic  but  are  related 
to  hypersensitivity,  and  are  usually  character- 
ized by  urticaria  or  other  erythematous  skin 
eruptions.  Although  most  of  these  cutaneous 
manifestations  of  hypersensitivity  are  relatively 
mild,  some  progress  to  severe  exfoliative  derma- 
titis. Less  frequently  the  penicillins,  and  proba- 
bly the  cephalosporins,  cause  fever  and  arthral- 
gias resembling  serum  sickness.  Most  of  these 
hypersensitivity  reactions  are  more  of  a nuisance 
than  a hazard.  However,  at  times  a highly  sensi- 
tized individual  may  develop  severe,  and  some- 
times fatal,  anaphylaxis.  Of  the  commonly  used 
antibiotics,  penicillin  has  been  responsible  for 
the  greatest  number  of  these  life-threatening 
reactions  which  are  encountered  most  frequently 
following  parenteral  administration  of  drug,  par- 
ticularly in  patients  with  a previous  history  of 
penicillin  hypersensitivity.  Occasionally  oral 
preparations  have  been  incriminated  in  anaphy- 
laxis to  penicillin.  Therefore  the  drug  must  be 
used  with  great  caution  in  patients  who  give  a 
history  of  a previous  reaction.  Even  with  careful 
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questioning  and  exclusion  of  previous  untoward 
effects  on  clinical  grounds,  there  is  no  iron-clad 
guarantee  that  a severe,  and  even  fatal,  reaction 
may  not  take  place. 

There  is  lack  of  agreement  regarding  the  clin- 
ical usefulness  of  screening  tests  in  predicting 
hypersensitivity  to  the  penicillins.  The  intra- 
dermal  and  scratch  tests  are  valuable  only  if  posi- 
tive; they  may  be  hazardous  in  extremely  sensi- 
tive individuals.  More  recently  two  tests,  the 
basophil  degranulation  test  and  the  penicillovl 
polylysine  test,  which  attempt  to  detect  antibody 
to  pencillin  in  the  patient’s  serum  in  vitro,  have 
aroused  interest.  They  may  be  helpful  eventually 
in  predicting  hypersensitivity  reactions  to  the 
penicillins. 

Although  the  similarity  between  the  cephalo- 
thin  nucleus  (7-amino-cephalosporanic  acid)  and 
penicillin  nucleus  (6-amino-penicillanie  acid) 
suggests  that  cross  allergenicity  may  be  a prob- 
lem, degradation  of  cephalothin  proceeds  along 
different  pathways  from  those  followed  by  peni- 
cillin. Since  allergic  reactions  to  penicillin  have 
been  associated  largely  with  the  degradation 
products  of  its  nucleus,  it  might  be  expected 
that  cross  reactions  will  not  occur.  Nevertheless, 
extreme  caution  in  administering  a cephalosporin 
to  a patient  with  known  previous  penicillin  hyper- 
sensitivity reaction  is  indicated  until  more  clini- 
cal data  are  collected.  We  have  seen  at  least  one 
patient  in  whom  an  identical  urticarial  eruption 
followed  administration  of  both  penicillin  G and 
cephalothin. 

In  contrast  to  the  cephalosporins,  there  is  prob- 
ably complete  cross-allergenicity  among  the  true 
penicillins.  Therefore  it  seems  prudent  to  avoid, 
in  patients  with  a history  of  a penicillin  reaction, 
rechallenge  with  any  of  this  group  of  drugs  in- 
cluding the  new^er  semisynthetic  congeners 
(oxacillin,  cloxacillin,  nafcillin,  methicillin 
and  ampicillin).  Furthermore,  there  is  some 
evidence  that  the  semisynthetic  agents  may 
have  inherent  toxicity  not  found  in  the  par- 
ent compound,  benzyl  penicillin.  For  example, 
a few'  cases  of  neutropenia,  renal  functional  im- 
pairment and  elevations  of  serum  glutamic  oxalo- 
acetic transaminase  have  been  reported  follow- 
ing administration  of  sodium  methicillin  or  sodi- 
um oxacillin.  Also,  super  infections  may  be  more 
frequent  among  patients  treated  with  the  newer 
penicillins  or  cephalosporins  than  in  those  given 
penicillin  G.  This  may  be  related  in  part  to  the 
higher  dosage  of  the  new  penicillins  and  also  to 


the  use  of  these  drugs  in  more  severely  ill  and 
debilitated  patients.  Gastrointestinal  intolerance 
and  diarrhea  is  more  frequent  with  ampicillin 
than  with  the  other  penicillins  which  can  be 
taken  orally  and  may  be  due  to  the  change  in 
bowel  flora  related  to  the  wider  antibacterial 
spectrum  of  this  agent. 

broad-spectrum  agents 

Although  several  antibiotics  may  be  effective 
against  common  gram  positive  and  gram  negative 
pathogens,  the  term  broad  spectrum  generally 
has  been  associated  with  the  tetracycline  group 
of  antibiotics  and  with  chloramphenicol.  The 
term  will  be  used  in  this  context. 

The  tetracyclines.  Both  toxic  and  hypersensi- 
tivity reactions  are  quite  uncommon  when  tetra- 
cyclines ( tetracycline  hydrochloride,  oxytetra- 
cvcline,  chlortetracycline  and  demethylchlortetra- 
evcline)  are  used  in  the  recommended  dosage, 
and  most  undesirable  side  effects  consist  of 
gastrointestinal  disturbances,  including  anorexia, 
nausea,  vomiting  and  diarrhea.  Fungal  (Can- 
dida) overgrowth  leading  to  glossitis,  stomatitis, 
pruritus  ani  and  pruritus  vulvae  is  more  common 
with  the  tetracycline  group  of  antibiotics  but 
is  more  bothersome  than  hazardous.  Most  of 
the  serious  side  effects  of  these  drugs  are  related 
to  suppression  of  the  normal  bacterial  flora,  re- 
sulting in  superinfection,  particularly  with  re- 
sistant hemolytic  Staphylococcus  aureus.  Staphy- 
lococcal enterocolitis  and  pneumonia  may  be  in- 
sidious in  onset  and  are  often  fatal. 

More  recently  there  has  been  recognized  a 
group  of  heretofore  unreported  complications. 
One  of  these,  photosensitivity,  has  been  unique 
to  demethylchlortetracvcline,  and  patients  re- 
ceiving this  drug  should  avoid  sunlight.  The 
tetracyclines  have  also  been  shown  to  have  anti- 
anabolic  activity  resulting  in  nitrogen  retention 
in  certain  susceptible  patients,  particularly  those 
with  pre-existing  azotemia  and  renal  failure. 
These  drugs  have  also  been  incriminated  in 
causing  acute  hepatic  necrosis,  followed  by  renal 
failure,  in  pregnant  or  post  partum  w'omen  to 
whom  they  w'ere  administered  in  relatively  large 
doses  by  parenteral  route.  An  unusual  complica- 
tion has  been  the  occurrence  of  a Fanconi-like 
sydrome  related  to  the  use  of  outdated  oral 
tetracyclines.  This  has  been  attributed  to  degrad- 
ation products  of  the  drugs  and,  fortunately,  has 
been  reversible.  Finally,  when  infants  were  ex- 
posed to  these  drugs  early  in  life  or  in  utero. 
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discoloration  of  the  teeth  and  abnormal  de- 
position of  the  chug  in  bones  has  been  reported. 

Chloramphenicol  continues  to  be  a well-toler- 
ated antibiotic  and  causes  few  hypersensitivity 
type  reactions.  In  newborns,  especially,  pre- 
matures, treated  with  more  than  50  mg  per  kg 
per  day  it  may  cause  the  gray  syndrome,  which 
is  characterized  by  lethargy,  cyanosis  and  a 
peculiar  pallor.  It  may  culminate  in  circulatory 
collapse  and  death. 

More  pertinent  to  the  problem,  is  the  rela- 
tively rare  but  extremely  important  hematotoxic 
potential  of  chloramphenicol.  Four  things  may 
happen  to  the  blood-forming  apparatus  of 
patients  given  chloramphenicol:  1.— Slight  tran- 
sient leukopenia  may  occur;  this  is  usually  of 
little  consequence.  2.— One  may  see  large,  vacu- 
olated, normoblastic  cells  in  the  bone  marrow. 
Whether  this  stage  of  chloramphenicol  toxicity  is 
a forerunner  of  aplastic  anemia  is  not  entirely 
clear.  These  cells  are  also  seen  in  other  disturb- 
ances of  erythropoiesis  and  may  not  be  specific 
for  chloramphenicol  toxicity.  3.— An  interesting 
observation  has  been  the  deleterious  effect  of 
chloramphenicol  in  anemic  patients.  For  exam- 
ple, it  has  been  shown  that  patients  with  iron 
deficiency  anemia  fail  to  respond  to  iron  with 
reticulocytosis  as  long  as  they  are  receiving 
chloramphenicol,  and  it  is  not  until  the  drug 
is  withdrawn  that  blood  values  return  to  normal. 
Similar  observations  have  been  made  with  vita- 
min B12  in  pernicious  anemia.  4.— Complete  ne- 
crosis of  the  bone  marrow  with  consequent  aplas- 
tic anemia,  agranulocytosis  and,  more  rarely, 
thrombocytopenia  may  occur. 

There  are  a number  of  clues  which  should 
lead  the  clinician  to  suspect  that  chloramphenicol 
is  interfering  with  erythropoiesis.  A high  serum 
iron,  high  saturation  of  iron-binding  protein  and 
absence  of  reticulocytosis  have  all  been  helpful 
in  detecting  chloramphenicol  toxicity. 

The  best  rule  of  thumb  in  employment  of 
chloramphenicol  is  to  use  this  drug  only  in 
severe  infections  in  hospitalized  patients  in 
whom  sensitivity  tests  or  the  clinical  picture 
dictate  that  chloramphenicol  is  superior  to  other 
available  drugs.  When  used  with  these  pre- 
cautions, the  small  risk  of  developing  aplastic 
anemia  will  be  more  than  offest  by  the  benefits 
derived  from  curing  a life  threatening  infection. 
Never  should  this  drug  be  administered  prophy- 
lactically  or  for  prolonged  periods. 


agents  active  against  gram  positive  bacteria 

There  is  a group  of  antibiotics  whose  primary 
usefulness  lies  in  the  realm  of  gram  positive 
infections  in  patients  with  penicillin  allergy. 

Erythromycin  and  oleandomycin.  These  two 
macrolide  antibiotics  are  very  similar  in  anti- 
bacterial activity.  Toxic  arid  hypersensitivity  re- 
actions are  uncommon;  superinfections  are  also 
rare.  Gastrointestinal  discomfort  is  the  main  un- 
toward effect  and  is  more  common  with  high 
dosages.  Parenteral  injection  often  is  associated 
with  considerable  local  discomfort  and  inflam- 
matory reaction.  More  recently,  hepatotoxicity 
has  been  associated  with  a modified  prepara- 
tion of  erythromycin  (the  lauryl  ester  of  erythro- 
mycin propionyl  sulfate)  and  of  oleandomycin 
( triacetyloleandomycin ) . Although  these  dosage 
forms  are  associated  with  increased  antibacterial 
activity,  perhaps  related  to  better  absorption, 
jaundice  will  develop  in  some  patients.  Presum- 
ably, this  toxic  effect  is  a consequence  of  compe- 
tition for  conjugating  enzymes.  The  icterus  dis- 
appears promptly  upon  discontinuing  the  drugs, 
and  no  permanent  hepatotoxicity  has  been  re- 
ported. 

Lincomycin  is  another  new  antibiotic  e/fective 
against  many  common  gram  positive  pathogens, 
including  most  penicillinase  producing  staphylo- 
cocci. The  drug  is  nontoxic,  relatively  nonaller- 
genic  and  well  tolerated  by  both  oral  and  paren- 
teral routes.  There  have  been  some  cases  of 
cutaneous  moniliasis  during  treatment  with  linco- 
mycin. Additional  clinical  experience  is  neces- 
sary to  ascertain  the  role  of  lincomycin  in  the 
treatment  of  serious  staphylococcal  infections 
in  patients  with  penicillin  hypersensitivity,  and 
to  document  its  toxic  potentiality. 

Vancomycin  is  a potent  antistaphyloeoccal 
antibiotic  and  is  most  useful  in  patients  who  are 
allergic  to  penicillin.  Its  main  drawback  is 
that  it  must  be  administered  intravenously  and 
is  frequently  associated  with  thrombophlebitis 
and  pain.  Nephrotoxicity  has  been  reported  in 
a very  small  percentage  of  patients;  some  in- 
vestigators attribute  this  to  impurities  in  some 
of  the  original  preparations  of  vancomycin.  The 
major  untoward  effect  of  vancomycin  is  oto- 
toxicity resulting  in  permanent  deafness.  This 
complication  has  been  observed  primarily  in  azo- 
temic  individuals  with  impaired  renal  function. 
A small  number  of  patients  have  also  developed  a 
hypersensitivity  type  reaction  to  vancomycin 
manifested  by  chills,  fever,  rash  and  vascular 
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collapse.  Pretreatment  with  antihistamines  may 
prevent  this  side  effect.  Although  vancomycin 
has  been  a very  useful  agent  in  the  treatment 
of  severe  staphylococcal  infections,  the  develop- 
ment of  the  semisynthetic,  antistaphylococcal 
penicillins  and  of  the  cephalosporins  has  reduced 
the  clinical  usage  of  this  drug. 

Ristocetin  is  another  antibiotic  effective  pri- 
marily against  gram  positive  organisms.  As  with 
several  other  drugs  it  has  been  supplanted  by 
the  new  penicillins  or  cephalosporins.  It  may  still 
be  one  of  the  more  effective  agents  available 
for  treatment  of  enterococcal  endocarditis.  This 
drug  also  must  be  administered  by  the  intra- 
venous route  in  large  or  repeated  doses  and, 
especially  in  the  presence  of  impaired  renal  func- 
tion, has  been  associated  with  ototoxicity  and 
nephrotoxicity.  Rashes,  leukopenia,  and  thrombo- 
cytopenia have  also  been  observed. 

Novobiocin  enjoyed  temporary  vogue  in  the 
treatment  of  staphylococcal  infections  before 
the  availability  of  the  semisynthetic  penicillins. 
Unfortunately  it  is  still  used  in  the  form  of  the 
novobiocin-tetracycline  combination  ( Panalba ) . 
Several  untoward  reactions  ranging  from  mild 
gastrointestinal  disorders  and  skin  eruptions  to 
fever  and  severe  jaundice  have  been  reported 
with  this  drug  A metabolic  breakdown  product 
of  this  glycoside  antibiotic  causes  yellow  dis- 
coloration of  the  skin  and  mucous  membranes 
independent  of  its  effect  on  the  liver.  This  anti- 
biotic has  little  to  offer  in  the  management  of 
infection  and  is  probably  too  toxic  to  warrant  a 
place  in  clinical  practice. 

Bacitracin  should  be  administered  only  by  the 
topical  route.  It  is  bactericidial  against  the  com- 
mon gram  positive  bacteria  and  is  virtually  with- 
out side  effects  when  used  topically.  Although  the 
drug  is  nonallergenic  and  resistance  to  it  is  seld- 
om found,  parenteral  administration  is  painful 
and  is  associated  regularly  with  impaired  renal 
function  culminating  in  both  glomerular  and 
tubular  damage.  Since  the  advent  of  safer  anti- 
staphylococcal antibiotics,  parenteral  administra- 
tion of  bacitracin  is  rarely,  if  ever,  justified. 

agents  active  against  gram  negative  bacteria 

There  are  a number  of  antibiotics  including 
streptomycin,  kanamycin  sulfate,  neomycin,  colis- 
tin  and  polymyxin  B,  with  an  antibacterial  spec- 
trum directed  primarily  against  gram  positive 
pathogens. 


Streptomycin  sulfate,  neomycin  sulfate  and 
kanamycin  sulfate  have  similar  chemical,  phar- 
macologic and  toxic  properties.  All  are  more 
active  against  gram  negative  than  gram  positive 
bacteria  and  frequently  there  is  cross  resistance 
among  the  microorganisms  to  these  agents.  Al- 
though kanamycin  sulfate  and  neomycin  sulfate 
can  inhibit  strains  that  have  become  resistant 
to  streptomycin,  the  reverse  is  seldom  true.  In 
addition,  many  microorganisms  initially  sensitive 
to  streptomycin  acquire  resistance  to  the  drug 
rapidly  in  vitro  and  in  vivo;  this  is  less  fre- 
quently a problem  with  neomycin  sulfate  and 
kanamycin  sulfate.  Neomycin  is  probably  the 
most  toxic  of  this  group  but  kanamycin  sulfate 
and  streptomycin  are  also  associated  with  signifi- 
cant toxicity.  Dihydrostreptomycin  sulfate  is  no 
longer  marketed  in  the  United  States  and  is  con- 
sidered too  toxic  for  clinical  use. 

Parenteral  streptomycin,  kanamycin  and  neo- 
mycin are  toxic  primarily  to  the  auditory  nerve 
and  the  kidney.  The  ototoxic  effects  of  strepto- 
mycin are  associated  with  destruction  of  the 
vestibular  nuclei  and  with  lesions  of  the  terminal 
fibers  of  the  eighth  cranial  nerve.  Kanamycin  and 
neomycin  affect  the  auditory  portion  of  the 
nerve.  Although  deafness  has  usually  followed 
excessive  or  prolonged  administration  of  one  of 
these  drugs,  permanent  damage  has  also  oc- 
curred with  ordinary  doses  administered  for  as 
short  a period  as  seven  days.  These  complica- 
tions have  been  more  frequent  in  elderly  patients, 
especially  those  with  pre-existing  renal  disease. 

Nephrotoxicity  with  streptomycin,  character- 
ized by  casts,  red  cells  and  proteinuria  in  the 
absence  of  previous  renal  disease,  is  seldom 
observed  nowadays  because  highly  purified 
preparation  of  streptomycin  sulfate  are  the  only 
ones  used.  Nephrotoxicity  associated  with  neo- 
mycin and  kanamycin  sulfate  is  related  both 
to  dose  and  total  duration  of  treatment.  With 
neomycin,  nephrotoxic  effects  are  uncommon 
if  therapy  does  not  exceed  1.0  gm  per  day  for 
seven  days.  In  patients  with  pre-existing  renal 
disease  this  dosage  must  be  decreased  and  blood 
levels  should  be  monitored.  These  same  prin- 
ciples apply  to  kanamycin  sulfate  and  a total 
course  of  therapy  should  not  exceed  20  gm  in 
adult  patients  with  normal  renal  function.  Inter- 
estingly enough,  all  of  these  drugs  are  relatively 
less  toxic  in  infants  than  in  adults. 

Ordinarily,  absorption  from  the  gastro- 
intestinal tract  is  negligible  with  both  neomycin 
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and  kanamycin  sulfate;  however,  when  these 
drugs  are  administered  orally  to  patients  with 
ulcerative  disease  of  the  bowel  or  decompensat- 
ing liver  disease,  absorption  may  increase  and 
toxic  levels  can  be  reached,  particularly  if  there 
is  concomitant  renal  failure. 

An  unusual  untoward  effect  of  these  agents 
has  been  the  production  of  respiratory  arrest 
following  their  intraperitoneal  administration  at 
the  time  of  surgery;  this  is  especially  prone  to 
occur  in  patients  concomitantly  receiving  curare- 
like drugs.  There  have  been  also  instances  of  a 
myasthenia-gravis-like  syndrome  reported  with 
parenteral  streptomycin. 

These  agents  are  capable  of  evoking  hyper- 
sensitivity type  reactions  with  fever  and  eosino- 
philia.  Contact  dermatitis  has  occasionally  fol- 
lowed prolonged  exposure  to  neomycin  and 
streptomycin.  Finally,  when  these  drugs  are 
given  orally  some  patients  develop  a severe 
watery  diarrhea  which  may  progress  to  a sprue- 
like illness  even  after  diarrhea  has  subsided. 
In  other  instances,  fulminant  staphylococcal 
enterocolitis  has  developed  during  oral  treatment 
with  neomycin.  Patients  with  decompensating 
hepatic  disease  who  are  receiving  this  drug  to 
abort  or  reverse  hepatic  coma  are  particularly 
susceptible  to  this  complication. 

Colistin  and  polymyxin  B have  similar  anti- 
bacterial activity  and  toxicity  when  expressed 
in  therapeutically  equivalent  doses.  Their  tox- 
icity, which  is  dosage  dependent,  is  exerted 
mainly  on  the  nervous  system  and  kidney.  Renal 
disturbances  are  usually  completely  reversible 
and  consist  of  transient  azotemia  and  changes 
in  the  urinary  sediment.  Neurologic  symptoms 
are  related  to  the  ability  of  the  polymyxins  to 
inhibit  neuromuscular  transmission  and  vary 
from  mild  paresthesiae,  especially  around  the 
mouth,  to  severe  vertigo  and  ataxia.  These 
symptoms  usually  subside  within  seventy-two 
hours  of  discontinuing  treatment  and  do  not 
leave  lasting  residua.  The  polymyxins  are  de- 
cidedly more  toxic  in  patients  with  pre-existing 
renal  disease,  in  whom  blood  levels  and  kidney 
function  should  be  carefully  monitored.  True 
allergic  reactions  are  uncommon.  One  apparent 
advantage  of  colistin  over  polymixin  B is  less 
pain  at  the  site  of  intramuscular  injection,  which 
may  be  related  solely  to  the  addition  of  the  local 
anesthetic,  dibucaine,  to  colistin.  Although  the 
polymyxins  are  effective  in  vitro  against  most 
common  gram  negative  pathogens  (except  proteus 


species),  in  view  of  their  potential  toxicity  and 
because  of  relatively  poor  penetration  to  sites 
of  inflammation,  they  should  not  be  used  for 
treatment  of  mild  or  moderate  infection.  Their 
primary  usefulness  is  in  the  treatment  of  pseudo- 
monas bacteremia  for  which  they  remain  the 
agents  of  choice. 

antifungal  antibiotics 

Currently  there  are  three  effective  antifungal 
antibiotics  in  clinical  use.  Nystatin  and  griseo- 
fulvin  are  useful  for  surface  infections,  and 
amphotericin  B for  systemic  infections. 

Nystatin  and  griseofulvin  are  largely  nontoxic 
when  administered  by  mouth.  Nystatin  is  poor- 
ly absorbed  and  its  main  usefulness  is  for  the 
topical  treatment  of  cutaneous  monilia  infections. 
It  has  also  been  used  prophylactically  along  with 
broad-spectrum  antibiotics  in  an  attempt  to  sup- 
press fungal  superinfection.  Griseofulvin  is  ab- 
sorbed from  the  gastrointestinal  tract  and  is  ef- 
fective in  controlling  many  superficial  fungus 
infections  of  the  skin,  hair  and  nails.  Often, 
however,  it  is  effective  only  while  the  drug  is 
being  administered. 

Amphotericin  B is  the  primary  drug  available 
for  treatment  of  systemic  mycotic  infections.  It 
must  be  administered  by  intravenous  route  (or 
intrathecally  in  some  cases  of  meningitis)  and 
causes  a variety  of  side  effects.  The  most  fre- 
quent side  reactions  consisting  of  chills,  fever, 
nausea,  vomiting  and  headache,  are  most  marked 
during  the  first  treatment  periods  and  diminish 
in  intensity  as  treatment  progresses.  Phlebitis  is 
also  common  following  intravenous  administra- 
tion. These  undesired  effects  may  be  minimized 
by  premedication  with  aspirin  or  an  antihista- 
mine and  addition  of  a small  amount  of  hydro- 
cortisone to  the  infusate. 

The  three  major  toxic  effects  associated  with 
amphotericin  B are  anemia  which  occasion- 
ally is  severe  enough  to  require  transfu- 
sions, hypokalemia  which  may  necessitate 
potassium  supplementation,  and  nephrotox- 
icity. Continued  use  of  the  drug  has  been  as- 
sociated with  irreversible  kidney  damage  and  a 
peculiar,  intrarenal  calcification.  Usually,  how- 
ever, azotemia  and  functional  impairment  are 
reversible,  although  recovery  after  amphotericin 
B is  discontinued  may  be  protracted  and  in  some 
instances  the  renal  lesions  never  heal  completely. 

Patients  receiving  amphotericin  B require  care- 
ful monitoring  so  that  toxic  manifestations  can 
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he  recognized  promptly.  Serial  observations  of 
creatinine  clearance  rather  than  blood  urea 
nitrogen  are  the  most  effective  means  for  assess- 
ing renal  toxicity. 

sulfonamides  and  urinary  tract  antimicrobials 

The  sulfonamides  remain  the  drugs  of  choice 
in  the  initial  treatment  of  urinary  tract  infections 
in  patients  with  no  history  of  recurrent  urinary 
infections  or  of  urinary  tract  obstruction.  Al- 
though they  have  been  used  for  a number  of 
years  and  are  relatively  safe,  they  have  the 
potential  for  causing  a number  of  untoward  re- 
actions. In  concentrated  urine,  sulfonamides  can 
crystallize  in  the  tubules;  fortunately  this  occurs 
infrequently  with  the  newer,  acetylated  com- 
pounds. Maintenance  of  a large  urine  volume 
and  alkalinization  of  the  urine  will  increase  the 
solubility  of  these  drugs  and  prevent  crystalluria. 
The  sulfonamides  can  also  lead  to  hemolytic 
anemia  in  patients  with  a deficiency  of  glucose- 
6-phosphatase  in  red  blood  cells.  Other  untoward 
reactions  include  gastrointestinal  intolerance, 
skin  rashes,  hemolytic  and  aplastic  anemia  and 
other  bone  marrow  disturbances,  renal  and  hep- 
atic toxicity,  myocarditis,  and  drug  fever  and 
arthritis.  Sulfonamides  have  been  associated 
with  defects  in  bilirubin  metabolism,  especially 
in  premature  infants  and  have  been  implicated 
in  kernicterus.  Fortunately  most  of  these  toxic, 
allergic  and  idiosyncratic  reactions  are  mild  or 
uncommon. 

Nitrofurantoin  is  another  antibacterial  agent 
used  primarily  in  the  treatment  of  patients  with 
infections  of  the  urinary  tract.  The  main  un- 
toward reactions  are  epigastric  distress,  nausea 
and  vomiting  which  can  be  minimized  by  tak- 
ing the  drug  with  meals.  Similarly  to  the  sulfona- 
mides, nitrofurantoin  may  cause  hemolysis  in 
patients  with  glucose-6  phosphatase  deficiency. 
It  has  also  been  found  to  cause  peripheral  poly- 
neuritis, especially  in  elderly  patients  with  renal 
impairment,  a few  of  whom  have  died  or  have 
been  left  with  permanent  neurologic  deficits. 

Nalidixic  acid,  a new,  orally  administered, 
urinary  tract  antimicrobial  is  active  against  many 
common  gram  negative  pathogens.  Various  side 
reactions,  which,  in  general,  have  been  reversible, 
have  been  attributed  to  this  drug.  These  have 
included  gastrointestinal  upset,  urticaria,  pru- 
ritus, rash,  convulsions,  transient  visual  disturb- 
ances and  photosensitivity.  The  excretion  pro- 
ducts may  give  a false  positive  test  for  glucose 


in  the  urine  when  tested  with  reagents  such  as 
Benedict’s  solution,  a consequence  of  the  libera- 
tion of  glucuronic  acid  from  nalidixic  glucuron- 
ide.  Until  more  clinical  experience  is  gained 
with  this  drug,  alertness  for  toxic  side  effects 
should  continue. 

combinations  of  antimicrobials 

There  are  numerous  combinations  of  antibiotics 
or  antimicrobial  agents  marketed  in  this  country 
and  abroad.  The  addition  of  one  agent  to  another, 
often  in  suboptimal  dosage  of  either,  does  little 
to  improve  the  antibacterial  activity  of  the  com- 
bination, and  merely  compounds  the  potential 
toxicity  of  both.  Furthermore,  if  an  untoward 
reaction  should  develop,  it  is  often  difficult  to 
ascertain  which  member  of  the  combination  is 
responsible.  For  these  and  other  reasons,  com- 
binations of  antibiotics  should  only  be  used  in 
those  relatively  rare  clinical  situations  in  which 
their  advantage  has  been  established  with  cer- 
tainty. 

summary  and  conclusions 

The  wide-spread  and  often  empiric  use  of 
antimicrobials  may  not  only  be  of  no  benefit, 
but  also  may  be  extremely  hazardous.  All  anti- 
microbial agents  are  capable  of  provoking  un- 
toward side  effects.  Although  not  always  pre- 
dictable, some  guide  lines  may  be  helpful  in 
avoiding  the  majority  of  serious  reactions: 

1. — Antimicrobial  agents  should  be  ad- 
ministered only  when  they  are  clearly  indi- 
cated. 

2. — Knowledge  and  awareness  of  potential 
side  effects  are  essential. 

3. — Careful  inquiry  about  previous  un- 
toward reactions  must  be  made  and  a dif- 
ferent drug  used,  if  at  all  possible,  when 
hypersensitivity  is  suspected. 

4. — Drug  dosage  should  be  adjusted  when 
treating  patients  with  underlying  renal  or 
hepatic  disease. 

5. — Continuous  surveillance  for  possible 
toxic  effects  is  particularly  important  during 
prolonged  therapy.  Urinalysis,  hematocrit, 
tests  for  blood  urea  nitrogen  and  serum 
glutamic  oxaloacetic  transaminase,  and,  in 
some  instances,  other  tests,  should  be  made 
repeatedly. 

6. — Out  dated  antimicrobials  should  be 
discarded.  ■ 

U.  of  W.  School  of  Medicine  (98105) 

(Dr.  Turck) 
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chemical  nomenclature 


generic 

trade 

sodium  oxacillin 

Prostaphlin 

Resistopen 

sodium  nafcillin 

Unipen 

sodium  methicillin 

Dimocillin-RT 

Staphcillin 

ampicillin 

Polycillin,  Penritin 

chloramphenicol 

Chloromycetin 

tetracycline  hydrochloride 

Polycycline,  Tetrex 
Achromycin,  Tetracyn 

chlortetracycline 

Aureomycin 

oxytetracycline 

Terramycin 

demethylchlortetracy  cline 

Declomycin 

erythromycin 

llotycin,  Erythrocin 

lincomycin 

Lincocin 

vancomycin 

Vancocin 

ristocetin 

Spontin 

novobiocin 

Albamycin 

neomycin  sulfate 

Neomycin,  Neobiotic 
Mycifradin  Sulfate 

kanamycin  sulfate 

Kantrex 

colistin 

Coly-Mycin 

polymyxin  B 

Aerosporin 

debucaine 

Nupercainal 

nystatin 

Mycostatin 

amphotericin  B 

Fungizone  Intravenous 

nitrofurantoin 

Furadantin 

nalidixic  acid 

Neg  Gram 

abstracto 

La  respuesta  adversa  a las  drogas  puede  ser 
debida  a toxicidad  del  producto,  hiperscnsibili- 
dad  del  paciente  o la  perturbacion  del  equilibria 
entre  el  agente  infectante  y el  huesped.  Los 
efectos  toxicos  pueden  usualmente  preverse  y 
deben  considerarse  cuando  se  risen  product  os 
que  se  saben  ser  toxicos.  Las  reacciones  de 
hipersensibilidad  se  pueden  prever  menor  pero 
el  daho  puede  reducirse  al  minirno  gracias  a el 
descubrimiento  precoz  a traces  de  una  vigilancia 
constante.  La  superinfeccion  es  de  considerarse 
cuando  el  paciente  no  mejora  o cuando  despues 
de  mejoria  el  curso  de  la  enfermedad  se  invierte 
Se  proporcionan  patrones  de  posible  respuesta 
a los  antibioticos  usuados  actualmente. 
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Drug  Product  Equivalency 

The  manufacturer  most  familiar  with  a given  drug  product  (by  virture  of 
having  developed  it,  arranged  for  its  clinical  testing,  etc.),  can  and  does  build  thera- 
peutic performance  reliability  into  each  batch  of  the  drug  product  he  manufactures. 

Therapeutic  performance  specifications  for  drug  products  (with  one  or  two 
notable  exceptions)  cannot  be  and  are  not  included  in  the  U.S.P.  or  N.F.,  nor  can 
U.S.P.  or  N.F.  specifications  or  tests  evaluate  the  therapeutic  performance  function. 

For  this  reason  therapeutic  equivalency  or  non-equivalency  between  a drug 
product  made  by  the  reputable,  knowledgeable,  capable  manufacturer  and  the  price- 
appeal  product  containing  the  same  dose  of  the  same  drug  cannot  be  determined  by 
laboratory  testing  and,  in  fact,  may  be  vastly  different. 

For  the  above  reasons,  most  physicians  are  opposed  to  legislation  that  would 
compel  them  to  prescribe  by  generic  name  only.  Resolutions  opposing  such  legislation 
have  been  adopted  by  a number  of  medical  groups. 

So  far  as  drug  quality  is  concerned,  the  public’s  best  protection  against 
substandard  medications  is  still  the  trademark  name  of  a reputable  and  qualified 
manufacturer. 

A.  E.  Slesser,  Ph.D.,  at  meeting  of  Hillsboro 
County  Medical  Association,  Tampa,  Florida 
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The  Congenitally  Malformed 

III.  Omphaloceles  and  Gastroschisis  Defects 

LESTER  R.  SAUVAGE.M.D.  / ALEXANDER  H.  BILL,  JR.,  M.  D„  Seattle,  Washington 

Primary  closure  of  large  omphaloceles  and  gastroschisis  defects  produced 
increased  intra-abdominal  tension,  embarrassment  of  respiration,  and  inter- 
ference with  venous  return.  High  mortality  rates  were  the  rule.  Delayed 
repair,  made  possible  by  methods  developed  recently,  offers  reduced  hazards. 
One  of  these  methods  involves  creation  of  a temporary  plastic  vestibule  for 
protection  of  eviscerated  bowel  while  the  abdominal  cavity  grows. 


Recent  progress  in  management  of  these  dif- 
ficult problems  of  the  newborn  is  presented  in 
this  report.  Progress  has  been  made  in  the 
treatment  of  the  very  large  omphalocele,  the 
ruptured  omphalocele,  and  the  defect  that  may 
be  best  termed  body  wall  cleft  or  gastroschisis 
defect. 

Omphalocele  may  be  defined  as  a herniation 
of  the  intra-abdominal  contents  into  the  base 
of  the  umbilical  cord.  The  omphalocele  is 
covered  by  the  amniotic  membrane;  and  the 
umbilical  cord  appears  to  arise  from  the  side 
or  from  the  top  of  the  omphalocele. 

Gastroschisis  refers  to  a body  wall  cleft  ad- 
jacent to  the  base  of  the  umbilical  cord,  usually 
immediately  to  its  right,  and  represents  a failure 
in  formation  of  the  abdominal  wall  at  this  point. 

An  omphalocele  presents  the  problems  of  a 
ventral  hernia.  The  magnitude  of  the  problem 
presented  by  this  hernia  depends  upon  its  size 
and  its  contents.  As  long  as  the  covering  mem- 
brane^ is  intact,  the  life  of  the  infant  is  not 
threatened.  Contrariwise,  a ruptured  omphalo- 
cele and  a gastroschisis  body  wall  cleft  repre- 
sent an  evisceration  demanding  immediate  cor- 
rection or  at  least  coverage. 

embryology 

Some  consideration  of  the  embryology  of 
these  abnormalities  is  pertinent.  An  excellent 
review  of  the  somatic  abnormalities  of  the  um- 
bilicus and  of  the  anterior  abdominal  wall  has 
recently  been  presented  by  Hutchin.1  From  the 
sixth  to  the  tenth  weeks  of  intra-uterine  life 
all  the  small  bowel  and  most  of  the  colon  are 
out  in  the  base  of  the  cord.  After  this  time  the 
bowel  returns  into  the  abdomen  due  to  enlarge- 


From  the  Children's  Orthopedic  Hospital  and  Medical 
Center,  Seattle,  Washington. 


ment  of  the  cavity.  The  normal  relationships 
of  the  viscera  are  established. 

Formerly,  it  was  thought  that  persistence  of 
this  physiologic  embryonic  hernia  was  an  ade- 
quate explanation  for  the  postnatal  omphalo- 
cele. However,  in  all  but  the  very  small 
omphaloceles,  a more  severe  developmental  dis- 
turbance occurs.  There  is  partial  failure  of  for- 
mation of  the  leading  edges  of  the  lateral  folds 
of  the  body  wall  (somatic  layer  of  somatopleure) 
which  leaves  the  umbilical  orifice  large  and 
covered  only  bv  the  amniotic  membrane.  The 
abdominal  viscera  cannot  be  constrained  to  the 
abdominal  cavity  by  the  thin  amniotic  covering, 
and  the  initial  protrusion  may  persist  in  part 
or  in  the  whole.  In  large  defects,  it  may  be  aug- 
mented by  protrusion  of  the  liver,  spleen,  and 
pancreas,  (Figure  1). 


Fig.  1.  Newborn  with  a large  irreducible  omphalocele 
containing  bowel  and  a large  portion  of  liver.  This  baby 
was  successfully  treated  by  surgical  skin  coverage  with 
repair  of  the  massive  ventral  hernia  several  years  later. 

A developmental  error,  occurring  behind  the 
advancing  edge  of  the  lateral  fold  of  the  body 
wall  (somatic  layer  of  somatopleure),  results 
in  a normal  umbilical  ring  with  a full  thickness 
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periumbilical  defect,  usually  to  the  right  of  the 
umbilicus.  As  the  amnion  is  continuous  with 
the  skin  at  the  apex  of  the  embryonic  folds 
that  form  the  umbilical  ring,  no  hernial  cov- 
ering of  amnion  is  present  to  protect  these 
viscera  prolapsing  through  the  gastroschisis  de- 
fect. In  this  instance,  the  peritoneal  cavity  freely 
communicates  with  the  amniotic  cavity,  and 
the  peritoneal  fluid  and  amniotic  fluid  freely 
mix. 

diagnosis 

There  is  no  difficulty  with  respect  to  the 
diagnosis  of  an  omphalocele.  The  abnormality 
is  obvious.  A large  ventral  hernia  is  present, 
covered  only  by  the  translucent  amnion.  A rup- 
tured omphalocele  may  be  distinguished  from 
a gastroschisis  defect  by  the  presence  of  the 
residual  membrane  about  the  base  of  the  hernia- 
tion and  the  absence  of  a periumbilical  defect. 

The  time  at  which  an  omphalocele  has  rup- 
tured or  a gastroschisis  abnormality  has  occurred 
determines  the  appearance  of  the  bowel  at 
birth.  If  the  small  intestine  has  been  floating 
in  the  amniotic  fluid  for  a long  time,  it  will 
have  a lusterless,  thickened  appearance;  and  the 
loops  will  be  adherent  one  to  the  other.  Under 
these  conditions,  the  bowel  does  not  grow 
properly,  and  marked  shortening  may  result. 

treatment 

This  presentation  is  concerned  with  the  sig- 
nificant advances  that  have  been  made  in  the 
treatment  of  omphaloceles  and  gastroschisis  ab- 
normalities in  recent  years.  These  advances  have 
taken  into  consideration  the  principle  that  in 
order  to  reduce  an  organ  into  a cavity,  there 
must  be  a cavity  of  adequate  size  to  receive  it. 
If  the  majority  of  the  intra-abdominal  viscera 
are  outside  the  abdomen,  as  in  a large  ventral 
hernia  at  the  base  of  the  umbilical  cord,  the 
abdominal  cavity  does  not  grow  appreciably 
during  fetal  development.  At  birth,  one  is  con- 
fronted with  a mammoth  omphalocele  (ventral 
hernia)  and  an  abdominal  cavity  of  diminutive 
size.  It  is  readily  apparent  that,  under  these 
circumstances,  replacement  of  the  viscera  into 
the  abdominal  cavity  is  a physical  impossibility. 
One  should  recall  that  infants  are  primarily 
diaphragmatic  breathers.  Excessive  build-up  of 
intra-abdominal  pressure  will  compromise  the 
ventilation,  and  significant  increase  in  intra- 
abdominal pressure  will  obstruct  venous  return. 

If  the  ventral  hernia  can  be  reduced  into  the 


Fig.  2.  Newborn  with  a reducible  omphalocele  treated 
by  primary  fascial  closure.  Note  umbilical  cord. 


Fig.  3.  Postoperative  view  of  infant  shown  in  Figure  2. 


abdominal  cavity  without  compromising ’respira- 
tion or  venous  return,  this  is  obviously  the  meth- 
od of  treatment,  with  primary  fascial  closure 
to  repair  the  abdominal  wall,  (Figures  2,  3). 
However,  this  is  frequently  not  possible,  due  to 
size  of  the  omphalocele. 

Early  attempts  at  repairing  large  omphaloceles 
consisted  of  endeavoring  to  replace  the  contents 
into  the  abdominal  cavity  irrespective  of  tension, 
and  somehow  to  close  the  structures  of  the  ab- 
dominal wall.  Under  these  circumstances,  the 
mortality  was  high.  In  1948,  Gross  recognized 
this  problem;  and  proposed,  in  certain  instances, 
that  large  omphaloceles  be  covered  with  skin 
to  produce  a skin-covered,  ventral  hernia.2  At 
a later  time,  generally  after  a few  years,  a 
second  stage  procedure  was  carried  out  to 
repair  the  ventral  hernia.  Often  this  was  a very 
difficult  procedure.  The  large  skin-covered  ven- 
tral hernia  usually  showed  no  tendency  to  re- 
duce in  size  with  time,  and  often  it  seemed  to 
grow  larger.  In  recent  years,  pneumoperitoneum 
has  been  used  preoperatively  to  facilitate  repair 
by  increasing  the  size  of  the  abdominal  cavity. 

In  1958,  Coe  and  Wollenweber,  of  Seattle, 
observed  that  the  skin  around  a large  unrup- 
tured omphalocele,  too  large  for  reduction  and 
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Fig.  4.  Newborn  with  a large,  irreducible  omphalocele 
treated  conservatively. 


primary  repair,  grew  up  over  the  amniotic  mem- 
brane and  completely  covered  it  in  a creeping 
fashion  in  four  months’  time.3  In  addition,  there 
was  gradual  but  substantial  reduction  in  the 
size  of  the  omphalocele,  (Figures  4,  5).  This 
method  has  now  received  extensive  trial  in 
many  parts  of  the  world,  confirming  its  useful- 
ness for  handling  the  very  large,  unruptured 
omphalocele.4-9  The  progressive  decrease  in  size 
of  the  omphalocele  treated  conservatively  is 
in  contrast  to  the  giant  ventral  hernia  that 
persists  after  surgical  skin  coverage. 

The  conservative  method  of  handling  large 
unruptured  omphaloceles  necessitates  a long 
period  of  hospitalization  while  the  skin  is  grow- 
ing up  over  the  coverings  of  the  protrusion. 
However,  the  advantages  of  the  method  out- 
weigh its  disadvantages.  Painting  the  exposed 
membrane  with  2 per  cent  aqueous  solution  of 
Mercurochrome  seems  to  be  a suitable  local 
treatment  for  the  exposed  membranes.  Infection 
is  rare. 

Conservative  management  of  a large  unrup- 
tured omphalocele  has  solved  a difficult  problem 
in  the  care  of  infants  with  such  abnormalities. 
Yet,  there  is  another  group  in  which  this  method 
is  obviously  not  applicable:  namely,  the  infant 
with  a ruptured  omphalocele  or  with  a gastro- 
schisis  abnormality.  These  infants  present  with 
evisceration  and  must  be  handled  as  true  sur- 
gical emergencies. 

Infants  with  gastroschisis  abnormalities  charac- 
teristically have  a small  periumbilical  defect, 
through  which  most,  if  not  all,  of  the  small 
bowel  has  been  dangling  out  in  the  amniotic 
fluid  for  long  periods  of  time  prior  to  delivery. 
Depending  upon  the  degree  of  venous  and 
lymphatic  obstruction,  the  bowel  is  very  edema- 
tous, as  is  its  mesentery.  The  edema  may  vary 


Fig.  5.  Appearance  of  "omphalocele”  shown  in  Figure  4, 
after  four  months  of  conservative  treatment.  Note  the 
complete  skin  coverage  and  reduction  in  size. 


from  a relatively  fluid  character  to  a very  gela- 
tinous type  with  varying  degrees  of  fibrosis.  The 
bowel  does  not  develop  normal  length. 

Replacement  of  the  viscera  of  a ruptured 
omphalocele,  or  of  a gastroschisis  abnormality, 
into  the  abdominal  cavity  may  present  an  un- 
surmountable  problem.  Recent  work  by  Schuster 
at  the  Boston  Children’s  Hospital  has  demon- 
strated that  synthetic  membranes  can  be  used 
for  periods  of  days  to  weeks,  thereby  restoring 
integrity  to  the  abdominal  wall.7  In  this  pro- 
cedure, the  defect,  which  cannot  be  closed,  is 
simply  bridged  by  plastic  material.  This  material 
is  usually  a sheet  of  polyethylene  to  prevent  the 
bowel  from  adhering  to  the  sides  of  the  defect. 
It  is  protected  by  an  outside  covering  of  fabric 
such  as  Dacron  or  Teflon,  which  is  sutured  to 
the  skin  and  fascial  borders.  It  may  be  necessary 
to  create  an  annex  that  will  enlarge  the  abdom- 
inal cavity.  A gastrostomy  is  done  at  the  same 
time.  The  infant  is  allowed  to  stabilize,  and  the 
abdominal  cavity  is  allowed  to  stretch.  After 
several  days  to  a few  weeks,  the  artificial  mem- 
branes are  removed,  and  repair  of  the  abdominal 
wall  is  carried  out.  We  have  recently  taken  care 
of  three  infants  with  gastroschisis  abnormalities 
bv  this  technique,  and  two  are  living,  (Figures 
(6-8). 

summary 

The  current  treatment  of  omphaloceles  and 
gastroschisis  defects  may  be  summarized  as 
follows.  Those  unruptured  omphaloceles  that 
can  be  primarily  repaired  without  producing 
excessive  intra-abdominal  pressure  should  be 
handled  by  this  means.  Those  that  cannot  should 
have  a delayed  type  of  closure  of  the  abdominal 
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Fig.  6.  Newborn  with  gastroschisis  body  wall  cleft.  Note 
the  absence  of  membranes,  the  location  of  the  defect  im- 
mediately to  the  right  of  the  umbilicus,  and  the  short, 
thick,  abnormal-appearing  bowel. 


Fig.  7.  Infant  shown  in  Figure  6 after  creation  of  an  an- 
nex to  the  abdominal  cavity  by  means  of  synthetic  mem- 
branes, and  establishment  of  a gastrostomy. 


wall.  The  conservative  method  of  allowing  the 
skin  to  grow  up  over  the  membranes  covering 
the  ventral  hernia  (omphalocele)  is  a suitable 
alternative  to  primary  skin  closure  of  the  large, 
irreducibile  omphalocele.  The  creeping  skin  cov- 
erage afforded  by  the  conservative  method  pro- 
duces a progressive  diminution  in  the  size  of 
the  ventral  hernia,  such  that  the  patient  is  left 
with  a small  defect  that  is  easily  manageable 
at  a later  time.  The  secondary  repair,  when 
primary  skin  closure  is  done,  is  always  a reason- 
ably formidable  procedure. 

Treatment  of  ruptured  omphaloceles,  or  of 
gastroschisis  abnormalities,  depends  upon  wheth- 
er the  evisceration  can  be  replaced  into  the 
abdominal  cavity  without  producing  excessive 
intra-abdominal  tension.  If  tension  would  be 
excessive,  primary  repair  of  the  abdominal  wall 
must  be  delayed.  The  abdominal  wall  defect 
may  be  bridged  by  synthetic  materials,  giving 
time  for  the  abdominal  cavity  to  stretch.  After 
days  to  weeks,  the  artificial  membranes  are 


Fig.  8.  Postoperative  view  of  infant  shown  in  Figures  6 
and  7 following  definitive  repair  of  abdominal  wall  at  three 
weeks  of  age. 


removed,  and  the  abdominal  wall  is  repaired. 

If  the  principles  of  surgical  management  as 
outlined  are  utilized,  the  majority  of  infants 
with  large  omphaloceles,  and  even  those  that 
are  ruptured  or  have  gastroschisis  abnormalities, 
can  be  successfully  handled,  provided  there  are 
not  other  serious  congenital  abnormalities.  ® 

1008  Summit  Avenue  (98104)  (Dr.  Sauvage) 


abstracto 

Primarios  cerramientos  de  grandes  enfaloceles 
y fisuras  congenitus  de  la  cavidad  abdominal, 
prodacian  aumento  de  la  presion  intraabdominal, 
dificultad  para  la  respiracion  e interferencia  con 
el  retorno  venoso.  Un  alto  promedio  de  mor- 
talidad  fue  la  regia.  Retardada  reparacion, 
hecha  posible  por  metodos  desarrollaclos  recien- 
temente,  ofrece  reducidos  riesgos.  Uno  de  estos 
metodos  implica  la  creacion  de  an  temporal 
vestibido  plastico  para  la  proteccion  del  eviscer- 
ado  intestino,  donde  por  an  corto  espacio  de 
tiempo  la  cavidad  abdominal  crece. 
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Asymptomatic  Persistent  Unusual  Arrhythmia 

FRED  T.  D A R V I L L,  JR.,  M.D.,  Mount  Vernon,  Washington 

A long  standing  unusual  arrhythmia  was  discovered  on  insurance  examination. 
There  had  been  no  symptoms  of  heart  disease  in  spite  of  heavy  labor  and  partici- 
pation in  athletics.  Electrocardiograms  could  not  be  interpreted  satisfactorily. 
Shape  of  the  P waves  was  inconstant  and  some  did  not  seem  to  be  related  to  the 
following  ventricular  complex.  Some  of  these  bizarre  patterns  were  repeated  and 
there  were  indications  of  ectopic  origins  as  well  as  abnormal  conduction. 


A 28-year-old  white  male,  ostensibly  in  excellent 
health,  presented  himself  for  a routine  insurance 
examination.  The  only  abnormality  present  was 
an  extremely  irregular  cardiac  rhythm.  Apparent- 
ly this  was  first  noted  at  the  age  of  13  to  14 
years  on  routine  examination.  At  the  age  of  17, 
the  patient  was  referred  to  a cardiologist  be- 
cause the  abnormal  rhythm  was  noted  during 
a high  school  football  physical  examation.  At 
that  time,  the  heart  size  was  normal,  and  fluoros- 
copy of  the  heart  was  unremarkable.  The  cardiol- 
ogist reported,  “In  summary,  I have  found  no 
evidence  whatsoever  of  heart  disease  and  rec- 
ommend he  be  allowed  full  activity  including 


football  and  any  other  activities  that  he  wishes. 
It  is  most  interesting  to  see  first  hand  the  very 
healthy  subject  with  the  extremely  bizarre  elec- 
trocardiograms,” (Figure  1). 

The  patient  was  reevaluated  by  the  same 
cardiologist  in  1960,  at  age  24.  No  cardiac  ab- 
normalities were  found.  The  physician  stated, 
“As  far  as  I can  make  out  in  comparing  the 
electrocardiograms  on  this  patient,  they  are 
exactly  the  same  as  they  were  seven  years  ago. 
The  rhythm  disturbance  is  certainly  one  of  the 
most  bizarre  that  I have  ever  seen.” 

The  patient  had  no  further  particular  medical 
attention  until  he  came  to  the  attention  of  the 
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author  for  an  insurance  examination  as  men- 
tioned above. 

Examination  at  that  time  revealed  no  physical 
abnormalities,  with  the  exception  of  an  irregu- 
larly irregular  tachycardia  with  pulse  deficit, 
and  a grade  I (I  to  VI  scale)  apical,  systolic 
murmur.  The  point  of  maximum  impulse  was 
in  the  left  fifth  interspace,  1 cm  to  the  left  of 
the  midclavicular  line,  suggesting  slight  clinical 
cardiomegaly.  Blood  pressure  was  120/80.  Chest 
x-ray  was  within  normal  limits.  Serology  was 
found  to  be  non-reactive,  urinalysis  negative, 
hematocrit  40,  and  sedimentation  rate  2 mm 
per  hour. 

Antistreptolysin  O titer  was  50  units.  Circula- 
tion time,  arm  to  tongue  with  dehydrocholic 
acid  was  20  seconds  with  a sharp  end  point. 
Twelve  lead  EKG  revealed  a constant  bizarre 
irregularity,  (Figure  2). 

The  patient  was  able  to  make  15  ascents  per 
minute  for  five  minutes  over  the  standard  Master 
2 steps  with  the  only  subjective  symptoms  being 
mild  to  moderate  palpitation.  No  significant 
change  in  rhythm  was  noted  on  the  cardiogram 
obtained  immediately  after  exercise. 

Angiocardiographic  examination,  although  sci- 
entifically desirable,  was  refused  by  the  patient 
after  a full  discussion  of  the  possible  benefits 
and  risks  of  the  procedure. 

The  patient  was  a heavy  coffee  drinker  but 
did  not  smoke.  Discontinuance  of  coffee  had 
no  effect  upon  the  arrhythmia. 

The  administration  of  phenobarbital  caused 
no  change  in  the  heart  rhythm.  None  of  the 
following  medications  had  any  effect  on  the 
arrhythmia:  diphenylhydantoin  100  mg  four 

times  a day,  procainamide  hydrochloride  250 
mg,  four  times  a day,  quinidine  0.4  gm  four 
times  a day,  and  phenoxybenzamine  hydrochlor- 
ide 10  mg  four  times  a day. 

The  patient  has  worked  as  a farm  laborer 
doing  strenuous  to  arduous  physical  activity 
from  high  school  graduation  to  the  present  with- 
out subjective  symptoms  of  any  kind.  He  was 
able  to  play  strenuous  football  in  high  school 
without  difficulty.  As  far  as  he  was  concerned, 
it  was  difficult  to  understand  the  interest  and 
concern  over  his  heart  rhythm  since  he  has  been, 
and  is,  subjectively  well. 

discussion 

In  67,375  asymptomatic  males  who  were  eval- 
uated by  the  Air  Force,  432  were  found  to  have 
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ventricular  arrhythmias  and  861  supraventricular 
arrhythmias.  One-hundred  and  nine  were  found 
to  have  Wolf -Parkinson- White  syndrome.  No 
case  in  this  group  was  found  to  have  arrhythmia 
similar  to  that  of  the  patient  recorded  herein.1 

Richard  Langendorf,  M.D.,  Michael  Reese  Hos- 
pital in  Chicago,  kindly  consented  to  review  the 
series  of  cardiograms.  He  reports  as  follows: 
“The  bizarre  irregularity'  defies  a satisfactory 
analysis.  My  impression  is  that  the  origin  of 
most,  if  not  of  all,  beats  is  supraventricular  and 
that  the  wide  QRS  complexes  are  due  to  aberrant 
conduction  even  in  those  instances  where  they 
occur  after  a long  ventricular  pause.  Not  only  is 
the  P wave  constantly  varying  in  shape  (some 
may  be  retrograde),  the  P-R  intervals  vary  in 
unexpected  ways  so  that  one  has  the  impression 
that  some  of  the  P waves  are  not  related  to  the 
ventricular  complexes  that  follow  them;  in  other 
words,  there  seems  to  be  ecoptic  impulse  for- 
mation both  in  the  atria  and  in  the  A-V  junction. 
Some  portions  suggest  the  possibility  of  a more 
continuous  tachycardia  with  exit  block  (and 
aberrant  conduction  of  the  beats  that  terminate 
the  short  cycle ) . The  fact  that  many  of  the 
groups  are  repetitive  suggests  that  there  is  some 
repetitive  mechanism  of  the  disturbance  oper- 
ative that  one  should  be  able  to  unravel.” 

conclusion 

A bizarre  cardiac  irregularity  of  fourteen 
years  known  duration  in  a healthy  white  male 


with  no  evidence  of  heart  disease,  is  presented. 
As  far  as  can  be  determined,  this  is  the  only 
arrhythmia  of  this  type  reported  to  date  in  the 
literature.  ■ 
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chemical  nomenclature 


generic 

dehydrocholic  acid 
diphenylhydanoin 
procainamide 
hydrochloride 
phenoxybenzamine 


trade 

Decholin  Sodium 
Dilantin 

Pronestyl  Hydrochloride 
Dibenzyline 


abstract  o 

Una  arritmia  rara  fue  descubierta  en  el 
exatnen  para  seguro.  No  habia  habido  sintomas 
a pesar  del  trabajo  pesado  y la  participacion 
atleticas.  Los  electrocardio gramas  no  pudieron 
interpretarse  satisfactoriamente.  La  forma  de 
las  ondas  P era  inconstante  y algunas  no  estaban 
al  parecer  relacionadas  al  complejo  ventricular 
que  las  seguian.  Algunas  de  las  formas  bizarras 
se  repitieron  y habia  evidencia  de  origen 
ectopico  asi  como  de  conduccion  anormal. 
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On  Racial  Violence 


LOUIS  JO  LYON  WEST,  M.D.  Oklahoma  City,  Oklahoma 

Beneath  inculcated  prejudice,  socio-economic  anxiety,  and  hostility  as 
rationalized  justification  for  past  and  present  oppression  (i.e.,  slavery  and 
its  aftermath),  are  found  the  sexual  roots  of  racial  violence.  Among  American 
whites  they  are  largely  the  fears  of  contact  between  Negro  males  and  white 
females.  Beneath  the  irrational,  conscious,  sex-oriented  hate  can  be  found  the 
preconscious  fear,  and  beneath  that  the  unconscious  wish.  Mechanisms  of 
displacement,  projection,  identification,  reaction  formation  and  denial  arc  in- 
volved in  this.  The  tap-root  of  organized  violent  behavior  among  human,  kind 
everywhere,  including  racial  strife,  group  conflict,  and  war  is  a product  of  the 
psychobiology  of  human  growth  and  development,  the  prolonged  physical 
helplessness  of  the  human  child  whose  brain  develops  so  much  faster  than 
his  body,  and  his  inevitable  frustration  by  those  closest  to  him,  on  whom  he  is 
most  dependent.  This  promotes  the  growing  individual’s  unconscious  identifica- 
tion with  the  “ stranger ” (often  defined  in  racial  terms  regardless  of  appearance ) 
onto  whom  he  projects  his  aggressive  feelings  toward  his  own  supporting  but 
frustrating  family  and  community.  The  new  discipline  of  social  psychiatry  must 
promote  awareness  and  understanding  of  the  irrational  emotions  involved. 


In  virtually  all  of  his  important  bodily  charac- 
teristics one  man  is  very  much  like  another. 
Our  brains  are  remarkably  alike  and  work  in 
the  same  way.  Our  blood,  despite  its  types,  can 
safely  be  transfused  between  races.  In  fact, 
type  O blood  from  a Negro  donor  can  save  the 
life  of  a white  man  who  would  be  killed  by  a 
transfusion  of  type  A blood  from  his  own 
brother. 

There  are  no  pure  races.  There  are  no  supe- 
rior races.  There  are  no  races  that  are  more 
primitive,  or  more  intelligent,  or  more  creative 
than  others.  The  range  of  individual  differences 
within  any  racial  group  is  far  greater  than  mean 
differences  between  them,  even  with  regard  to 
the  basic  criteria  for  differentiation,  such  as 
color.  A virtually  unanimous  opinion  of  the  mod- 
em scientific  community  supports  the  concept 
that  for  all  practical  purposes  the  Negro  and 
the  white  man  are  biological  brothers.  Their 
differences  are  essentially  skin  deep. 

These  differences  cannot  explain  the  racial  vio- 
lence that  exists  in  the  United  States  today. 
The  explanation  lies  rooted  rather  in  certain 
acquired  characteristics  of  human  nature  and 

Presented  at  the  Henry  Waldo  Coe  Foundation  Lecture 
Series,  March,  1965,  Morningside  Hospital,  Portland,  Ore- 
gon. 

Dr.  West  is  Professor  and  Head,  Department  of  Psychi- 
atry, Neurology,  and  Behavorial  Sciences,  University  of 
Oklahoma  School  of  Medicine,  Oklahoma  City,  Oklahoma. 


human  life.  The  study  of  psycho-social  attributes 
which  predispose  human  beings  to  feel  such 
hatred  will  lead  to  a greater  understanding, 
not  only  of  the  current  racial  crises,  but  also  of 
some  basic  mechanisms  of  prejudice,  persecu- 
tion, mob  violence,  murder,  and  war. 

To  begin,  we  must  appreciate  the  fact  that 
the  United  States  continues  to  pay  a penalty  for 
its  former  commitment  to  human  slavery.  This 
abominable  practice  was  abolished  more  than  a 
century  ago,  but  its  curse  has  not  yet  been 
dissipated.  The  Negroes  fear  continued  white 
exploitation;  the  whites  fear  Negro  revenge.  The 
Negro  reacts  to  his  subconscious  feelings  of 
inferiority— feelings  beamed  at  him  in  cultural 
communiques  from  the  day  of  his  birth— in 
various  ways,  ranging  from  apathetic  disclaim- 
ers of  ambition  to  frenetic  rebelliousness.  The 
white  man  reacts  to  his  subconscious  feelings 
of  guilt— feelings  related  to  the  unearned  acci- 
dental advantage  of  the  skin  he  was  born 
with— in  various  ways,  ranging  from  anguished 
efforts  to  further  the  “Negro-cause”  to  bitter 
denial  of  white  culpability  and  correspondingly 
violent  antagonism  toward  the  Negro. 

Slavery  leaves  behind  it  a miasma  of  social, 
economic,  cultural,  educational  and  political  in- 
equities. Such  inequities  are  rapidly  institution- 
alized by  human  society.  The  need  to  justify  the 
inequity  creates  the  shibboleths  of  prejudice. 


679 

Northwest  Medicine,  September  1965 


and  die  self-sustaining  tendency  of  all  institu- 
tions maintains  both  the  discriminatory  cir- 
cumstances (e.g.  the  ghetto)  and  the  prejudicial 
attitude  (e.g.  racial  supremacy). 

Whenever  such  conditions  exist,  a character- 
istic mythology  develops.  Each  group  evolves 
secondary'  attitudes  not  directly  related  to  the 
factual  inequities  themselves.  For  example,  the 
master  group  holds,  of  the  slave  group,  that 
they  are  actually  better  off  than  they  would  be 
otherwise,  that  they  really  prefer  their  subju- 
gated state,  that  they  are  in  truth  not  “human” 
in  many  ways,  that  since  they  live  like  animals 
and  are  treated  like  animals  they'  are  animals. 

It  is  an  historic  and  geographic  happenstance 
that  the  slaves  in  America  were  black.  Men  of 
every'  color  have  had  slaves  of  every  color.  How- 
ever, the  mythology  of  the  black  slave  enhanced 
his  continued  rejection  by  the  white  society'  into 
which  he  was  liberated.  As  a black  man  he 
aroused  the  characteristic  uneasiness  engen- 
dered by'  a fellow  creature  who  is  both  familiar 
and  strange. 

Human  beings  live  by  their  eyesight.  The 
global  rhythm  of  light  and  dark,  day  and  night, 
has  a profound  psy'chobiological  influence  upon 
us. 

For  men,  daytime  is  the  clear  time,  the  white 
time,  the  safe  and  sure  and  honest  time,  when 
by  the  good  light  we  can  see  what’s  going  on 
and  make  our  way'  in  the  world.  Nighttime  is 
the  time  of  danger,  of  mystery,  of  evil  and  the 
man  of  the  night  is  black.  The  r/fli/dream  is 
happy  aspiration;  the  nightmare  is  consummate 
terror. 

If  t?here  were  in  fact  no  black  men,  we  would 
have  invented  them;  in  the  Middle  Ages  we 
actually'  did  so.  Demons  and  devils  were  black. 
The  ignorant  European  peasants  of  that  day', 
who  had  never  seen  or  heard  of  Negroes,  at 
night  sometimes  practiced  the  black  mass  and 
worshipped  a phallic  Satan— painted  black.  Even 
among  the  tribes  of  deepest  Africa  the  word 
for  black  in  many  dialects  is  the  same  as  the 
word  for  evil,  dangerous,  or  bad.  When  an 
American  Negro  scientist  recently'  visited  Nigeria 
and  the  Congo,  he  was  astonished  to  find  that 
he  was  called  “white”  by  natives.  His  skin 
was  as  dark  as  theirs,  but  he  was  known  to  be 
civilized,  educated,  enlightened.  A moment’s 
thought  will  reveal  many  examples  of  the  “good- 
ness” of  white  (e.g.  fair,  bright,  enlightened, 
unblemished,  whitewashed,  spotless,  immacu- 


late, clean,  illuminated,  pure  as  the  driven  snow) 
and  the  contrasting  “badness”  of  black  (e.g. 
dark  motives,  blackening  of  character,  denigra- 
tion, blackhearted,  blackguard,  blackmail,  black- 
ball, a black  mark,  black  looks,  black  words, 
black  deeds,  dirty',  gloomy,  evil  without  any 
moral  light,  etc. ) . Hell  is  murky— black  as  the 
pit— vv'here  the  Prince  of  Darkness  reigns;  and 
as  long  as  men  survive  primarily  by'  their  vision 
we  can  expect  these  biases  to  color  their  judg- 
ment. 

One  of  the  most  profoundly  distorted  but 
emotionally  explosive  aspects  of  the  American 
racial  mythology'  has  to  do  with  the  sexuality 
of  the  Negro.  The  colored  male  is  imagined  to 
possess  an  enormous  phallus,  endless  virility, 
and  in  addition  perhaps  some  woman-enslaving 
jungle  magic.  A common  southern  myth  has  it 
that  a white  woman  who  mates  with  a Negro 
vv’ill  never  be  satisfied  with  a white  man  again. 
As  this  superstition  suggests,  many  white  men 
deeply  fear  the  contact  between  Negro  males  and 
white  females.  Much  of  the  violence  over  school 
segregation,  and  nearly'  all  of  the  racist  “hate 
literature”,  is  couched  in  terms  of  the  danger 
to  white  womanhood,  the  horrors  of  miscegena- 
tion, and  the  like.  This  fear  of  Negro  sexuality 
is  irrational  in  relation  to  all  the  known  facts. 
Broken  homes,  dependency,  and  intimidation  have 
been  shown  to  cause  frequent  passiv  ity7  and  im- 
potence in  Negro  males,  among  whom  homo- 
sexuality is  also  a growing  problem.  No  anthro- 
pometric data  show  that  black  phalluses  are 
larger  than  white  ones.  Even  if  they  were,  it  is 
now  evident  from  the  research  of  Masters,  as 
well  as  from  the  clinical  experience  of  many 
marriage  counsellors,  that  a small  penis  is  a most 
unlikely'  basis  for  sexual  incompatibility.  “Too 
large”  rather  than  “too  small”  is  a more  likely 
complaint  of  the  sexually  dissatisfied  female. 
The  concern  with  penis  size  is  a well-known 
masculine  foible  with  obvious  Oedipal  origins. 

In  point  of  fact,  the  Negro  has  many  of  the 
same  sexual  concerns  that  the  white  man  has, 
and  tends  to  fear  the  white  man  as  a sexual 
competitor  with  much  greater  basis  in  historical 
reality'.  What  actually  happens  to  the  white 
man  is  that  he  denies  his  own  “black”  sexual 
and  associated  violent  instinctual  strivings,  in- 
herent in  the  Oedipal  situation,  and  projects 
them  to  the  Negro.  Would  the  white  southern 
boy  wish  to  destroy  his  father,  grow  a penis 
larger  than  his  father’s,  possess  his  mother  and 
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even  have  her  prefer  him?  Such  unacceptable 
wishes  are  easily  attributed  to  the  black  man. 
Furthermore,  with  the  projection  of  these  feel- 
ings and  attributes  there  tends  to  develop  also 
an  unconscious  identification  with  the  Negro. 
Thus  arises  the  secret  erotic  hope  that  Negro 
males  will  actually  transgress  against  white  fe- 
males (a  well-known  pornographic  “best  seller” 
in  a thousand  guises),  and  the  necessity  for  a 
most  violent  conscious  denial.  It  is  not  hard  to 
see  how  much  psychodynamics  are  likely  to 
dovetail  with  the  fantasies  of  underprivileged, 
frustrated  Negro  boys,  so  that  the  myth  becomes 
bilaterally  perpetuated. 

Important  as  the  complex  symbolization  of 
black  and  white  may  be,  however,  in  the  end 
we  find  that  none  of  the  foregoing  suffices  to 
account  for  the  whole  of  “racial”  violence  as  it 
has  been  known  throughout  history.  Men  have 
always  identified  certain  strangers  as  being  sig- 
nificantly different  from  themselves,  labeling 
them  as  a different  race  even  if  they  were  the 
same  color.  Once  the  difference  is  defined,  all  of 
the  familiar  myth-engendered  taboos  and  warn- 
ings are  heard:  forbid  intermarriage;  avoid  close 
contact;  suspect  the  strangers’  motives;  beware 
of  their  degraded  practices  and  mysterious 
treacheries;  remember  that  they  are  beneath  us, 
they  are  sexually  dangerous,  they  want  to  dis- 
place us,  overcome  us,  drag  us  down.  Tribes, 
city-states,  nations  and  entire  cultures  have 
always  identified  particular  groups,  domestic 
and  foreign,  as  the  strangers  to  be  feared  and 
hated.  The  groups  may  change  with  time  and 
treaty,  but  the  old  attitudes,  feelings  and  preju- 
dices shift  with  peculiar  ease  from  the  old  stran- 
gers to  the  new.  Man  appears  always  to  need 
some  “outsiders”  that  he  can  identify  as  a source 
of  great  and  continuing  danger  to  his  country, 
community,  home  or  way  of  life.  Herein  lies  a 
substantial  facet  of  organized  human  violence. 

To  understand  this  tendency  and  its  near- 
universality, we  must  examine  man  as  he  grows 
and  develops.  In  almost  every  society  a high 
degree  of  frustration  is  a universal  experience 
in  the  growing-up  of  children.  It  is  a peculiarly 
human  attribute  that  our  brains  mature  much 
more  rapidly  than  the  rest  of  our  bodily  parts 
and  functions,  so  that  for  many  years  as  children 
we  are  helpless  and  dependent  for  survival  on 
the  adult  world.  During  these  years  the  myriad 
impulses,  wishes  and  desires  of  the  child  are 
frustrated  again  and  again.  Frustrations  always 


lead  to  aggression.  But  aggression  is  not  toler- 
ted;  the  child  must  leam  to  control  it  and 
repress  it.  He  must  identify  himself  with  the 
adult  institutions,  activities,  and  individuals  who 
frustrate  him,  but  upon  whom  he  still  depends. 

In  childish  fantasies  or  dreams  I may  wreak 
my  vengeance:  a bomb  drops  on  the  town  and 
kills  everybody  except  md  and  perhaps  a friend: 
or  a tidal  wave  swamps  the  village  and  everyone 
else  drowns,  while  I am  washed  up  on  a new 
and  lovelier  island,  uninhabited  except  for  a 
beautiful  maiden.  But  with  age  and  responsi- 
bility come  identification  with  the  group,  and 
pride— pride  in  my  own  family,  city,  state,  coun- 
try, race.  Destructive  feelings  toward  my  own 
kind  are  denied  and,  to  insure  they  do  not  re- 
appear to  plague  me,  they  are  unconsciously 
displaced  and  projected  onto  the  stranger. 

Thus,  it  is  not  I who  would  slay  my  father, 
possess  or  rape  the  family  womenfolk,  devastate 
the  community  and  destroy  my  own  society 
whose  taboos  and  frustrating  restrictions  so  in- 
furiated me  when  I was  a child.  It  is  not  I, 
it  is  the  stranger:  He  is  of  another  race,  or  of 
another  nation,  or  of  another  religion,  or  of 
another  political  persuasion.  The  important 
thing  is  that  he  is  different  from  me",  and  I 
must  be  sure  that  he  remains  a stranger  so  that 
I cannot  find  out  the  truth:  That  he  is  as  much 
like  me  as  I am  like  myself.  So  deep-seated  is 
this  inner  conflict  that  it  permeates  the  un- 
conscious mind;  in  a recent  study  of  thousands 
of  dream  narratives  (in  both  Negroes  and 
whites)  the  stranger  was  found  to  stalk  with 
great  frequency  as  a threatening,  attacking 
figure. 

Most  of  us,  when  we  fear  and  hate  and 
would  destroy  the  stranger,  feel  or  act  in  the 
very  sense  of  righteousness  which  motivates  our 
struggle  against  our  unacceptable  violent  im- 
pulses. The  stranger  threatens  us,  so  we  must 
destroy  him  (or  segregate  him)  for  the  safety 
of  ourselves  and  our  own  kind.  Thus  we  con- 
struct defenses  to  deal  with  our  own  unconscious 
hostile  feelings  toward  our  own  kind.  Secretly 
we  labor  to  prevent  self-betrayal,  and  so,  in  our 
conflict  with  the  stranger,  we  detest  most  of  all 
the  renegade.  For  those  who  are  moved  to 
hate  and  fear  the  Negro  (because  of  projecting 
their  unacceptable  sexual  and  aggressive  feelings 
onto  him,  he  has  become  the  stranger)  the  white 
“nigger-lover”  who  would  aid  and  abet  the 


681 

Northwest  Medicine,  September  1965 


Negro  is  a renegade  and  therefore  becomes  the 
object  of  supreme  rejection. 

It  is  true  that  most  normal  individuals  are 
unlikely  to  act  directly  upon  the  violent  impulses 
related  to  the  forces  described  above.  But  these 
forces  are  responsible  for  perpetuating  injustices, 
inequities,  ghettoes,  and  other  social  circum- 
stances that  lead  to  numerous  violent  conse- 
quences. This  is  particularly  true  in  cities, 
where  the  emotional  forces  are  more  intensified 
by  overcrowding  and  enforced  proximity.  Last 
year,  in  the  United  States,  Negroes,  who  com- 
prise 10  per  cent  of  the  population  and  who 
accounted  for  only  10  per  cent  of  all  arrests  in 
rural  areas,  were  arrested  for  more  than  half 
of  all  murders,  rapes,  robberies,  and  aggravated 
assaults  in  the  cities.  In  spite  of  the  fact  that 
the  majority  of  victims  were  also  Negroes,  this 
violence  cannot  be  separated  from  other  racial 
violence  which  is  more  transparently  related  to 
prejudice  and  antagonism  toward  Negroes  by 
whites. 

In  summary,  we  must  realize  that  the  capacity 
for  hatred  and  the  impulse  toward  violence  is  a 
part  of  the  personality  of  most  human  beings. 
The  psychobiological  roots  for  such  tendencies 
are  discussed  in  this  paper.  Beneath  inculcated 
prejudice,  socio-economic  anxieties,  and  hostility 
as  rationalized  justification  for  past  and  present 
oppression  (i.e.  slavery  and  its  aftermath),  are 
found  the  sexual  roots  of  racial  violence.  Among 
American  whites  they  stem  largely  from  the 
fears  of  contact  between  Negro  males  and  white 
females.  The  elaborate  mythology  surrounding 
this  subject  can  be  found  to  have  origins  in  the 
Oedip^al  conflict.  Numerous  case  studies  reveal 
that  the  irrational  conscious  hate  is  a reaction 
against  a profound  pre-conscious  fear,  which  in 
turn  is  a violent  denial  of  the  unconscious  wish 
brought  about  by  projection  of  unacceptable 
sexual  impulses  onto  the  Negro  and  the  linked 
identification  with  him.  The  tap-root  of  organ- 
ized violent  behavior  among  human  kind  every- 
where, including  racial  strife,  group  conflict,  and 
war,  emerges  as  a product  of  the  psychobiology 
of  human  growth  and  development.  It  relates  to 
the  prolonged  physical  helplessness  of  the  child 
whose  brain  develops  so  much  faster  than  his 
body,  and  his  inevitable  frustration  by  those 
on  whom  he  is  most  dependent.  This  promotes 


his  unconscious  identification  with  the  stran- 
ger (often  defined  in  racial  terms  regardless  of 
color)  into  whom  he  projects  his  aggressive 
feelings  toward  his  own  family  and  community. 
The  inevitable  ambivalence  toward  those  who 
are  closest  raises  a question  regarding  the  uni- 
versality and  inevitability  of  racial  conflict.  In 
my  opinion  these  conflicts  can  be  resolved  in 
society  only  through  the  basic  technique  em- 
ployed in.  the  therapy  of  the  individual:  to 
promote  awareness  of  the  irrational  nature  of  the 
emotions  involved,  and  the  unconscious  roots 
from  which  they  spring.  To  such  a task  the 
new  discipline  of  Social  Psychiatry  must  dedi- 
cate itself.  ■ 
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abstracto 

Por  debojo  prejuicios  inculcados,  ansiedad 
socio-economica,  y hostilidad  como  justificacion 
racionalizada  para  opreciones  pasadas  (ej.  escla- 
vitud  y sas  consequencias)  se  encuentran  raices 
sexuales  de  violencia  racial.  Entre  los  blancos 
americanos  estas  son  en  mayor  parte  temores 
de  contacto  entre  los  machos  negros  y las  hem- 
bras  blancas.  Debajo  del  odio  orientado  sexual- 
mente,  conciente  e irracional  pueden  encon- 
trarse  miedo  preconciente  y debajo  de  este  el 
deseo  inconciente.  Mecanismos  de  desplaza- 
miento,  proyeccion,  identificacion,  formacion  de 
reaccion  y negacion  estan  relacionados  en  esto. 
La  principal  raiz  de  la  conducta  violenta  organi- 
zada  entre  los  humanos  donde  quiera  que  sea,  in- 
cluye  rivalulad  racial,  conflicto  de  grupo  y la 
guerra,  es  el  producto  del  crecimiento  y desar- 
rollo  psicobiologico  humano,  la  prolongada  in- 
capacidad  fiscia  del  niho  cmyo  cerebro  desarrollo 
mas  rapidamente  que  su  cuerpo,  y su  inevitable 
frustracion  causada  por  aquellos  mas  cercanos  a 
el,  de  los  de  los  cuales  el  es  mas  dependiente. 
Esto  promueve  la  identification  del  individuo  en 
crecimiento  con  el  extraho  (a  menudo  definido 
en  terminos  de  raza  sin  tomar  en  cuenta  las 
aperiencias)  hacia  el  cual  proyecta  sus  sentimien- 
tos  agresivos  para  su  propia  familia  y comunidad 
quienes  lo  mantienen  pero  lo  frustran.  La  nueva 
disciplina  la  psiquiatria  social  debe  promover  el 
conocimiento  y entendimiento  de  las  emociones 
irracionales  inmiscuidas. 
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Non- Accidental  Sudden  Deaths 

D.  R.  P E T E R S O N,  M.  D.,  Seattle,  Washington  / K.  R.  TUCKER,  M.D.,  Baltimore,  Maryland 

Unexpected  sudden  deaths  occur  after  major  episodes  producing  stress 
or  excitement  and  also  throughout  the  year.  In  King  County,  Washington, 
death  records  indicate  403  such  deaths  of  women  and  850  such  deaths  of  men. 
Coronary  heart  disease  was  reported  as  cause  of  death  on  2,398,  or  29  per  cent 
of  all  certificates  examined. 


NON-ACCIDENTAL  SUDDEN  DEATHS  PER  100,000  POPULATION 
ALL  CATEGORIES  BY  AGE  AND  SEX 
SEATTLE-KING  COUNTY,  WASHINGTON,  1963 
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N on-accidental  sudden  deaths  in  adults  which 
occur  during  or  immediately  after  a stressful  or 
exciting  episode  (earthquake,  sporting  event, 
etc.)  are  usually  ascribed  to  the  shock  of  the 
occasion.  However,  unexpected  sudden  deaths 
also  occur  throughout  the  year— occasionally  in 
physicians’  offices  or  hospitals. 

To  estimate  the  likelihood  of  sudden  death 
under  ordinary  circumstances  in  King  County, 
death  certificates  filed  with  the  Seattle-King 
County  Health  Department  in  1963  were  ex- 
amined. One  of  us,  while  a senior  medical  stu- 
dent, (K.  R.  T. ),  reviewed  8,248  certificates  of 


persons  who  were  thirty  years  of  age  or  older 
at  death;  there  were  3,533  women  and  4,713 
men.  From  information  listed  on  the  certificates, 
accidental  deaths  were  excluded  and  the  re- 
mainder were  sorted  by  age  into  the  following 
categories: 

1. — Sudden; 

2. — Survived  one  hour  or  less; 

3. — Dead  on  arrival  (at  hospital); 

4. — Died  at  home; 

5. — Survived  from  1 to  24  hours; 

6. — Survived  25  hours  or  more; 

7. — Not  stated. 
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Table  1 


Non-Accidental  Sudden  Deaths  by  Category,  Age  Groups  and  Sex 
King  County,  Washington— 1 963 
Deaths  Per  100,000  Population 

Age 

Group  Population* 

Survived  1 Hr. 

Suddenly  or  less  Dead  on  Arrival  Home 


Men 

Women 

Men 

Women 

Men 

Women 

Men 

Women 

Men 

Women 

30-34 

35-39 

31,159 

34,717 

31,330 

35,800 

5.8 

2.6 

3.2 

17.3 

5.6 

40-44 

45-49 

32,320 

29,846 

32,372 

29,224 

3.2 

16.8 

12.4 

50.2 

18.6 

36.8 

3.1 

6.8 

12.4 

30.1 

6.8 

50-54 

55-59 

25,303 

21,420 

24,608 

21,226 

11.9 

42.0 

4.1 

18.8 

91.0 

168.0 

24.4 

28.2 

94.9 

154.0 

20.3 

14.1 

98.9 

131.0 

8.2 

18.8 

60-64 

65-69 

16,964 

14,517 

18,824 

17,069 

47.2 

89.4 

21.2 

29.3 

206.0 

296.0 

82.2 

105.0 

165.0 

179.0 

26.6 

70.3 

218.0 

296.0 

47.8 

76.2 

70-74 

75-79 

12,241 

8,053 

14,218 

9,579 

82.4 

150.0 

28.8 

157.0 

327.0 

547.0 

169.0 

334.0 

245.0 

274.0 

91.4 

94.0 

527.0 

472.0 

183.0 

303.0 

80-84 

85-over 

3,862 

1,939 

5,296 

2,970 

285.0 

310.0 

132.0 

236.0 

518.0 

878.0 

644.0 

674.0 

488.0 

310.0 

170.0 

202.0 

725.0 

516.0 

548.0 

640.0 

All  30- 
Years 
& over 

232,341 

242,516 

33.5 

19.4 

119.0 

64.4 

89.4 

27.6 

123.0 

54.8 

‘Source:  United  States  Census  of  Populations,  1960,  King  County,  Washington,  Final  Report 
(PC91) — 40B,  page  69. 

“Total  rates  per  hundred  thousand  are  not  sums  of  the  age  specific  rates  but  are  derived  from 
total  deaths  in  each  category  as  related  to  total  population  in  that  category. 


The  first  four  categories  listed  were  selected 
for  assessing  risk  of  sudden  death.  In  these  four 
groups  there  were  403  women  and  850  men. 
Therefore,  one  woman  and  two  men  died  sud- 
denly every  day  in  King  County  in  1963,  if 
we  assume  that  these  were  distributed  more  or 
less  evenly  throughout  the  year. 

When  these  deaths  are  related  to  the  living 
populations  from  which  they  came,  by  age 
group  and  sex  as  shown  in  Table  1,  it  is  seen 
that  risk  is  much  greater  for  men  than  women 
and  for  older  than  younger  in  every  category. 
From  this  table  the  reader  can  calculate,  roughly, 
the  likelihood  of  personally  seeing  a non-acci- 
dental sudden  death,  by  estimating  the  num- 
ber of  persons  he  sees  in  a year  in  the  various 
age  and  sex  categories  and  applying  the  appro- 
priate rates.  Figure  1 illustrates  risk  of  non-ac- 
cidental sudden  death  by  age  groups  and  sex 
when  all  four  categories  are  combined.  Wo- 
men experience  tire  same  risk  as  men,  but 
it  is  delayed  by  10  to  15  years  except  in  the 
very  old  when  the  risks  converge.  These  same 
trends  were  present  in  the  other  categories  not 
included  in  the  table. 

The  cause  of  death  was  listed  as  coronary 


heart  disease  in  2,398,  or  about  29  per  cent  of 
all  the  certificates  examined.  Fully  one-half  of 
these  coronary  heart  disease  cases  were  in  one 
of  the  four  categories  used  as  criteria  of  sudden 
death.  This  is  consistent  with  the  findings  of 
Spain  and  others  which  indicated  that  a high 
proportion  of  sudden  deaths  in  Westchester 
County,  New  York,  could  be  ascribed  to  coron- 
ary heart  disease  at  autopsy.1  ■ 

Seattle-King  County  Dept,  of  Public  Health , 
Public  Safety  Bldg.  (98104) 

abstract  o 

Das  muertes  inesperadas  ocurren  despues  de 
cpisodios  mayores  que  producen  “ stress ” o 
exitacion  y tambien  durante  todo  el  aho.  En  el 
condado  de  King,  en  el  estado  de  Washington , 
el  registro  de  muertes  muestra  403  muertes  de 
este  tipo  en  mujeres  y 850  en  hombres.  La 
enfermedad  cardtaca  coronaria  se  reporto  en 
2,398  o 29  por  ciento  de  tod  os  los  certificados 
examinados. 

REFERENCE 

1 Spain,  D.  M.,  Bradess,  V.  A.,  and  Mohr,  C.,  Coronary 
atherosclerosis  as  a cause  of  unexpected  and  unexplained 
death.  An  autopsy  study  from  1949-1959,  JAMA  174:384-388 
(September  24)  1960. 
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Problem  Patients  Among  the  Industrially  Injured 

A Psychiatrist’s  View 

CARL  N.  BROWNSBERGER,  M.D.  Seattle,  Washington 

Patients  with  continuing  unexplained  disability  after  industrial  accidents 
are  becoming  more  prevalent.  Most  of  them  appear  to  have  psychiatric  explana- 
tions for  their  problems  and  urgently  need  early  diagnosis  before  habit  patterns 
are  fixed. 

Early  diagnosis  can  be  facilitated  by  carefully  recording  the  patient’s  per- 
sonal view  of  the  accident  on  the  initial  accident  report  and  arranging  an.  auto- 
matic psychological  assessment  six  weeks  after  the  onset  of  delayed  convalescence. 


Physicians  and  administrators  who  care  for  in- 
jured employees  are  increasingly  concerned  about 
a group  they  call  problem  patients.  These  are  not 
patients  who  have  suffered  physical  injuries  so 
severe  as  to  make  permanent  disability  obvious. 
They  are,  instead,  ones  in  whom  the  reason  for 
continuing  disability  is  uncertain  or  disputed. 

The  percentage  of  the  employees  injured  each 
year  who  enter  the  pool  of  problem  patients  is  not 
large.  Most  beneficiaries  under  state  industrial  in- 
surance laws  are  restored  to  satisfactory  health 
without  complication  or  delay.  Nevertheless,  if 
patients  do  enter  the  problem  group,  they  tend  to 
remain  there.  Thus,  while  incidence  is  modest, 
prevalence  is  increasing,  and  this  is  what  is  caus- 
ing alarm. 

How  many  of  these  patients  have  psychiatric 
explanations  for  their  disability  remains  undeter- 
mined statistically.  Nevertheless,  a practical  con- 
sensus of  experienced  physicians  claims  that  most 
of  them  do.  Some  authors  stress  the  part  psychi- 
atric factors  may  play  in  causing  the  accident  in 
the  first  place.12  Others  concentrate  on  the  emo- 
tional reactions  following  the  accident.3  All  agree 
that  a compensable  accident,  however  it  comes 
about,  tempts  the  marginally  employed  worker  to 
remain  disabled,  for  his  disability  income  may 
equal  or  exceed  average  earnings  before  injury. 

deleterious  effect  of  time 

What  I believe  is  slighted  in  the  literature  is 
the  ponderous  but  seemingly  invincible  process 
by  which  time  alone  erodes  the  patient’s  will  to 
work.  Almost  independent  of  errors  or  unworthy 
motives  among  the  people  concerned,  the  social 

From  the  Department  of  Psychiatry,  University  of 
Washington  School  of  Medicine,  Seattle,  Washington. 

Dr.  Brownsberger  is  Instructor  in  Psychiatry,  University 
of  Washington  School  of  Medicine,  Seattle,  Washington. 


machinery  evolved  for  handling  a puzzling  or  dis- 
puted case  grinds  so  slowly  that  it  is  unresponsive 
to  the  real  opportunities  for  rehabilitation  which 
exist  early  in  the  game. 

Problem  cases  usually  take  several  years  to  re- 
solve. In  fact,  this  is  how  they  are  defined,  as 
cases  that  have  not  been  concluded  in  a satis- 
factory length  of  time.  As  the  years  go  by  the  pa- 
tient has  many  experiences  which  cause  him  to 
lose  his  motivation  to  work.  It  is  true  he  gets  out 
of  the  habit  and  discipline  of  work.  But  it  is  more 
important  that  for  months  and  years  Ke  is  no 
longer  in  control  of  his  own  fate.  He  surrenders 
his  autonomy  to  physicians,  compensation  admini- 
strators, attorneys— all  authorities  who  tell  him 
what  he  may  do  and  what  is  in  his  best  interest. 

There  is  even  more  to  his  ordeal,  however,  than 
this  infantilization  by  experts.  Inevitably,  as  he 
goes  from  one  doctor  to  another,  presenting  a 
puzzling  chronic  problem,  he  gets  many  more  or 
less  contradictory  opinions.  Not  only  does  he  lose 
confidence  generally  in  medical  opinion,  but  also 
he  finds  corroboration  by  at  least  one  physician 
for  any  theory  he  might  have  or  want  to  have 
about  his  own  condition.  Eventually,  the  patient 
also  will  encounter  some  doctor  who,  unable  to 
stand  the  frustration  he  evokes,  will  actually  in- 
sult or  mistreat  him.  This  experience  is  especially 
injurious  to  someone  rendered  hypersensitive  by 
inactivity  and  dependence  on  others. 

Thus,  by  the  passage  of  time  and  multiple 
consultations,  the  problem  patient  inevitably  has 
the  kinds  of  experiences  with  doctors  that  the 
average  patient  has  only  with  unusually  bad 
luck.  Eventually  his  innocence  and  trust  are 
gone.  The  rapport  which  is  so  important  if  the 
doctor  is  to  help  his  patient,  especially  with  psy- 
chological problems,  is  hopelessly  compromised. 
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As  the  patient’s  record  gets  thicker,  his  history 
gets  more  complex.  Practically,  it  is  not  feasible 
for  the  latest  consultant  to  acquaint  himself  with 
every  detail.  At  the  same  time  the  patient,  from 
constant  rehearsal,  knows  his  story  by  heart  and 
notices  the  doctor’s  deficiencies.  It  is  easy  for 
him  to  conclude  that  his  attorney  is  his  only  real 
friend.  He  is  likely  to  have  had  many  doctors, 
but  only  one  attorney  who  knows  his  case  well. 

It  seems  clear  that  the  experience  the  patient 
encounters  as  a compensation  case  can  be  psy- 
chologically harmful  in  itself  if  he  is  exposed 
very  long.  This  is  particularly  true  if  the  primary 
cause  of  prolonged  convalescence  from  his  in- 
jury is  a psychological  one  itself. 

secondary  prevention  by  early  diagnosis 

What  then  can  be  done  to  prevent  this  prob- 
lem-patient syndrome?  Ideally,  we  should  pre- 
vent the  accidents  and  the  disorders  in  the  first 
place.  Practically,  we  must  accept  genesis  of 
these  unhappy  events  as  deriving  so  complexly 
from  human  realities  that  primary  prevention 
is  often  impossible.  Secondary  prevention,  which 
means  diagnosing  the  problem  early  to  lessen  its 
morbidity,  offers  the  physician  the  greatest  op- 
portunity to  help. 

Accepting  that  most  problem  patients  get 
started  down  the  path  to  chronicity  because  of 
psychiatric  problems,  what  are  some  practical 
measures  for  early  diagnosis?  A most  valuable 
clue  can  come  the  day  of  the  injury  if  special 
attention  is  paid  to  the  patient’s  own  idea  of 
what  happened  to  him.  This  statement  is  meant 
to  be  more  than  the  truism  that  the  doctor  should 
take  *a  careful  history.  The  history  is  directed 
toward  a different  goal,  that  is,  establishing 
what  actually  happened.  Therefore,  it  is  com- 
mon to  dismiss  ( or  not  even  hear ) that  part 
of  the  patient’s  history  which  is  implausible 
or  clearly  impossible.  While  what  the  patient 
says  that  cannot  be  true  should  not  be  consid- 
ered in  reconstructing  the  accident  itself,  it  may 
be  very  important  in  understanding  the  patient’s 
complaints  after  the  accident. 

As  an  example,  consider  a patient  bruised 
over  the  sacrum  by  a falling  rock.  After  being 
taken  to  the  dispensary,  he  complained  not  only 
of  back  pain,  but  also  of  headache,  neck  ache, 
trouble  with  his  vision,  ringing  in  the  ears, 
tingling  in  his  fingers,  and  precordial  chest  pain. 
The  doctor,  who  knew  from  witnesses  that  his 
only  trauma  had  been  to  the  lower  back,  ex- 


amined his  back,  checked  his  lower  limb  re- 
flexes, took  appropriate  back  films,  diagnosed 
the  injury  as  a simple  contusion  and  put  the 
patient  to  bed.  He  did  not  discuss  the  patient’s 
other  complaints  with  him  or  pay  any  attention 
to  them  as  he  believed  they  were  not  serious. 
It  is  true  that  these  complaints  were  not  physi- 
cally related  to  the  injury,  but  they  were  serious 
indeed.  They  were  symptoms  of  severe  anxiety 
in  reaction  to  a minor  injury. 

After  this  the  patient’s  anxiety  raged  on  un- 
abated, and  added  to  it  that  very  first  day  was 
the  paranoid  conviction  that  there  was  a con- 
spiracy to  minimize  his  injury.  He  was  told 
that  his  injury  was  minor;  but  how  could  it  be 
minor,  he  reasoned,  when  he  felt  so  bad?  More- 
over, he  recalled  the  doctor  did  not  even  examine 
all  the  places  he  hurt.  For  months  and  years 
thereafter,  the  patient  complained  of  all  sorts  of 
things,  with  a costly  and  bitter  lawsuit  as  the 
eventual  outcome.  The  psychogenic  nature  of  his 
complaints  was  appreciated  only  after  several 
hospitalizations  and  unsuccessful  lumbosacral 
disc  surgery. 

That  the  patient’s  subjective  symptoms  do  not 
correspond  to  the  objective  findings  on  the  day 
of  the  injury  does  not  guarantee  prolonged  con- 
valescence. The  patient’s  psychogenic  symptoms 
usually  remit  spontaneously.  Nevertheless,  if 
they  do  not,  they  will  require  special  attention; 
and  the  golden  opportunity  for  correct  diagnosis 
is  at  the  beginning.  Later  it  is  hard  to  establish 
exactly  what  the  injury  was,  as  well  as  whether 
the  response  to  it  was  appropriate. 

Another  example  is  that  of  a naive  young  man 
who  was  in  a truck  that  was  struck  by  a falling 
power  line.  He  received  several  painful  and  ter- 
rifying shocks  but  did  not  lose  consciousness. 
The  company  doctor  examined  him  carefully, 
did  an  EKG,  prescribed  ointment  for  his  sup- 
erficial burns  and  sent  him  home  for  the  day. 
The  young  man  felt  he  should  be  hospitalized 
as  he  “had  nearly  been  electrocuted.”  The  doctor 
treated  his  opinion  lightly  and  encouraged  him 
to  walk  to  his  home  a short  distance  away.  The 
young  man  refused,  apparently  fainted  and  was 
taken  home  in  an  ambulance.  He  remained  a 
permanent  invalid  thereafter.  It  was  only  after 
two  years  of  multiple,  obscure  complaints  that  a 
psychiatrist  entered  the  picture.  The  time  the 
psychiatric  diagnosis  should  have  been  made 
was  the  first  day,  for  his  subjective  symptoms 
did  not  correspond  to  the  objective  findings. 
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Most  physicians  take  a rather  agnostic  atti- 
tude toward  strange  symptoms  when  they  first 
encounter  them.  They  hesitate  to  ascribe  them  to 
neurosis.  This  is  an  honest  and  conservative  po- 
sition, but  strange  symptoms  at  least  should  be 
recorded  as  such.  The  well-trained  physician 
often  is  so  attuned  to  recognizing  symptoms 
which  might  lead  to  some  physical  diagnosis 
that  he  automatically  ignores  symptoms  that 
definitely  do  not  lead  to  any  physical  diagnosis. 
Yet  these  same  symptoms  may  be  clues  to  how 
the  patient  views  his  injury.  How  the  patient 
views  his  injury,  erroneous  as  this  view  may  be, 
will  determine  whether  he  will  behave  as  an 
invalid. 

It  is  common  for  doctors  unintentionally  to 
conceal  from  each  other  the  complaints  of  the 
patient  that  do  not  make  sense  and  communicate 
only  those  complaints  that  might  lead  to  a phy- 
sical diagnosis.  In  this  way,  a patient  may  cir- 
culate among  consultants  for  years  without  its 
being  evident  that  he  characteristically  has  com- 
plaints that  do  not  make  sense  physically. 

initial  accident  report 

I believe  this  principle  of  secondary  preven- 
tion by  early  recognition  of  a patient’s  vague 
or  irrelevant  complaints  has  practical  implica- 
tions for  official  procedure  in  handling  the  in- 
dustrially injured.  There  should  be  a question 
on  the  physician’s  initial  accident  report  require- 
ing  him  to  state  whether  the  patient’s  subjective 
symptoms  correspond  to  the  objective  findings. 
If  there  are  unusual  symptoms,  they  should  be 
briefly  mentioned.  The  doctor  should  not  feel 
he  has  to  elaborate  on  them,  explain  them,  or 
do  further  physical  work-up  if  his  regular  ap- 
praisal of  the  case  makes  it  seem  unwarranted. 
He  certainly  does  not  need  to  make  a psychiatric 
diagnosis  or  question  the  patient’s  motives.  Still, 
he  will  have  established  valuable  information 
about  the  patient’s  problem  if  that  patient  later 
begins  to  fail  in  normal  convalescence. 

if  convalescence  is  definitely  delayed 

The  next  step  should  come  with  an  indication 
that  convalescence  is  too  slow.  A time  period 
should  be  established  such  that  if  the  estimated 
appropriate  time  for  convalescence  is  exceeded 
by  that  period,  a psychological  assessment  is 
automatically  arranged.  If  convalescence  is  de- 
layed that  long  the  psychological  assessment 
should  take  place  even  if  the  attending  doctor 
is  optimistic. 


How  will  the  appropriate  time  for  conval- 
escence be  established  in  the  first  place?  Cur- 
rently almost  all  forms  concerned  with  an  in- 
dustrial accident  require  the  attending  physician 
to  make  an  estimate  of  how  long  the  patient  will 
be  disabled.  The  very  frequency  of  the  question 
shows  that  no  one  takes  a given  answer  to  it 
very  seriously.  It  is  accepted  that  each  estimate 
is  quite  tentative.  Nevertheless,  I believe  it  is 
important  to  be  concerned  enough  once,  early 
in  the  game,  to  estimate  carefully  the  appropri- 
ate length  of  disability.  One  should  go  to  this 
trouble,  of  course,  only  with  those  patients 
whose  disability  lasts  longer  than  a few  days. 
While  procedural  details  will  differ  from  state 
to  state,  what  follows  seems  reasonable  for 
Washington. 

In  Washington  there  is  currently  discussion 
of  a plan  which  calls  for  every  industrially  in- 
jured patient  to  receive  a careful  general  exami- 
nation, if  it  is  expected  (at  the  time  the  first 
time  loss  card  is  signed)  that  his  total  disability 
will  last  more  than  thirty  days.  The  examina- 
tion would  be  done  by  the  attending  physician, 
whether  or  not  he  is  a specialist,  unless  he  pre- 
fers someone  else  to  do  it.  For  the  examination 
he  will  receive  a consultation  fee  in  addition  to 
fees  for  whatever  other  services  he  has  rendered 
to  the  patient.® 

The  report  of  the  general  examination  should 
include  those  facts  such  as  coexisting  physical 
defects  and  past  medical  history  that  will  help 
the  Department  of  Labor  and  Industries  assess 
their  responsibility  to  the  patient.  More  im- 
portant, however,  this  examination  would  af- 
ford an  opportunity  for  deliberate  planning  of 
the  patient’s  further  treatment  and  the  careful 
estimate  of  how  long  he  should  be  expected  to 
remain  disabled. 

Once  this  careful  estimate  has  been  made  it 
stands  as  a specific  warning  if  actual  conval- 
escence exceeds  it.  As  it  is  now,  one  month  leads 
easily  to  one  more  until  many  have  passed 
without  mobilizing  sufficient  concern  among 
those  responsible  for  the  patient.  Eventually  he 
is  vulnerable  to  the  damaging  effects  of  official 
invalidism  and  the  compensation  process  dis- 
cussed above. 

My  suggestion  is  that  if  the  time  for  conval- 
escence estimated  at  the  general  examination 

‘This  plan  has  been  recommended  to  the  Washington 
State  Department  of  Labor  and  Industries  by  its  Special 
Study  Committee  but  is  not  yet  an  established  policy. 
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is  exceeded  by  six  weeks,  a formal  psychological 
assessment  be  automatically  arranged.  Because 
the  procedure  is  routine  the  patient  could  not 
feel  that  he  was  personally  singled  out  for  special 
scrutiny.  At  the  same  time,  the  message  would 
be  clear  that  he  was  in  a group  for  whom  emo- 
tional problems  are  often  considered  relevant. 

What  should  comprise  this  assessment  of 
emotional  factors  in  the  patient’s  disability  de- 
pends in  part  on  how  many  patients  will  be 
involved.  If  the  number  were  not  too  large,  it 
would  be  feasible  to  refer  each  patient  to  a 
psychiatrist  for  a psychiatric  evaluation.  The 
psychiatrist  would  also  usually  find  a social 
worker  and  psychologist  helpful  in  developing 
his  view  of  the  patient. 

If  the  number  of  patients  were  too  large  to 
allow  such  an  extensive  clinical  appraisal  of 
each  of  them,  screening  could  be  accomplished 
by  testing  with  the  Minnesota  Multiphasic  Per- 
sonality Inventory  (MMPI)  and  a structured 
interview  to  ask  certain  specific  questions  about 
the  patient’s  social  situation.  Indeed  such  statis- 
tical instruments  might  be  not  only  more  pract- 
ical but  more  effective  than  clinical  appraisal 
where  diagnostic  screening  is  concerned.1 

If  the  psychological  assessment  makes  it  clear 
that  the  patient  needs  some  help  with  his  feel- 
ings, we  can  try  to  arrange  it  while  his  prob- 
lems are  still  relatively  remediable.  Also,  if  there 
is  little  evidence  of  emotional  disease  early,  one 
should  question  whether  such  a diagnosis  later 
should  be  ascribed  to  the  effects  of  the  injury. 
In  either  event,  only  six  weeks  after  the  patient 
was  due  back  at  work  we  have  accomplished 
both  a thorough  general  physical  examination 
and  a formal  psychological  assessment.  Years 
have  not  gone.  Physicians  are  not  yet  deep  in 
the  patient’s  disfavor.  We  are  ready  to  move 
toward  rehabilitation  or  a fair  settlement  before 
all  are  embittered  and  the  case  a challenge  to 
attorneys. 

malingering 

One  may  hardly  conclude  a discussion  of  de- 
layed convalescence  from  industrial  injuries  with- 
out considering  malingering.  Since  it  does  occur, 
how  can  it  be  recognized  by  the  physician? 
Here  true  clinical  wisdom  comes  with  the  under- 
standing that  there  are  no  pathognomonic  signs. 
Even  if  the  patient’s  symptoms  are  so  discordant 
with  known  medical  facts  it  is  clear  he  is  simu- 
lating, it  is  difficult  to  differentiate  unintentional 


simulation  (hysteria)  from  deliberate  malinger- 
ing. Certainty  comes  only  when  the  patient 
confesses  without  duress  and  shows  he  can  re- 
verse his  disability  at  will. 

Admittedly,  surprise  home  visits,  inquiries  from 
others  about  the  patient,  and  shadowing  may 
reveal  behavior  which  suggests  bad  faith.  This 
can  be  used  to  confront  the  patient  and  possibly 
induce  a confession.  Nevertheless,  detective 
work  and  the  third  degree  have  their  own  pit- 
falls  as  valid  sources  of  knowledge,  especially 
about  human  motivation.  At  best  they  seem  far 
from  the  work  of  a physician  and  often  incon- 
sistent with  his  primary  goals. 

As  doctors  we  rarely  identify  malingerers. 
This  should  not  worry  us  very  much,  however,  as 
we  probably  do  not  overlook  many  either.  A 
patient  with  both  a criminal  propensity,  and  the 
ingenuity  and  self-possession  to  use  it  success- 
fully, will  probably  find  a more  lucrative  enter- 
prise than  industrial  accident  disability  insur- 
ance. With  the  possible  exception  of  the  poverty- 
stricken  marginally  employed  worker,  those 
whom  wre  decide  are  simulating  are  likely  to  be 
doing  so  unintentionally  for  reasons  of  their 
own  psychopathology.  ■ 

U.  of  W.  School  of  Medicine  (98105) 


abstracto 

Pocientes  con  continuada  e inexplicada  inca- 
pacitacion  despues  de  accidentes  industriales 
(del  trabojo)  se  hacen  cada  dia  mas  prevalentes. 
Casi  todos  ellos  parecen  tener  explicacion  psi- 
quiatrica  a sus  problemas  y es  necesario  hacer 
un  diagnostico  temprano  antes  de  que  la  habi- 
tuacion  se  fife. 

Un  diagnostico  temprano  puede  facilitarse 
anotando  cuidadosamente  los  puntos  de  vista 
personales  de  el  accidente  en  el  reporte  inicial 
asi  como  automaticamente  haciendo  una  evalua- 
cion  psicologica  seis  semanas  despues  de  la 
iniciacion  de  una  convalescencia  retardada. 
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one  place  your  hay-fever  patient  doesn’t  need 
ORNADE®  (unless  he  has  a cold) 

Trademark  ' 

Each  capsule  contains 
8 mg.  of  Teldrin®  (brand 
of  chlorpheniramine 
maleate),  50  mg.  of  phenyl 
propanolamine  hydrochlo 
ride,  and  2.5  mg.  of  isopro 
pamide,  as  the  iodide. 

Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with  glaucoma,  prostatic 
hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  obstruction,  or  bladder  neck  obstruction.  Use 
with  caution  in  the  presence  of  hypertension,  hyperthyroidism,  or  coronary  artery  disease.  Drowsiness; 
excessive  dryness  of  nose,  throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare  occasions 
but  are  usually  mild  and  transitory. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 

Smith  Kline  & French  Laboratories  ^ 


...but  if  your  patient  can’t  get  away  from  hay  fever,  relieve 
sneezing,  weeping  and  nasal  congestion  for  24  hours  with 
one  'Ornade’  Spansule®  brand  sustained  release  capsule  q12h 
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When  doctors  talk  to  doctors 


"Multivitamin  formulas? — well  there's  Stuart 
Formula  and  — ah,  some  others  that  came 
along  that  are  just  like  it,  more  or  less.” 


"Drops^for  a child  his  age??  Put  him  on  Stuart 
Formula  liquid — my  kids  take  it  every  day." 


"Why,  I can't  see  where  this  is  any  better  than 
Stuart  Formula,  even  if  the  capsule  is  three 
colors." 


"Where  can  you  get  a decent  liquid  multivitamin 
that's  not  part  muscatel? — Stuart  Formula  has 
a liquid.  I don't  know  off-hand  who  else  puts 
one  out  that  is  as  complete." 


“Why  don't  you  try  prescribing  a physician's 
vitamin  formula — Stuart  Formula?  Once  his  nu- 
tritional status  is  improved,  he  won't  need  all 
that  door-to-door  food-fad  nonsense.” 


"Take  him  off  the  yogurt!  Put  him  on  Stuart 
Formula  — you  can  be  sure  it's  complete." 


Give  them  any  sample  you've  got,  but  first 
check  to  see  if  we  have  any  Stuart  Formula." 


"The  doctor  is  too  busy  today.  See  you  next 
trip.  But  could  you  leave  some  Stuart  Formula 
for  us?” 


'^Stuart 

formula’ 

Multivitamin-Mineral  Maintenance  Therapy 

prescribe  it! 


The  Stuart  Company 

Pasadena,  California 

Division  of  Atlas  Chemical  Industries,  Inc. 
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Oregon  Medical  Association -21 64  s.  w.  park  place,  Portland,  Oregon  97205 

president  James  H.  Seacat,  M.D.,  Salem 

secy.-treas.  Robert  T.  Boals,  M.D.,  Salem 

executive  secretary  Mr.  Roscoe  Miller,  Portland 
annual  meeting,  September  21-25,  1965,  Portland 


OREGON 


Radioactive  Materials 

The  State  of  Oregon  has  completed  its  agreement 
with  the  Atomic  Energy  Commission  whereby  the 
Oregon  State  Board  of  Health  will  become  the 
Radiation  Control  Agency  for  the  state.  Physicians 
and  other  individuals  in  Oregon  who  wish  to  ac- 
quire, possess  and  use  radioactive  materials  of  any 
kind  will  now  obtain  their  license  from  the  Board 
of  Health  rather  than  the  A.E.C. 

This  agreement  became  effective  July  1,  following 
the  adoption  of  regulations  by  the  Board  which 
were  acceptable  to  the  Commission.  Oregon  is  one 
of  eleven  states  in  which  the  A.E.C.  has  turned 
over  this  licensing  function  to  a local  agency.  It 
followed  the  enactment  of  a statute  by  the  1961 
Legislature  which  authorized  the  Governor  to  enter 
into  such  an  agreement  with  the  Commission. 

Radioactive  materials  include  not  only  radioactive 
substances  produced  in  nuclear  reactors  but  also 
naturally  occurring  radioactive  isotopes  such  as 
radium  and  those  prepared  artificially  by  other 
means  than  in  a reactor.  Oscar  Schneider,  Director 
of  the  Radiological  Health  Section  of  the  Board, 
states  that  items  such  as  watches  or  clocks  with 
self-luminous  dials  and  small  amounts  of  certain 
other  radioactive  compounds  are  exempt  from  licens- 
ure. He  went  on  to  say  that  a radioactive  materials 
license  must  be  obtained  prior  to  October  1,  1965, 
but  that  physicians  and  others  in  Oregon  who  al- 
ready have  a license  issued  by  the  United  States 
Atomic  Energy  Commission  may  request  the  Board 
of  Health  for  an  amendment  to  that  license  to  in- 
clude radium  and  other  materials  formerly  un- 
licensed. 


All  inquiries  relating  to  licenses  for  radioactive 
material  or  for  the  registration  of  x-ray  equipment 
which  is  also  required  should  be  directed  to: 
Director,  Radiological  Health  Section;  Oregon  State 
Board  of  Health;  1400  S.W.  Fifth  Avenue;  Portland, 
Oregon  97201. 

Evaluation  Center 

The  Department  of  Pediatrics  of  the  University 
of  Oregon  Medical  School  has  received  a grant 
from  the  National  Foundation  to  establish  an  evalu- 
ation center  for  patients  with  birth  defects  of  a 
metabolic  nature.  This  is  the  first  such  center  sup- 
ported by  the  National  Foundation  to  deal  exclu- 
sively with  metabolic  defects. 

Robert  A.  Campbell  and  Harvey  D.  Klevit  are 
acting  co-directors  of  the  center. 

The  purpose  of  the  establishment  of  this  center 
is  to  make  available  facilities  for  the  complete  bio- 
chemical and  metabolic  evaluation  of  children  with 
a variety  of  known  or  suspected  enzymatic  and 
metabolic  defects.  These  facilities  will  not  only  per- 
mit initial  evaluaton  but  careful  long-term  observa- 
tion of  affected  patients. 

Referral  of  children  for  evaluation  will  be  from 
physicians  only. 

OBITUARY 

dr.  curtis  m.  wagner,  general  practitioner  in  Forest 
Grove,  was  killed  in  an  automobile  accident  Juhj  15. 
He  was  a native  of  Winnipeg,  Manitoba.  A 1960 
graduate  of  Loma  Linda  University  School  of  Medi- 
cine, he  served  his  internship  at  Portland  Sanitarium 
Hospital.  Dr.  Wagner  was  35. 


691 

Northwest  Medicine,  September  1965 


One  of  the  three  pleasant  patients'  lounges  in  the  new  Shadel  Hospital. 
The  hospital,  designed  specifically  for  the  treatment  of  alcoholism,  is 
completed  and  in  operation  at  12001  Ambaum  Boulevard,  S.W.,  Seattle. 
CH  4-8100. 


The  setting  for  the  52-bed  hospital  is  in  a suburban  area  which  provides 
the  convenience  of  close  contact  with  all  of  the  medical  facilities  of  the  City  of 
Seattle,  combined  with  the  quiet  surroundings  and  peaceful  atmosphere  of  a 
secluded  district. 

The  design  of  the  hospital  is  both  modern  and  functional  and  will  maintain 
the  personal  and  homelike  atmosphere  which  has  been  synonymous  with  Shadel 
Hospital  treatment. 


APPROVED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION  MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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WASHINGTON 


Washington  State  Medical  Association 1800  Terry  Avenue,  Seattle,  Washington  98101 

president  Roland  D.  Pinkham,  M.D.,  Seattle 

secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 
annual  meeting  September  12-15,  1965,  Seattle 


Sixteenth  Annual  Strauss  Lecture 

Management  of  Perforated  Duodenal  Ulcer 

University  of  Washington  School  of  Medicine 
Health  Sciences  Auditorium 

October  8,1965,  8:15  p.m. 

As  Professor  of  Surgery  and  Head  of  the  Depart- 
ment at  the  University  of  Southern  California,  Clar- 
ence Berne  is  the  Nestor  of  active  holders  of  Chairs 
of  Surgery  in  the  West.  Only  Owen  Wangensteen  at 
the  University  of  Minnesota  and  Warren  Cole  at 
the  University  of  Illinois— both  former  Strauss  Lec- 
turers—outrank  him  in  the  entire  country  in  this 
regard. 

Born  in  Hartley,  Iowa,  in  1904,  educated  at  the 
University  of  Iowa  in  college,  medical  school,  in- 
ternship, and  surgical 
residency,  he  followed 
his  old  Chief,  the  late 
great  Charles  J.  Rowan 
to  U.S.C.  where  on  the 
latter’s  retirement,  he 
succeeded  him  as  Chair- 
man. In  his  position  as 
Senior  Head  of  a De- 
partment in  the  West, 
Dr.  Berne’s  counsel  has 
long  been  sought  by  his 
juniors,  the  latter  rang- 
ing the  span  of  the  spec- 
CLARENCE  J.  BERNE,  M.D.tmm  from  mecIical  stu- 
dents to  fellow  Heads  in  other  medical  schools. 

As  both  erudite  Professor  and  practical  Senior 
Attending  Surgeon  at  the  Los  Angeles  County  Hos- 
pital—by  far  the  largest  charity  hospital  in  the 
West— Dr.  Berne’s  accomplishments,  innovations,  and 
recognition  have  been  both  academic  and  practical, 


but  always  scholarly.  He  has  made  numerous  con- 
tributions to  fundamental  and  technical  surgery, 
especially  in  the  fields  of  shock,  pulmonary  physi- 
ology, cardiac  arrest,  abdominal,  and  gastrointestinal 
surgery.  It  is  one  facet  of  this  last  which  forms  the 
subject  of  his  “Sixteenth  Annual  Alfred  A.  Strauss 
Lecture.”  This  subject  is  one  to  which  he  has  con- 
tributed much  and  concerning  which  no  one  in 
the  country  knows  more  than  he. 

Dr.  Berne  is  on  the  Editorial  Boards  of  the  Ameri- 
can Journal  of  Surgery  and  the  Review  of  Surgery. 
He  is  a member  of  many  societies,  both  academic 
such  as  Alpha  Omega  Alpha  and  Sigma  Xi,  and 
clinical  such  as  the  Western  and  American  Surgical 
Associations  and  the  Societe  Internationale  de  Chi- 
rurgie.  He  has  been  president  of  at  least  four  of 
these,  including  the  Pacific  Coast  Surgical  Associ- 
ation. It  is  at  the  annual  meetings  of  this  last  named 
organization  that  those  of  us  in  Seattle  know  him 
best;  for  his  frequent  and  important  contributions, 
for  his  avid  and  thought  provoking  discussions 
and  for  his  warm  friendliness  to  all,  both  young 
and  old. 

HENRY  N.  HARKINS,  M.D. 

Tribute  Given 

The  following  paragraph  was  carried,  under  head- 
ing, “Legislative  Accomplishments  Listed”  in  the 
August,  1965,  issue  of  the  Journal  of  the  American 
Osteopathic  Association: 

Dr.  Johnson  also  paid  tribute  to  the  yeoman  job 
performed  by  his  committee  members  and  the 
assistance  given  by  Stephen  M.  Pugh,  D.O.,  Seattle, 
Past  President  of  the  AO  A,  and  John  M.  Fiorino, 
M.D.,  Everett,  chairman  of  the  Washington  State 
Medical  Licensing  Board,  in  defeating  House  Bills 
412  and  659,  and  extended  this  tribute  to  certain 
members  of  the  State  Legislature. 

continued  on  page  695 
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Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
'Miltown'  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown' 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular, 
WALLACE  LABORATORIES 
Cranbury,  N.J. 


JAMES  A.  DONALDSON,  M.D. 


NATHAN  J.  SMITH,  M.D. 


Otolaryngology  Chairman 

A new  Department  of  Otolaryngology  was  estab- 
lished in  the  School  of  Medicine  by  University  of 
Washington  Board  of  Regents.  Its  chairman  will  be 
James  A.  Donaldson  of  the  State  University  of  Iowa 
College  of  Medicine. 

Up  to  this  time,  teaching  of  ear,  nose  and  throat 
diseases  has  been  handled  by  Seattle  physicians  act- 
ing as  members  of  the  voluntary  faculty  within  the 
Department  of  Surgery.  Dr.  Donaldson  will  continue 
to  be  assisted  by  practicing  physicians  volunteering 
their  time  as  clinical  teachers. 

Dr.  Donaldson,  35,  is  a 1953  graduate  of  the  Uni- 
versity of  Minnesota  Medical  School.  He  was  in  gen- 
eral practice  for  two  years  in  Iowa,  where  he  was 
associated  with  the  Department  of  Otolaryngology 
and  maxillo-facial  Surgery  at  the  University  of  Iowa. 
He  then  returned  to  Minnesota  for  training  in  his 
medical  specialty.  He  is  a member  of  the  editorial 
advisory  board  for  GP. 

Dr.  Donaldson  is  the  author  of  twenty  scientific 
publications  in  his  field,  and  the  co-author  of  a text- 
book, “Surgical  Anatomy  of  the  Temporal  Bone.” 


Staff  Change 

Nathan  J.  Smith  has  been  appointed  pediatrician- 
in-chief  at  King  County  Hospital  and  professor  of 
pediatrics  at  the  University  of  Washington  School 
of  Medicine. 

Dr.  Smith,  44,  was  previously  professor  and 
chairman  of  the  Department  of  Pediatrics  at  the 
University  of  Wisconsin.  He  has  been  a visiting 
professor  at  the  University  of  California,  Ohio  State 
University,  University  of  West  Virginia,  University 
of  Chile,  and  University  of  Concepcion,  Chile. 

He  is  a member  of  the  committee  on  nutrition 
and  the  committee  on  education  for  the  American 
Academy  of  Pediatrics;  he  is  also  a member  of  the 
editorial  board  of  the  American  Journal  of  Diseases 
of  Children. 

Dr.  Smith,  a native  of  Wisconsin,  received  his 
medical  degree  at  the  University  of  Wisconsin 
Medical  School,  and  received  advanced  professional 
training  at  the  University  of  Minnesota,  Children’s 
Medical  Center,  Boston,  and  Temple  University, 
Philadelphia. 


Postgraduate  Course 

The  University  of  Washington  School  of  Medi- 
cine will  hold  a postgraduate  course  on  current 
concepts  in  drug  therapy  October  7-8  in  the  Health 
Sciences  Auditorium.  Write  to  John  N.  Lein,  Director 
of  Continuing  Medical  Education,  University  of 
Washington  School  of  Medicine,  Seattle,  Washing- 
ton 98105  for  information  or  registration  blanks. 
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Time  after  time,  in  patient  after  patient, 
Percodan’s  pain-killing  action  is  fast,  potent  and 
predictable.  Enthusiasm  for  Percodan  by  physi- 
cians is  almost  directly  proportional  to  their  expe- 
rience with  this  analgesic  formula.  Just  one 
Percodan  tablet  usually  brings  relief  within  5 to 
15  minutes  and  maintains  it  for  6 hours  or  more. 
It  rarely  causes  constipation. 

Average  Adult  Dose  — 1 tablet  every  6 hours. 
Precautions,  Side  Effects  and  Contraindications 
— The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and 
somewhat  greater  than  those  of  codeine.  The  usual 
precautions  should  be  observed  as  with  other  opi- 


ate analgesics.  Although  generally  well  tolerated, 
Percodan  may  cause  nausea,  emesis,  or  constipa- 
tion in  some  patients.  Percodan  should  be  used 
with  caution  in  patients  with  known  idiosyn- 
crasies to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias. 


Also  available:  Percodan®-Demi,  each  scored 
pink  tablet  containing  2.25  mg.  oxycodone  HC1 
(Warning:  May  be  habit-forming),  0.19  mg.  oxy- 
codone terephthalate  (Warning:  May  be  habit- 
forming), 0.19  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg. 
caffeine. 


throughout  the  wide  middle  range  of  PAIN... 


4.50  mg.  oxycodone  HC1  (Warning:  May  be  habit- 
forming), 0.38  mg.  oxycodone  terephthalate 
Liter aPure  on  request  (Warning:  May  be  habit-forming),  0.38  mg.  hom- 

atropine terephthalate,  224  mg.  aspirin,  160  mg. 

END0  LABORATORIES  INC.  Garden  City,  New  York  phenacetin,  and  32  mg.  caffeine. 

•U.S.  Pats.  2,628,185  and  2,907,768 
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TWX  TO  IDAHO  STATE  MEDICAL  ASSOCIATION, 

To:  The  Executive  Secretary 

FROM:  F.  J.  L.  Blasingame,  M.D.  Executive  Vice  President  AMA 
Date:  August  27,  1965 

Board  of  Trustees  today  approved  national  AMA  meeting 
on  Medicare,  its  current  status,  regulations  and  so 
forth,  for  Chicago,  October  16  and  17.  Each  constituent 
medical  association  is  invited  to  send  two  members  at 
AMA  expense.  Others  can  be  sent  at  the  expense  of  the 
constituent  medical  association.  You  will  receive  further 
information  and  details  as  soon  as  the  program  has  been 
finalized.  End. 


Information  Available 

Two  items  which  may  be  of  interest  to  mem- 
bers that  are  available  on  a loan  basis  are  the 
minutes  of  the  House  of  Delegates  sessions  held 
at  Sun  Valley  June  27-30  and  a copy  of  Public 
Law  89-97,  formerly  known  as  H.  R.  6675,  the 
Social  Security  Medical  Care  Law.  Both  items  are 
available  through  the  presidents  of  the  component 
medical  societies,  the  officers  and  councilors  of 
the  state  association,  or  the  state  office  in  Boise. 
Information  about  Public  Law  89-97  is  gradually 
appearing  in  all  news  media  including  the  AMA 
News,  and  much  more  will  become  available  as 
the  Department  of  Health,  Education  and  Welfare 
grinds  out  the  rules  and  regulations  for  the  program. 
Every  effort  will  be  made  to  keep  all  members 
informed  as  information  becomes  available. 

Accreditation 

Idaho  nursing  homes  accredited  by  the  National 
Council  for  the  Accreditation  of  Nursing  Homes 
include:  Restful  Manor  Convalescent  Home,  Boise; 
Blakely  Nursing  Home,  Inc.,  Caldwell;  Pinewood 
Manor,  Coeur  d’Alene;  St.  Benedict’s  Nursing  Home, 
Jerome;  Orchards  Nursing  Homes,  Lewiston;  Hazel- 
del  Manor,  Twin  Falls;  and  Sky  View  Manor,  Twin 
Falls. 
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Arthritis  Foundation 

Roscoe  C.  Ward  of  Boise  was  elected  to  President 
of  the  Idaho  Chapter,  Arthritis  Foundation  at  a 
recent  meeting.  He  also  received  a special  “Award 
of  the  Year”  in  recognition  of  his  work  with  the 
Foundation. 

Elected  to  the  Board  of  Directors  were:  J.  Gordon 
Daines,  R.  Bruce  Moody,  Keith  A.  Taylor,  S.  Hugh 
Atchley,  Harold  W.  Hatten,  Paul  F.  Miner,  and 
H.  L.  Newcombe,  all  of  Boise;  A.  William  Kendall, 
and  Roy  A Shaub,  of  Twin  Falls;  and  William  B. 
Jewell,  Emmett. 


Blue  Shield  Officers 

The  South  Idaho  Medical  Service  Bureau  (Blue 
Shield)  elected  new  officers  in  Sun  Valley,  as  fol- 
lows: President  Russell  Tigert,  Soda  Springs;  Vice 
President,  F.  Wayne  Schow,  Twin  Falls;  Secretary, 
William  D.  Forney,  Boise  (re-elected). 

New  members  of  the  board  of  directors  include 
David  C.  Miller,  Pocatello;  Asael  Tall,  Rigby; 
Glenn  E.  Talboy,  Boise;  and  Ralph  G.  Goates, 
Blackfoot.  Holdover  members  of  the  board  include 
P.  Blair  Ellsworth,  Idaho  Falls:  Maurice  K.  Scheel, 
Wendell;  and  Kenneth  E.  Droulard,  Nampa. 
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GP's  Meet 

The  annual  meeting  of  the  Idaho  Academy  of 
General  Practice  was  held  at  the  Downtowner  Motel 
in  Boise,  September  13-15.  An  excellent  scientific 
program  was  arranged  for  the  two-and  one-half 
day  session.  An  advance  announcement  and  reser- 
vation form  was  mailed  to  each  physician  in  the 
state. 

Boise  extended  its  Welcome  Mat  to  all. 

Welcome  New  Members 

The  following  physicians  have  been  elected  to 
membership  in  component  medical  societies: 

North  Idaho  District  Medical  Society:  Allen  M. 
Cochrane,  Lewiston;  George  S.  Metcalf,  Lewiston, 
and  Milton  H.  Wiltse,  Grangeville. 

Ada  County  Medical  Society:  David  A.  Weeks, 
Walter  W.  Hair,  and  F.  LaMar  Heyrend,  all  of 
Boise. 

Attend  Presidents'  Conference 

President  Wallace  H.  Pierce,  Lewiston,  and  Presi- 
dent-Elect A.  Curtis  Jones,  Boise,  attended  a two- 
day  meeting  of  the  Organization  of  State  Society 
Presidents  held  at  the  Pheasant  Run  Lodge,  St. 
Charles,  Illinois,  August  20-21.  All  but  two  state 
medical  associations  were  represented  at  the  con- 
ference. Object  of  the  organization  is  to  provide 
officers  of  state  medical  association  an  opportunity 
to  discuss  activities,  problems,  functions  and  ob- 
jectives of  medical  associations  to  today’s  economic 
struggle. 

Surgery  Classics 

A collection  of  writings  about  milestones  in  Amer- 
ican Surgery,  edited  by  A.  Scott  Earle,  Sun  Valley, 
has  been  published  by  the  W.  B.  Saunders  Co., 
Philadelphia. 

Dr.  Earle  says  the  book,  “Surgery  in  America” 
is  the  first  of  two  volumes,  and  will  complement 
the  more  formal  history  on  which  he  has  been 
working  for  the  past  10  years.  Among  surgical  land- 
marks with  which  the  book  deals  are  the  earliest 
operation  in  the  colonies,  surgical  practices  during 
the  Revolutionary  and  Civil  Wars,  and  the  first  use 
of  X-ray  to  locate  a bullet  in  the  leg. 

Appointed 

John  W.  Marks,  Boise,  has  been  appointed  director 
of  the  Maternal-Child  Health  Section  under  the 
direction  of  J.  E.  Wyatt,  Jr.,  Director,  Child  Health 
Division,  Idaho  Department  of  Health,  Terrell  O. 
Carver,  Administrator,  announced. 


State  Board  of  Medicine  Section 

The  regular  meeting  of  the  Idaho  State  Board 
of  Medicine  was  held  in  Boise,  July  12-14,  1965. 
Members  attending  the  session  included:  John  E. 
Comstock,  Pocatello;  Charles  A.  Terhune,  Burley; 
James  S.  Newton,  Lewiston;  Charles  E.  Kerrick, 
Caldwell;  Orland  B.  Scott,  Kellogg,  and  Robert 
E.  Lloyd,  Boise. 

Dr.  Comstock  was  elected  Chairman  and  Dr. 
Terhune  was  name  Vice-Chairman. 

During  the  session,  two  physicians  were  denied 
licensure.  Two  physicians  voluntarily  surrendered 
their  Federal  Narcotic  Tax  Stamp. 

Four  physicians  who  had  been  granted  temporary 
licenses  since  the  January  meeting  of  the  Board, 
received  permanent  licensure.  Included  were:  Mary 
Louise  Smith,  Idaho  Falls;  Richard  C.  Gilmore, 
Idaho  Falls;  Richard  J.  Giever,  Weiser,  and  Jona- 
than H.  Daines  Montpelier. 

Fourteen  physicians  were  granted  licensure  with- 
out written  examination  on  the  basis  of  endorsement 
from  states  maintaining  standards  comparable  to 
Idaho.  Included  were: 

Loren  D.  Blickenstaff,  Nampa.  Granduate  Univer- 
sity of  Kansas  School  of  Medicine,  June  1956.  In- 
ternship University  of  Wisconsin  Medical  School, 
Madison,  1957.  Residency,  general  surgery.  Uni- 
versity of  Kansas  School  of  Medicine,  1959-1960. 
Residency,  orthopedics,  Walter  Reed  Army  Hos- 
pital, Washington,  D.C.,  1960-1963.  Orthopedics. 

Roger  W.  Boe,  Pocatello.  Graduate  of  University 
of  Colorado  School  of  Medicine,  Denver,  June  1961. 
Internship  University  of  Colorado  Medical  Center, 
1962.  Residency,  pediatrics,  University  of  Colorado 
Medical  Center,  1962-1963.  Residency  and  fellow- 
ship, pediatrics.  University  of  Washington  Hos- 
pital, Seattle,  1963-1965.  Pediatrics. 

Richard  G.  Call,  Idaho  Falls.  Graduate  of  George 
Washington  University  School  of  Medicine,  Wash- 
ington, D.C.,  June  1960.  Internship  Latter-Day- 
Saints  Hospital,  Salt  Lake  City,  June  1961.  Mili- 
tary Service  1961-1963.  Residency,  anesthesiology. 
Highland  County  Hospital,  Oakland,  California, 
1963-1965.  Anesthesiology. 

Richard  H.  Eggleston,  Spirit  Lake.  Graduate  of 
State  University  of  New  York  School  of  Medicine, 
Buffalo,  New  York,  June,  1962.  Internship  Dee 
Memorial  Hospital,  Ogden,  1963.  Military  service 
1963-1965.  General  practice. 

John  P.  Herman,  Bonners  Ferry.  Graduate  State 
University  of  Iowa  College  of  Medicine,  Iowa  City', 
June  1961.  Internship  and  residency  in  surgery,  San 
Bernardino  County  Hospital,  San  Bernardino,  Cali- 
fornia, 1961-1965.  General  practice. 

John  R.  Marks,  Boise.  Graduate  University  of 
Wisconsin  Medical  School,  Madison,  Wisconsin,  May, 
1947.  Rotating  internship,  LaCrosse  Lutheran  Hos- 
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pital,  LaCrosse,  Wisconsin,  1947-1948.  Residency, 
internal  medicine,  LaCrosse  Lutheran  Hospital, 
1948-1949.  Military  service,  1949-1950.  Residency 
in  public  health,  University  of  Minnesota  Medical 
School,  Minneapolis,  1962-1963.  Washington  State 
Department  of  Health,  1963-1965.  Public  Health. 

Darphus  L.  Omeron,  Boise.  Graduate  of  Wayne 
State  University  College  of  Medicine,  Detroit,  1948. 
Internship  Los  Angeles  County  General  Hospital, 
1949.  Residency,  obstetrics-gynecology,  Harbor  Gen- 
eral Hospital,  Torrance,  1949-1952.  Obstetrics-gyne- 
cology. 

Harold  S.  Tannenholz,  Pocatello.  Graduate  of  Uni- 
versity of  Michigan  Medical  School,  Ann  Arbor, 
1928.  Internship  City  of  Detroit  Receiving  Hospital, 
Detroit,  1929.  Residency,  dermatology',  University 
of  Chicago  Clinics,  Chicago,  1929-1932,  and  Uni- 
versity of  Zurich,  Switzerland,  1932-1933.  Derma- 
tology. 

Richard  C.  Trover,  Nampa.  Graduate  Indiana 
University  School  of  Medicine,  Indianapolis,  1957. 
Internship  Ancker  Hospital,  St.  Paul,  1958.  Resi- 
dency, internal  medicine,  V.  A.  Hospital,  Minneapo- 
lis, 1960-1961,  and  University  of  Colorado  Medical 
Center,  Denver,  1961-1963.  Internal  Medicine. 

James  H.  Walker,  Idaho  Falls.  Graduate  McGill 
University  Faculty  of  Medicine,  Montreal,  Quebec, 
1943.  Internship  Montreal  General  Hospital,  1943. 
Residency,  general  surgery',  L.D.S.  Hospital,  Salt 
Lake  City,  1953-1961.  Residency,  plastic  surgery 
L.D.S.  Hospital,  1963-1965.  Plastic  surgery. 

David  K.  Ricks,  Boise.  Graduate  of  George 
Washington  University  School  of  Medicine,  Wash- 
ington, D.C.,  1962.  Internship  L.D.S.  Hospital,  Salt 
Lake  City.  Residency,  anesthesiology,  University 
of  Utah  Affiliated  Hospitals,  Salt  Lake  City,  1963- 
1965.  Anesthesiology. 

Thomas  R.  McDonnell,  Weiser,  Graduate  of  Wayne 
State  University  College  of  Medicine,  Detroit,  1964. 
Internship  Emanual  Hospital,  Portland,  1965.  Gen- 
eral Practice. 

Robert  L.  Bonsanti,  Warrenton,  Oregon.  Gradu- 
ate St.  Louis  University  School  of  Medicine,  St. 


Louis,  1964.  Internship  U.S.  Naval  Hospital,  Oak- 
land, 1965. 

Joseph  M.  Hughes,  Kennewick,  Washington. 
Graduate  St.  Louis  University  School  of  Medicine, 
St.  Louis,  Mo.,  1962.  Internship  St.  Mark’s  Hospital, 
Salt  Lake  City,  1963. 

One  physician  passed  the  Idaho  written  examina- 
tion: Harold  J.  Kosasky,  Anchorage,  Kentucky. 

Graduate  of  University  of  Manitoba  Faculty  of 
Medicine,  Winnipeg,  Manitoba,  Canada,  1948. 
Internship  Deer  Lodge-Grace  Hospitals,  Winnipeg. 
Residency,  obstetrics  and  gynecology',  Chicago 
Lying-In  Hospital,  Chicago,  1956-1959. 

Two  temporary  licenses  issued  in  July  were: 
William  G.  Doody,  Buhl.  Graduate  University  of 
Pittsburgh  School  of  Medicine,  Pittsburgh,  1964. 
Internship  Youngstown  Hospital  Association,  Youngs- 
town, Ohio,  1965.  Granted  TL-340,  July  21.  General 
Practice. 

Maurice  N.  Bingham,  Seattle.  Graduate  George 
Washington  University  Medical  School,  Washing- 
ton, D.C.,  1945.  Internship  The  Doctors  Hospital, 
Seattle,  Washington,  1946.  Granted  TL-341,  July 
23.  General  Practice. 

Temporary  Licenses 

James  F.  Brinkman,  Genesee,  Graduate  Univer- 
sity of  Kansas  School  of  Medicine,  Kansas  City, 
Kansas,  1964.  Internship,  Sacred  Heart  Hospital, 
Spokane,  Washington,  1965.  Granted  TL-342,  Au- 
gust 6,  1965.  General  Practice. 

Ove  A.  Erdal,  Moscow.  Graduate  University  of 
Minnesota  Medical  School,  Minneapolis,  Minnesota, 
1944.  Internship,  St.  Mary’s  Hospital,  Milwaukee, 
Wisconsin,  1944.  Granted  TL-343,  August  24,  1965. 
Student  Health  Service. 

Walter  A.  Ricker,  Jr.,  Ketchum.  Graduate  Mar- 
quette University  School  of  Medicine,  Milwaukee, 
Wisconsin,  1939.  Internship,  Milwaukee  County 
General  Hospital,  Milwaukee,  Wisconsin,  1939. 
Granted  TL-344,  August  26,  1965.  Pathology  at 
Sun  Valley  Hospital. 


699 

Northwest  Medicine,  September  1 9 65 


PRESIDENTS  page 


President-Elect  A.  Curtis  Jones,  Jr.,  and  I have 
just  returned  from  a meeting  of  the  Association  of 
State  Medical  Society  Presidents,  Past-Presidents 
and  Presidents-Elect.  This  meeting  was  held  at 
Pheasant  Run  Lodge  near  St.  Charles,  Illinois, 
August  20-21. 

Part  of  my  trip  was  made  from  Spokane  to 
Chicago,  on  a late  night  and  early  morning  jet 
flight.  As  we  were  winging  our  way  over  the  Da- 
kotas the  morning  sun  was  casting  a red  glow  on 
the  cumulus  clouds  below  us  and  reflecting  an  eerie 
glow  inside  our  cabin.  This  provoked  the  thought: 
Fire  ill  the  East!  Was  this  the  conflagration  which 
resulted  from  the  Social  Security  Amendments  of 
1965,  which  President  Johnson  signed  into  law  on 
July  30?  Were  the  respective  state  medical  asso- 
ciation officers  being  called  to  a meeting  to  discuss 
how  our  states  could  fight  in  an  attempt  to  ex- 
tinguish the  blaze,  or  were  we  being  called  for  a 
discussion  of  how  we  could  harness  the  monster 
and  let  everyone  live  and  benefit  by  Public  Law 
89-97?  I could  hardly  wait  for  the  opening  of  the 
meeting. 

The  meeting  was  opened  by  Chairman  T.  S. 
Raiford,  immediate  past-president  of  North  Carolina 
State  Medical  Society.  He  introduced  our  AN1A 
President  James  Appel  and  our  President-Elect 
Charles  Hudson,  both  making  remarks  germane  to 
the  meeting. 

The  state  officers  were  then  introduced  by  asking 
each  one  to  stand,  give  his  name,  office,  state,  and 
answer  the  question,  “What  methods  do  you  con- 


sider best  for  communication  with  your  state  mem- 
bership?” Most  states  indicated  they  had  a presi- 
dent’s page  in  their  monthly  publications,  many 
sent  out  news  letters,  others  personal  contact,  others 
commented  they  tried  to  keep  the  county  medical 
society  officers  informed  and  trusted  they  would 
carry  the  message  to  their  members.  In  cases  of 
especially  important  matters  the  telegraph  or  the 
telephone  was  used. 

The  meeting  then  was  conducted  as  a round 
table  and  the  following  are  some  of  the  more  im- 
portant gleanings  of  the  evening  session. 

L— Most  presidents  were  enthusiastic  over  the 
opportunity  to  discuss  their  problems  with  the  presi- 
dents of  other  state  medical  associations. 

2. — A large  majority'  of  the  presidents  in  the 
medium  and  large  societies  were  concerned  because 
their  young  doctors  were  not  taking  enough  interest 
in  their  state  organization. 

3. — Several  indicated  they  were  working  hard  on 
reviews  and  strengthening  of  their  states’  medical 
practice  acts. 

4. — Closer  liaison  with  state  and  national  legisla- 
tors was  urged. 

3.— Budgets  of  state  societies:  small  averaged 

$47,000  a year;  medium  averaged  $160,000  a year; 
and  large  averaged  $420,000  a year. 

The  following  morning  the  meeting  was  called 
to  order  by  Chairman  T.  S.  Raiford,  who  introduced 
Mr.  Arthur  Hess,  Assistant  Director  of  HEW  and 
Phillip  R.  Lee,  Deputy  Assistant  Secretary  of  HEW. 
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Mr.  Hess  opened  the  round  table  by  discussing 
the  Proposed  Requirements  and  Guides  for  Imple- 
mentation of  Title  XVIII  and  Title  XIX.  Mr.  Hess 
said  that  implementation  of  these  titles  depended 
a great  deal  on  grass  root  understanding.  The  trans- 
fer of  the  Kerr  Mills  program  to  Title  XIX  will  take 
some  time  and  there  is  much  work  to  be  done  to  set 
the  machinery  in  motion. 

Title  XVIII— Health  Insurance  for  the  Aged— has 
parts:  A.  Hospital  Insurance  Benefits  for  the  Aged; 
B.  Supplementary  Medical  Insurance  program  for 
the  Aged;  and,  C.  Miscellaneous  Provisions.  A sum- 
mary of  A and  B are  made  as  part  of  this  report. 

Summary  of  Benefits 

Hospital  insurance  program.  Effective  Date:  July 
1,  1966,  except  for  services  in  extended  care  facili- 
ties which  are  first  covered  on  January  1,  1967. 

Inpatient  hospital  services.  Up  to  90  days  in  each 
spell  (sic)  of  illness.1  Patient  pays  an  initial  $40 
deductible  plus  $10  a day  after  60  days.  Inpatient 
services  in  a tuberculosis  or  psychiatric  hospital  are 
included.  There  is  a lifetime  limit  of  190  days  of 
covered  services  in  psychiatric  hospitals. 

Posthospital  extended  care  facilitij  services.  Up 
to  100  days  in  each  spell  of  illness1  after  discharge 
from  a hospital.  After  the  first  20  days  patient 
pays  $5  a day. 

Out  patient  hospital  diagnostic  services.  For  each 
diagnostic  study,  (a  20  consecutive  day  period  dur- 
ing which  diagnostic  services  are  received).  Patient 
pays  a $20  deductible  and  20  per  cent  of  the 
remaining  charges. 

Posthospital  home  health  services.  Up  to  100 
visits  in  the  365  days  following  discharge  from  a 
hospital  or  an  extended  care  facility. 

Summary  of  benefits,  supplementary  medical  in- 
surance program.  Effective  date:  July  1,  1966.  After 
the  patient  pays  the  first  $50  for  covered  services 
in  each  calendar  year  the  program  will  pay  80  per 
cent  of  the  balance  of  the  reasonable  costs  or  charges, 
whichever  is  applicable,  for  the  following  services: 
Physicians’  services  whether  furnished  in  a hospital, 
clinic,  office,  or  in  the  home. 

Home  health  services.  Up  to  100  visits  during 
each  calendar  year  with  no  requirement  of  prior 
hospitalization. 

Medical  and  other  health  services  provided  by 
hospitals,  physicians,  or  other  qualified  institutions 
or  persons.  Diagnostic  x-ray  and  laboratory  tests, 
and  other  diagnostic  tests.  X-ray,  radium,  and  other 

'A  spell  of  illness  begins  on  the  first  day  an  eligible 
person  receives  covered  services  in  a hospital  or  extended 
care  facility.  It  ends  as  soon  as  he  has  not  been  a patient 
in  any  hospital  or  extended  care  facility  for  60  consecutive 
day.  A new  spell  of  illness  then  begins  the  next  time  he 
receives  covered  services  in  a hospital  or  extended  care 
facility. 


radiation  therapy.  Ambulance  services  under  certain 
conditions.  Surgical  dressings  and  splints,  casts,  and 
other  devices.  Limited  outside-the-hospital  treat- 
ment for  mental,  psychoneurotic  and  personality' 
disorders.  (Program  will  pay  50  per  cent  of  the 
reasonable  charges  for  these  services,  up  to  a limit 
of  $250  in  each  calendar  year.) 

Phillip  R.  Lee,  of  Palo  Alto,  California,  then 
spoke  and  made  the  statement  the  implementation 
of  this  Bill  would  not  be  easy,  either  for  the  admin- 
istrators or  the  medical  profession;  that  mistakes 
would  be  made  but  the  better  both  sides  understood 
the  problems  the  fewer  mistakes. 

It  was  generally  the  opinion  the  program  was  so 
new  that  many  of  the  questions  could  not  be 
answered  and  many  unseen  problems  were  ahead. 

At  the  conclusion  of  the  meeting  there  was  a 
general  feeling,  “We  don’t  like  Medicare  but  we 
should  cooperate  in  a common  purpose;  that  of 
assuring  our  patients  health  care  of  the  highest 
quality.” 

Apathy,  intolerance,  ignorance  by  the  medical 
profession  should  be  guarded  against.  Dr.  Blas- 
singame  in  his  address  to  the  P.  R.  Institute  in 
Chicago  said,  “In  these  trying  times  let  us  remember 
that  anger  and  frustration  are  not  going  to  bring 
success.  We  need  clear  thinking,  planning,  courage 
and  fortitude.” 

The  physician  must  strive  to  be  a complete, 
effective  citizen,  concerned  not  only  with  the  art  of 
science  of  medicine  but  also  knowledgeable  in  its 
socio-economic  environment. 

On  my  return  trip  once  again,  the  jet  airliner 
was  passing  over  the  Dakotas  at  night.  As  it  hap- 
pened there  was  a magnificant  display  of  lighting. 
We  were  flying  above  the  storm  but  still  the  almost 
constant  display  of  lightning  filled  our  plane  with 
a brilliant  white  light.  It  was  my  hope  this  was 
the  God  of  Intelligence  attempting  to  light  the  way 
for  the  medical  profession  and  the  present  adminis- 
tration in  making  intelligent  and  just  decisions  to  the 
many  problems  confronting  the  implementation  of 
Public  Law  89-97. 
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when  a change  in  environment 
overwhelms  him  with  anxiety 


Failing  health,  financial  difficulties,  or  the  death  of  a 
spouse  are  among  the  reasons  why  elderly  people  may 
be  obliged  to  leave  their  familiar  surroundings.  Moving 
in  with  children  or  entering  a home  for  the  aged  may 
satisfy  practical  requirements  but  can  be  psychologi- 
cally traumatic  since  emotional  resilience  tends  to  dimin- 
ish with  age. 

Even  when  anxiety  reaches  overwhelming  proportions, 
you  can  counteract  it  promptly  with  the  potent  tran- 
quilizer—Atarax  (hydroxyzine  HCI). 

The  outstanding  systemic  safety  record  of  Atarax  makes 
it  particularly  suitable  for  geriatric  patients  whose  drug 
tolerance  is  often  low.  The  usual  initial  dosage  in  such 
patients  is  50  mg.  q.i.d.  However,  this  tranquilizer  is  so 
well  tolerated  that  dosage  can  be  adjusted  to  meet  in- 
dividual requirements.  The  wide  variety  of  dosage 
forms  allows  flexibility  of  administration  from  any 
standpoint  — convenience,  patient  preference,  or  emer- 
gency requirements. 


No  age,  of  course,  is  exempt  from  anxiety  and  any  num- 
ber of  circumstances  can  unleash  it.  Keep  Atarax  in 
mind  for  all  your  emotionally  distressed  patients— from 
under  6 to  over  60. 


for  any  age— for  any  stage  of  anxiety 

flTTIRTlX 

(hydroxyzine  HCI 


tablets 

syrup 

parenteral 


. . . In  any  condition  where  tissue  depletion  of  the  water- 
soluble  vitamins  is  found,  Rx  RoeriBeC®  therapeutic  B 
complex  with  500  mg.  of  vitamin  C. 

J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being® 

New  York,  New  York  10017 


e effects  and  precautions:  The  transitory 
rwsiness  which  may  occur  with  hydroxyzine 

I usually  disappears  spontaneously  in  a few 
ys  with  continued  therapy,  or  is  correctable 
dosage  reduction.  Dryness  of  the  mouth  may 
seen  with  higher  doses.  Involuntary  motor 

fivity  has  been  reported  in  hospitalized 
tients  on  higher  than  recommended  doses, 
droxyzine  HCI  may  potentiate  CNS  depres- 
its,  narcotics  such  as  meperidine,  barbitu- 
es,  and  anticoagulants.  In  conjunctive  use, 
sage  for  these  drugs  should  be  decreased, 
cause  drowsiness  may  occur,  patients  should 
cautioned  against  driving  a car  or  operat- 
j dangerous  machinery.  Parenteral  Solution 
scautions  and  contraindications:  This  dosage 
-m  is  intended  only  for  I.M.  or  I.V.  adminis- 
ition  and  should  not,  under  any  circum- 
inces,  be  injected  subcutaneously  or  intra- 
terially.  When  the  usual  precautions  for  I.M. 
ection  have  been  followed,  reports  of  soft 
sue  reactions  have  been  rare.  I.V.  adminis- 
ition  should  be  slow,  no  faster  than  25  mg. 
r minute,  and  should  not  exceed  100  mg.  in 
y single  dose.  Particular  care  should  be  used 
insure  injection  only  into  intact  veins;  a few 
stances  of  digital  gangrene  occurring  distal 
the  injection  site  have  been  attributed  to 
advertent  intraarterial  injection  or  periarte- 

II  extravasation,  both  of  which  should  be 
oided.  More  detailed  professional  informa- 
in  available  on  request. 


IMPROVED 


RITTER  LEOTARD  PROVIDES 
RELIEF 

DURING  PREGNANCY 


Write  for  references  and  measurement  sheet 
with  instructions  to: 


Thin,  lightweight,  comfortable,  the 
Ritter  garment  has  found  wide  accept- 
ance in  combating  the  vascular  prob- 
lems attendant  with  pregnancy  and 
is  prescribed  successfully  for  patients 
suffering  from  postural  hypotension. 


COMPRESSION  TREATMENT 
of  Vascular  Insufficiencies 

The  Ritter  Waist  Height  Leotard  Elastic  Sup- 
port, custom-made  with  guaranteed  Venous 
Gradient  Pressure  and  fashioned  instep,  pro- 
vides relief  from  varicosities  of  pregnancy, 
lymphedema,  varicose  veins,  edema  and  other 
vascular  inactivity.  (Available  with  enclosed 
toes.) 

PRICE  $32 


4624  Woodward  Ave. 
Detroit,  Michigan  48201 


Seamless  Elastic  Stockings 
Fully  guaranteed  for  one  year 


Knitters  of  Venous  Gradient  Pressure  Stockings  and  Surgical  Supports 
since  1919 


60  YEARS 

SERVING  THE  MEDICAL  PROFESSION 
IN  THE  NORTHWEST 

Office  Supplies,  Printing,  Lithographing 
Statement  and  Remittance  Envelopes 


Office  and  Reception  Room  Planning 


Steel  and  Wood  Furniture,  Shelf  Filing 


TRICK  & MURRAY 

300  Westlake  No.  at  Thomas  Street 
MA  2-14/10  Seattle,  Wash.  98109 

Off-Street  Parking 


spastic 

gut, 

soothe 

smooth 

muscle 

with 


It’s  enthusiasm  for  Belap  relief  that  brings  on  this 
exuberance.  Belap  simultaneously  relaxes  nervous 
tension  and  soothes  smooth  muscle  spasm  due  to 
Gl  hypermotility.  The  natural  belladonna  alkaloids 
combined  with  phenobarbital  provide  safe,  predict- 
able antispasmodic  and  sedative  action  to  relieve 
pain  and  distress  of  visceral  spasm  in  peptic  ulcer, 
abdominal  pain  and  cramps,  pylorospasm,  nausea 
of  pregnancy,  nervous  indigestion  and  motion  sick- 
ness. Use  Belap  Ty-Med  tablets  whenever  timed- 
release  medication  for  smooth,  round-the-clock  anti- 


cholinergic and  sedative  action  is  desired.  Even  the 
price  is  designed  to  keep  your  patient  calm  and 
collected. 

Each  Belap®  Tablet  contains: 

No.  0 No.  1 No.  2 

Phenobarbital  (Warning, 

may  be  habit  forming)  8 mg.  15  mg.  30  mg. 

Belladonna  Extract  8 mg.  8 mg.  8 mg. 

One  tablet  three  times  daily. 

Available  in  bottles  of  100  and  1000. 


Belap  Ty-Med’  (Modified  formula) 

Each  tablet  contains: 

Amobarbital  (Warning,  may  be  habit  forming)  50  mg. 
Homatropine  Methylbromide  7.5  mg. 

’Lemmon  brand  of  timed-release  medication. 

One  Ty-Med*  tablet  morning  and  night. 

Available  in  bottles  of  30  and  100  tablets. 

Observe  the  usual  precautions  for  barbiturates  and 
parasympatholytic  compounds. 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 


HAACK  LABORATORIES,  INC.,  Division  of  Lemmon  Pharmacal  Company,  Portland,  Oregon  97208 


MADE  IN  O.'t.Kf 


Id 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINL™, 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  Vz  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 


Wendell  H.  Hutchens,  M.D.,  Medical  Director — Henry  Coe,  Administrator 

10008  S.  E.  Stark  Street  Portland  16,  Oregon 
Inquiries  invited  Phone:  ALpine  2-5571 

Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 


Neuroses  . . . Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 


MOKNINGSIDE 

HOSPITAL 

Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• All  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 


705 

Northwest  Medicine,  September  1965 


Continued  from  page  649 

Automobiles 

EDITOR,  NORTHWEST  MEDICINE: 

I wish  to  congratulate  you  on  the  publication 
of  Peter  Fisher’s  article,  “Dangerously  Designed 
Automobiles,”  in  northwest  medicine,  June,  1965. 


It  was  a remarkably  fine  article  and  one  of  the 
sort  of  articles  on  preventive  medicine  and  social 
consciousness  by  the  medical  man  that  should  ap- 
pear in  print  frequently. 

Sincerely  yours, 

MILTON  H.  ERICKSON,  M.D. 

Editor,  American  Journal  of  Clinical  Hypnosis, 

Phoenix,  Arizona 


with  intermittent  claudication 
every  block  seemed  a mile  long 


now...  with 


a r I id  i 


BRAND  OF  nylidrin  HCI 


the  blocks  seem  much  shorter... 
he  can  walk  more  of  them  in  comfort 


Arlidin  increases  local  blood  supply  and  oxygen  where  needed  most... in  exercising 
leg  muscles. ..for  relief  of  pain,  ache,  spasm,  intermittent  claudication. 

Indicated  in: 

arteriosclerosis  obliterans  • thromboangiitis  obliterans  • diabetic  vascular  disease  • 
night  leg  cramps  • ischemic  ulcers  • cold  feet  and  legs 

Dosage:  Vz  to  1 tablet  three  or  four  times  a day  is  the  usual  effective  dosage: 
increased,  if  necessary,  to  2 tablets  three  or  four  times  a day.  Side  Effect:  Occasional 
palpitation.  Precautions:  Use  with  caution  in  the  presence  of  a recent  myocardial 
lesion,  paroxysmal  tachycardia,  severe  angina  pectoris  and  thyrotoxicosis. 
Contraindication:  Acute  myocardial  infarction. 

Consult  product  brochure. 

Available  in  6 mg.  scored  tablets,  and  5 mg.  percc.  parenteral  solution. 

u.  s.  vitamin  & pharmaceutical  corporation 

ArlingtonFunk  Laboratories,  division  • 800  Second  Ave.,  New  York,  N.Y.  10017 
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America’s  largest-selling  charcoal-tip  cigarette 


©The  American  Tobacco  Company 


Tareyton...with  the  taste  worth  fighting  for 
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CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  20th  of  month  preceding  date  of 
issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared  in  the 
journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


GENERAL  PRACTITIONER-WANTED-Two  - man  partnership 
needs  associate  for  very  busy  office.  Excellent  opportun- 
ity for  one  who  has  had  residency  in  surgery.  Greater  Se- 
attle area  with  choice  of  hospital  facilities.  Write  Box  41-A. 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wash.  98121. 


ALLIED  PERSONNEL  OFFICES,  INC.-Our  recruiting,  screening 
and  referral  services  can  be  of  valuable  assistance  to  you 
in  securing  the  medically  trained  person  or  situation  you 
desire.  Seattle  offices  247  Logan  Bldg.,  MA.  4-4793,  Everett 
office.  703  Medical  Dental  Bldg.,  AL.  2-3157. 


GP  OPPORTUNITY  NEAR  MEDFORD,  OREGON-Our  com- 
munity of  12,000  people  has  one  over-worked  physician 
who  needs  an  associate.  We  have  a new  medical  building 
in  a multi-million  dollar  shopping  center  just  waiting  for 
you,  on  most  reasonable  terms.  Excellent  climate,  top 
recreational  opportunities.  Seven  miles  from  Medford.  Call 
or  write  Mr.  John  Laden  or  Mr.  W.  J.  Williams,  Box  2458, 
White  City,  Oregon,  97542,  phone  826-2521. 


ASSOCIATE  WANTED-SPOKANE,  WASH.-Salaried  position 
with  established  solo  family  physician,  age  40.  Write  Box 
19-B,  Northwest  Medicine,  500  Wall  St.,  Seattle,  Wash.  98121. 


LOCUM  TENENS  WANTED— Terms  to  be  arranged.  Write  E. 
F.  Leibold,  M.D.,  Box  368,  Forks,  Wash.  98331. 


PEDIATRICIAN  & INTERNIST— Board  certified  or  eligible, 
subspecialty  training  encouraged.  The  Permanente  Clinic — 
50-man  specialty  group  associated  with  141-bed  Bess  Kaiser 
Hospital,  Portland,  Oregon.  Oregon  license  required. 
$20,000  if  eligible;  $21,200  starting  income  if  certified.  Part- 
nership after  2 years.  Insurance  benefits  and  retirement 
program.  Write  to  Peter  L.  Hurst,  M.D.,  Chief,  Dept,  of 
Pediatrics,  or  Arnold  V.  Hurtado,  M.D.,  Chief,  Dept,  of 
Medicine,  5055  N.  Greeley,  Portland,  Oregon  97217. 


STATE  EPIDEMIOLOGIST— M.D.  plus  M.P.H.  degree  and  three- 
years  experience  preferably  in  the  field  of  epidemiology. 
Must  be  eligible  for  licensure  in  Oregon.  Starting  salary 
open,  depending  on  qualifications  within  range  of  $14,880 
to  $19,020.  Also  several  desirable  openings  for  County  & 
District  Health  Officers.  Apply  to  Mr.  A.  T.  Johnson. 
Pers.  Dir.,  Oregon  State  Board  of  Health,  P.  O.  Box  231, 
Portland,  Oregon  97207. 


GP  URGENTLY  NEEDED— By  established  group  of  GPs  close 
to  Seattle.  Call  Dr.  Andersen,  Issaquah  EX  2-6456  or  Sno- 
qualmie  Valley  Clinic,  TU  8-3352. 


WANTED  GENERAL  PRACTITIONER-Attractive  salary  and 
retirement  system  with  excellent  sick  and  annual  leave 
benefits.  Well-staffed  medical  program.  Office-type  practice 
with  varied  pathology.  Furnished  housekeeping  apartment 
available  on  station  at  reasonable  rate.  Near  Medford, 
Oregon,  a growing  medical  center  in  heart  of  beautiful 
Rogue  River  Basin  with  unlimited  outdoor  recreational  op- 
portunities. For  additional  information  write  to  Director, 
VA  Domiciliary,  White  City,  Oregon  97542. 


GENERAL  PRACTICE  OPPORTUNITY-SEATTLE  — Associate  in 
general  practice  with  2-man  group.  Write  Box  15-B,  North- 
west Medicine,  500  Wall  Street,  Seattle,  Wash.  98121. 


ESTABLISHED  PRACTICE  AVAILABLE—111  Eastern  Oregon  city 
of  5,000  serving  an  area  of  15,000.  Gross  $52,000.  Modern 
air-conditioned  office,  equipped  with  x-ray,  lab,  minor 
surgery  facilities,  EKG,  ultra  sound,  3-exam  rooms,  large 
carpeted  waiting  room,  and  private  office.  Practice  estab- 
lished 12  years.  All  records  and  x-rays  to  stay  in  office. 
Very  efficient  office  and  bookkeeping  system.  Collections 
run  well  over  90%.  Fifty-bed  accredited  hospital  4 blocks 
away.  Area  economy  very  stable.  Close  to  excellent  hunt- 
ing, fishing;  water  and  snow  skiing,  two  golf  courses. 
Will  sell  equipment  at  current  reasonable  value,  generous 
terms.  Office  on  a guaranteed  lease.  New  man  will  be 
busy  from  the  start.  Dean  M.  Macy,  M.D.,  263  Cedar  Drive, 
Hermiston,  Oregon.  503-567-8113. 


PHYSICIAN  UNDER  35  WANTED— To  assist,  then  share  busy 
general  practice  in  Long  Island  area  of  Metropolitan  New 
York,  with  young  GP.  Must  have  or  be  eligible  for  NY 
license,  be  able  to  do  uncomplicated  OB's,  and  assist  with 
surgery.  Salary  first  year  then  increasing  percentage  to 
full  partnership.  Write  Ralph  E.  Schlossman,  M.D.,  13-56 
Lefferts  Blvd.,  Co.,  Ozone  Park,  L.I.,  New  York  11420. 


PEDIATRIC  ASSOCIATION  AVAILABLE,  YAKIMA,  WASH.- 

Excellent  established  practice  with  associate.  Would  con- 
Contact  Eugene  Patterson.  M.D.,  210  So.  11th  Ave.,  Yaki- 
ma., Wash.  98902. 


LOCATIONS  DESIRED 


INTERNIST  DESIRES  N.W.  LOCATION— Board  eligible,  age  31, 
family,  wishes  to  locate  in  Pacific  Northwest.  Write 
H.  Mayer,  M.D.,  22520  Eriel  Ave.,  Torrance,  Calif.  90505. 


OFFICE  SPACE 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBI A-FuUy  serviced 
professional  offices,  from  $2.00  to  $3.50  per  sq.  ft.  annually. 
Mr.  Jack  Hayes,  Henry  Broderick,  Inc.,  MA  2-4350,  Seattle. 


CLINIC  BUILDING,  KENT,  WASH.— Rapidly  growing  Lake 
Meridian  area.  Two  suites  of  1,684  total  sq.  ft.  in  new 
building.  Ample  black  top  parking.  Contact  H.  H.  Heaton. 
AL  5-6066  or  WE  5-5203. 


GENERAL  PRACTITIONER  WANTED— LACY,  WASH.  - Space 
available  and  ready  for  occupancy  in  new  air-conditioned 
building.  Private  reception  room,  3 exam,  rooms,  lab,  and 
private  lavatory,  office  and  business  office.  Ample  parking. 
Two  dentists  occupy  rest  of  building.  Area  one  of  the 
fastest  growing  in  Northwest.  Write  R.  C.  Sauls,  D.D.S., 
4445  Lacy  Blvd.,  Olympia.  Wash. 


SPACIOUS  PHYSICIAN'S  OFFICE  FOR  RENT-In  attractive  air- 
conditioned  building  with  two  other  GPs.  Rapidly  growing 
area  with  excellent  schools  and  accredited  hospital  avail- 
able. Contact  R.  S.  Waltz,  M.D.,  1818  Pacific  Ave.,  Forest 
Grove,  Oregon  97116,  phone  EL  7-3106. 


OFFICE  AVAILABLE— 111  modern  medical  bldg  next  Ballard 
Gen.  Hospital.  Present  physician  leaving  to  specialize. 
Excellent  opportunity  for  gen.  practice.  Contact  E.  H. 
Torkelson,  M.D.,  1551  N.W.  54th,  Seattle.  SU  2-5830. 


MEDICAL  CLINIC  FOR  LEASE—111  growing  community  of  4,000. 
Located  13  mi.  east  of  Portland.  Bldg,  contains  2,270  sq.  ft., 
suitable  for  2 physicians  or  1 physician  and  1 dentist. 
Mr.  D.  Murphy,  2524  S.E.  47th,  Portland,  Oregon,  BE  4-1489. 
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EQUIPMENT 


FOR  SALE— Used  exam  tables,  wall  and  floor  cabinets,  por- 
table lights,  scales,  etc.  All  very  good  condition.  Valley 
Clinic,  Ellensburg,  Wash.  98926,  phone  962-1451. 


MEDICAL  EQUIPMENT— Examining  table,  instrument  table, 
sterilizer,  microscope,  etc.  Very  reasonable.  Inquire  2208 
N.W.  Market  St..  Rm.  224,  Seattle. 


X-RAY  FOR  SALE—1 G.E.  500  ma  and  85  KV.  Tilt  table,  spot 
film  fluoroscope,  and  other  miscellaneous  office  equip- 
ment. Write  F.  Granat,  M.D.,  653  W.  Nickerson,  Seattle,  for 
inspection.  Owner  retiring. 


MISCELLANEOUS  EQUIPMENT-Numerous  ob  - gyn  instru- 
ments, metal  cabinets,  stools,  lamps,  adding  machine  & 
etc.  May  be  seen  at  445  Medical  Dental  Bldg.,  Seattle. 
Call  LA  3-1616  for  complete  list  and  prices. 


PHYSICIANS  WANTED 

Phenomenally  successful  Clinical  Group,  Omaha,  Nebraska, 
(City  with  two  fine  medical  schools  and  other  note- 
worthy medical  facilities)  needs  additional  industrious 
physicians  who  are  seeking  permanent  associations: 

(1)  OB-GYN  (considerable  GYN  surgery).  (2)  Pediatri- 
cian (3)  Internists  (especially  with  sub-specialties) 

(4)  General  practitioners. 

Minimum  first  year  salary  $20,000.00  Beautiful  physi- 
cal plant,  including  branch  office  in  adjoining  town, 
adjacent  to  SAC  headquarters.  Complete  diagnostic 
facilities,  including  laboratory,  radio-isotopes,  radio- 
graphic  department  with  image  intensifier.  Medical 
school  teaching  connections  if  desired.  Group  shared 
patient  responsibility. 

PRAIRIE  CLINIC,  INC. 

26th  & J Streets  Omaha,  Nebraska 


THE  DRUG  WITHOUT  SIDE  EFFECTS 

There  exists  an  unrealistic  public  image  of  drugs  that  there  could  be  remedial 
agents  with  various  and  optimum  therapeutic  effects  without  any  toxicity.  This  is 
clearly  utopian.  The  drug  without  side  effects  still  remains  to  be  discovered  and  it  is 
most  unlikely  that  it  will  ever  be  found. 

Cornielle  J.  F.  Heymons,  M.D.,  in  Georgetown  Medical  Bulletin  18:174-175  (February)  1965. 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292-2641  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of  your 
problems  relating  to  Alco- 
holism as  a courtesy  to  the 
profession.  Telephone  at 
any  hour.  Illustrated  litera- 
ture on  request. 

MEDICAL  STAFF 
John  R.  Montague,  M.D. 
Merle  M.  Kurtz,  M.D. 

Marvin  J.  Weinstein,  M.D. 
Norris  H.  Perkins,  M.D. 

John  W.  Evans,  M.D.,  Consult- 
ing Psychiatrist 
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Meetings  OF  MEDICA 

AMA  Annual— Chicago,  June  26-30, 
1966. 

AMA  Clinical— Philadelphia,  Nov.  28- 
Dec.  1,  1965,  Las  Vegas,  Nov.  27-30, 
1966. 

Idaho  State  Medical  Association — July 
6-9,  1966.  June  28-July  1,  1967,  Sun 
Valley. 

Medical  Society  of  United  States  and 
Mexico,  Tenth  Annual — Nov.  18-20, 

1965,  Hermisillo,  Mexico. 

Sec.,  James  Nauman,  Tucson,  Ariz. 
North  Pacific  Pediatric  Society — Spring 
Meeting  March  2-4,  1966,  Hilton 

Hotel,  Portland,  Oregon. 

Pres.,  J.  Arthur  May,  Portland 
Sec.,  Leroy  O.  Carlson,  Portland 
North  Pacific  Society  of  Neur.  & Psy.— 
Annual — March  30-April  1,  1966. 
Pres.,  Glenn  T.  Strand,  Seattle 
Sec.,  W.  W.  Thompson,  Portland 
Northwest  Regional  Meeting,  American 
College  of  Physicians,  Oct.  28-29, 

1966,  Vancouver. 

Northwest  Rheumatism  Society 

Pres.,  John  E.  Stanwood.  Lebanon 
Sec.,  A.  C.  Jones,  Portland 
Northwestern  Medical  Association — 

Sun  Valley,  Feb.  15-18,  1966 
Pres.,  Frank  C.  Henry,  Seattle 
Sec.,  L.  H.  Garland,  San  Francisco 
Oregon  Medical  Association — 

Sept.  21-25,  1965,  Portland 
Pacific  Northwest  Radiological  Society — 
Pres.,  J.  Boyd  Roberts,  Victoria,  B.C. 
Sec.,  Willis  J.  Taylor,  Seattle 
West  Coast  Allergy  Society— 

Pres.,  James  E.  Stroh,  Seattle 
Sec..  A.  G.  Corrado,  Richland 

OREGON 

Ore.  Acad.  Ophth.  & Otolar.— Cosmo- 
politan Motor  Hotel,  4th  Tues., 
Sept.-May 

Pres.,  R.  L.  Erickson,  Salem. 

Sec.,  S.  C.  Stenerodden,  Salem. 
Oregon  Dermatologic  Society — Portland, 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Joyle  Dahl.  Portland. 

Sec.,  Albert  E.  Lamer.  Portland. 
Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April, 
Oct.). 

Pres.,  Kenneth  D.  Gaver,  Salem. 

Sec.,  Wayne  M.  Pidgeon,  Portland. 


Morningside  Hospital 

Comprehensive  treatment 
of  Psychiatric  Disorders  705 

Parke,  Davis  and  Company 

Chloromycetin  InsideFrontCover 

Prairie  Clinic,  Inc. 
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Raleigh  Hills  Hospital 
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Ritter,  R.  A.  Co. 

Venous  Gradient 
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Roche  Laboratories 

Valium  711 

Roerig,  J.  B.  and  Company 
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Searle,  G.  D.  and  Company 

Pro-Banthine  with  Dartal  662 

Shadel  Hospital,  Inc. 

Treatment  of  Alcoholism  692 


L SOCIETIES 


Oregon  Pathologists  Association — Port- 
land, 2nd  Friday  (Feb.,  Apr.,  Oct., 
Dec.) 

Pres.,  John  Christopher,  Salem 
Sec.,  K.  D.  McMilan,  Eugene 

Oregon  Radiological  Society — Univer- 
sity Club.  Portland,  2nd  Wednesday 
October-April 

Pres.,  J.  Robert  Lee,  Portland 
Sec.,  Robert  S.  Miller,  Beaverton 

Oregon  Society  of  Internal  Medicine 
Pres.,  Wm.  P.  Galen,  Portland 
Sec.,  Estill  N.  Deitz,  Portland 

Ore.  Soc.  Obst.  & Gynec. — Portland, 
Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.  thru  May) 

Pres.,  Martin  Sichel,  Portland 
Sec.,  J.  W.  Fergus,  Portland 

Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  FTiday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland 
Pres.,  Gerald  Whitlock,  Portland. 
Sec.,  Emerson  J.  Collier,  Portland. 

Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Congress  Hotel 
Pres.,  Irl  Clary,  Portland. 

Sec.,  David  Sellers,  Portland 

Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres..  J.  L.  Stevenson,  Jr..  Portland. 
Sec.,  R.  J.  Meechan.  Portland. 

Portland  Surgical  Society — 4th  Tuesday 
(Sept.-May).  University  Club,  Port- 
land, Annual — Sept.  28,  1965 
Pres..  Clare  Peterson,  Portland 
Sec.,  Wm.  R.  Sweetman,  Portland. 


WASHINGTON 

King  County  Acad.  Gen.  Pract. — 4th 
Mon.,  exc.  June,  July,  Aug.,  Dec. 
Pres.,  David  W.  Rabak,  Seattle 
Sec.,  Howard  R.  Pyfer,  Seattle 

Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct. -May)  Seattle,  Tacoma, 
or  Everett 

Pres.,  Louis  J.  Sarro,  Seattle 
Sec.,  D.  F.  Milam.  Jr.,  Bellevue 
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Seattle  Academy  of  Surgery — 3rd  Wed. 
bi-monthly;  Seattle  Yacht  Club 
Pres.,  Paul  O'Hallaren.  Seattle. 
Sec.,  Nicholas  Sarro,  Seattle 

Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
July,  Aug.,  Dec. 

Pres.,  Charles  G.  Stipp,  Seattle. 
Sec.,  Glen  E.  Hayden,  Seattle. 

Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  Arctic  Club 
Pres.,  Charles  Kaplan,  Seattle 
Sec.,  Richard  Dion,  Seattle 

Seattle  Surg.  Soc. — 4th  Mon.  (Sept.- 
June)  Annual — January  28,  29,  1966, 
Olympic  Hotel 

Pres.,  Rodney  Hearne,  Seattle. 

Sec.,  J.  Garth  Mooney,  Seattle. 

Spokane  Society  of  Internal  Medicine — 
Quarterly,  Ridpath  Motor  Inn, 
Annual — March  5,  1966. 

Pres.,  Arch  Logan,  Jr.,  Spokane 
Sec.,  Roy  T.  Pearson,  Spokane 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  F.  Barronian,  Tacoma 
Sec.,  Calvin  R.  Lantz,  Tacoma 

Tacoma  Surgical  Club  — 3rd  Tuesday 
(Sept.-May)  Annual — May  7,  1966 
Pres.,  Ernest  E.  Banfield,  Tacoma 
Sec.,  Wm.  W.  Mattson,  Jr.,  Tacoma 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept. -June) 
Pres.,  L.  L.  Herr,  Seattle. 

Sec.,  John  E.  Nelson,  Seattle 

Washington  Academy  of  General  Prac- 
tice— May  12-14,  1966,  Ridpath  Mo- 
tor Inn.  Spokane 
Pres.,  Elmer  Wahlberg,  Tacoma 
Sec.,  Helene  M.  Templeton,  Seattle 

Washington  State  Radiological  Society 
— Seattle,  Quarterly 
Pres.,  Kenneth  E.  Gross,  Tacoma 
Sec.,  Owen  Martin,  Seattle. 

Wash.  St.  Soc.  of  Anesthesiologists 
Pres.,  Edward  Eylander,  Tacoma 
Sec.,  Kiyoaky  Hori,  Tacoma 
Wash.  St.  Soc.  of  Allergy. 

Pres.,  Paul  Van  Arsdel,  Jr.,  Seattle. 
Sec.,  S.  H.  Tarica,  Seattle. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  Ralph  Foster,  Yakima 
Sec.,  G.  Douglas  Romney,  Yakima 


, 


The  Somatic  Mask:  chest  pain- 
heart  disease  or  psychic  tension? 

Precordial  pain  as  well  as  tachycardia,  palpitation, 
breathlessness  and  faintness  or  arrhythmias  are  classic 
signs  of  cardiac  disease.  In  many  cases,  however,  they 
may  represent  a “somatic  mask”— a psychophysiological 
equivalent  of  psychic  tension. 

Valium  (diazepam)  reduces  the  patient's  disturbing  psy- 
chic tension  and  helps  improve  such  related  symptoms 
as  sadness  and  feelings  of  hopelessness,  fatigue,  insom- 
nia, crying  spells  and  nervousness. 

In  prescribing:  Dosage  — Adults:  Mild  to  moderate  psycho- 
neurotic reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism, 
10  mg  t.i.d.  or  q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d. 
as  needed;  muscle  spasm  with  cerebral  palsy  or  athetosis, 

2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  1 or  2 mg/day 
initially,  increase  gradually  as  needed. 

Contraindications:  Infants,  patients  with  history  of  convulsive 
disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 

Valium*  (diazepam) 


Precautions:  Limit  dosage  to  smallest  effective  amount  in 
elderly  patients  (not  more  than  1 mg,  one  or  two  times  daily) 
to  preclude  ataxia  or  oversedation.  Advise  patients  against 
possibly  hazardous  procedures  until  correct  maintenance 
dosage  is  established;  driving  during  therapy  not  recom- 
mended. In  general,  concurrent  use  with  other  psychotropic 
agents  is  not  recommended.  Warn  patients  of  possible  com- 
bined effects  with  alcohol.  Safe  use  in  pregnancy  not  estab- 
lished. Observe  usual  precautions  in  impaired  renal  of 
hepatic  function  and  in  patients  who  may  be  suicidal;  peri- 
odic blood  counts  and  liver  function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually. 

Side  effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred 
speech,  tremor  and  skin  rash;  paradoxical  reactions  (excite- 
ment, depression,  stimulation,  sleep  disturbances  and  hallu- 
cinations) and  changes  in  EEG  patterns.  Abrupt  cessation 
after  prolonged  overdosage  may  produce  withdrawal  symp- 
toms similar  to  those  seen  with  barbiturates,  meprobamate 
and  chlordiazepoxide  HCI. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  50. 


Roche  Laboratories 

Division  of  Hoffmann -La  Roche  Inc. 

Nutley,  N.J.  07110 


Human 
tetanus 
antitoxin 
that  provides 
protection 
with  far 
greater 
safety 
and  far 
fewer  units 


4^ 

Hyper-Tet  is  a gamma  globulin  fraction  of  venous 
blood  from  hyperimmunized  humans  and  contains  no 
heterologous  protein.  Far  fewer  units  of  Hyper-Tet 
are  required  for  prophylaxis  than  with  equine 
or  bovine  antitoxin.  Recent  studies1'3  show  these  lower 
dosages  of  tetanus  immune  globulin  (human) 
established  protective  levels  well  above  the 
recommended  immunity  level4  for  up  to  5 weeks. 

Hyper-Tet  can  cause  none  of  the  reactions  usually 
connected  with  heterologous  antitoxins.  It  can  be 
injected  immediately.  Skin  or  conjunctival  sensitivity 
tests  should  NOT  be  given. 


The  tetanus  antitoxin 
without  horse  serum 
and  its  reactions 

Hyper-TefiTETANiis  immune  globulin— human] 

Hyper-Tet  is  available  in  250  unit  vials.  A 250  unit 
dose  is  now  regularly  used  in  routine  prophylactic  cases.  In 
cases  where  the  injury  is  severe  and  where  the  risk  of  potential 
tetanus  infection  is  higher,  a dose  in  excess  of  250  units  may 
be  indicated  and  antibiotic  prophylaxis  may  also  be  advisable.5 

Side  Effects  and  Precautions:  The  likelihood  of  anaphylactoid  or 
serum  reactions  due  to  intramuscular  injection  of  gamma 
globulin  is  remote.  Very  rare  serious  reactions  have  been 
reported,  however,  and  their  extreme  rarity  makes  it 
impossible  to  predict  their  occurrence.  Slight  soreness  at  and 
over  the  injection  site  may  be  noted.  Do  not  give 
intravenously.  There  are  no  known  contraindications. 

References : 1 . Rubbo,  S.  D.,  and  Suri,  J.  C. : Brit.  M.J.  2 :79  (July  1 4)  1 963. 

2.  Rubinstein,  H.  M.:  Am.  J.  Hyg.  76:276,  1962.  3.  McComb,  J.  A.:  New  England 
J.  Med.  270 :1 75  (Jan.  23)  1 964.  4.  Effective  tetanus  protective  level  established 
by  Sir  David  Bruce.  5.  Editorial : Tetanus  Immunization,  JAMA  161 :383, 1 956. 
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On  Stelazine  brand  of  trifluoperazine 

she’s  calm  and  alert 


When  a tranquilizer  is  needed, 
‘Stelazine’  can  regulate  the 
level  of  anxiety  so  that  the 
patient  is  unlikely  to  overreact 
to  stress  but  is  not  tranquilized 
into  psychic  inertia.  Patients 
on  ‘Stelazine’  often  experience 
a sense  of  mental  alertness  and, 
because  they  feel  so  much  better, 
are  more  interested  in  their 
normal  activities. 

Contraindicated  in  comatose  or 
greatly  depressed  states  due  to  CNS 
depressants  and  in  cases  of  existing 
blood  dyscrasias,  bone  marrow 
depression  and  pre-existing  liver 
damage.  Principal  side  effects, 
usually  dose-related,  may  include 


mild  skin  reaction,  dry  mouth, 
insomnia,  fatigue,  drowsiness, 
dizziness  and  neuromuscular 
(extrapyramidal)  reactions. 
Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may 
also  be  observed.  Blood  dyscrasias 
and  jaundice  have  been  extremely 
rare.  Use  with  caution  in  patients 
with  impaired  cardiovascular 
systems. 

Before  prescribing,  see  SK&F 
product  Prescribing  Information. 

Photograph  professionally  posed. 
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Blood-glucose 
screening  for  al] 
four  patients? 


because  “Abnormalities  of  glucose 
etabolism  are  among  the  [most 
>mmon]  encountered  in  clinical 
actice....”*  Simple,  quick,  econom- 
al  blood-glucose  screening 
th  Dextrostix®  Reagent  Strips  is 
acticable  in  every  regular  physical 
.amination,  emergency  situation, 
id  whenever  hypo-  or  hyper- 
ycemia  may  be  of  clinical 
gnificance  — for  “The  precision 
id  accuracy  of  Dextrostix 
meet  the  need  for  an  always 
'ailable  simple  screening 
ethod....”*  All  that  is  required 
r screening  with 
extrostix  is  60  seconds 
id  a globular  drop  of 
ipillary  or  venous  blood, 
nnormal  readings  will  be 
valuable  aid  to  diagnosis; 

)rmals  will  help  you 
itablish  an  important 
iseline  for  future  reference. 

arks,  V.,  and  Dawson,  A.: 
it.  M.  J.  7:293,  1965. 


>EXTROSTIX- 

ovides  a clinically  useful 
^termination  when  performed 
ccording  to  directions'! 

EXTROSTIX  is  not  intended  to  replace 
a more  precise  analytical  laboratory  methods. 


(es— all  your  patients 


AMES  COMPANY,  INC. 
Elkhart,  Indiana 


09165 


interconnected,  potent  12-hour  control) 
in  peptic  ulcer  and  other  G.l.  disorders. 


In  many  disturbances  of  the  gastrointestinal  tract,  the  under- 
lying factors  are  both  physical  and  psychic.  For  more  effec- 
tive therapeutic  action  against  these  interconnected  fac- 
tors, Enarax  contains  both  the  long-acting  anticholinergic 
oxyphencyclimine  HCI  and  the  well-established  tranquilizer 
Atarax®  (hydroxyzine  HCI). 

Acting  on  both  cholinergic  and  emotional  components  in  G.l. 
disorders,  Enarax  provides  an  effective  combination  for  con- 
trol of  gastrointestinal  hyperactivity,  pain,  spasm  and  anxiety. 

Many  patients  with  gastrointestinal  disease  have  had  12-hour 
relief  of  symptoms  on  a single  dose  of  oxyphencyclimine 
HCI;1,2  its  long-lasting  action  is  chemically  “built  in”  and  is 


thus  inherently  dependable.  Atarax,  too,  can  be  counted  or 
for  a high  order  of  efficacy  and  safety. 

To  help  meet  your  patients’  drug  requirements  with  flexible 
individualized  dosage,  Enarax  is  available  in  two  strengths 
Enarax  5 contains  oxyphencyclimine  HCI  5 mg.  and  hydroxy-  : 
zine  HCI  25  mg.  Enarax  10  contains  oxyphencyclimine  HC  f)ei 
10  mg.  and  hydroxyzine  HCI  25  mg.,  providing  added  anti-  ct- 
cholinergic  potency.  Both  strengths  supplied  in  bottles  of  60 

^ . 

Rx  only. 

| Ob 

J K 

References:  1.  Kemp,  J.  A.:  Antibiotic  Med.  & Clin.  Therapy  6:534  [Sept.)  195? 

2.  Winkelstein,  A.:  Am.  J.  Gastroenterol.  32:66  IJulyl  1959. 


Contraindications:  Contraindicated  in  the  presence  of  glaucoma,  bladder  neck 
obstruction,  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloric  or  duodenal 
obstruction,  and  organic  cardiospasm. 

Precautions  and  side  effects:  Due  to  potentiation,  dosage  of  narcotics  and  other 
central  nervous  system  depressants  should  be  reduced  when  used  concomitantly 
with  hydroxyzine.  Anticholinergic  side  effects  include  dryness  of  the  mouth, 
blurring  of  vision,  constipation,  dizziness,  urinary  hesitancy  or  retention,  tachy- 
cardia, palpitation,  increased  ocular  tension,  dilatation  of  the  pupil,  weakness, 
nausea,  vomiting  and  headache.  Drowsiness  due  to  either  component  may  occur. 
Hydroxyzine  side  effects  such  as  xerostomia  and,  at  extremely  high  doses,  invol- 
untary motor  activity  may  occur.  These  can  be  controlled  by  reduction  or  discontin- 
uation of  medication.  Idiosyncratic  skin  rash  has  been  reported  in  a few  patients. 


In  the  treatment 
of  anemias  amenable 
to  oral  therapy 

'Heptuna  Plus  © 

Provides  ingredients  that  include  the  hematopoietic  fac- 
tors: ferrous  sulfate  and  liver,  with  ascorbic  acid  for 
enhanced  iron  absorption;  and  helps  to  make  up  for  co- 
existent vitamin  deficiencies.  Its  formula  has  been  im- 
proved 6 times  in  12  years  to  reflect  findings  of  proven 
nutritional  importance  in  the  treatment  of  anemias 
amenable  to  oral  therapy. 

Precautions  and  side  effects:  Because  some  patients 
with  pernicious  anemia  do  not  respond  to  oral  vitamin 
B12,  they  should  be  followed  with  periodic  laboratory 
studies.  Anemia  is  a manifestation  of  an  underlying 
disease  and  it  is  necessary  to  make  an  etiological  diag- 
nosis. In  a small  percentage  of  patients,  iron  therapy 
causes  gastrointestinal  irritation.  In  these  patients,  ad- 
ministering Heptuna  Plus  with  meals  or  reducing  the 
dosage  usually  will  alleviate  the  symptoms.  Supplied  in 
bottles  of  100  capsules.  Rx  only. 


Current  formula 

Ferrous  sulfate  340  mg. 

Iron  (from  ferrous  sulfate)  100  mg. 

Desiccated  liver,  N.E  (undefatted) 50  mg. 

Vitamin  C (from  sodium  ascorbate) 150  mg. 

Vitamin  B12  (as  Stablets®)  with  intrinsic  factor 

concentrate  (noninhibitory) M>  N.E  oral  unit* 

Bj  (thiamine  mononitrate,  U.S.E)  3 mg. 

B2  (riboflavin.  U.S.P)  2 mg. 

B,j  (pyridoxine  hydrochloride,  U.S.P)  2 mg. 

Niacinamide,  U.S.P 15  mg. 

Calcium  pantothenate,  U.S.P 1 mg. 

Cohalt  (from  cobalt  sulfate)  0.1  mg. 

Copper  (from  copper  sulfate) 1 mg. 

Molybdenum  (from  sodium  molybdate) 0.2  mg. 

Calcium  (from  dicalcium  phosphate) 37.4  mg. 

Iodine  (from  potassium  iodide) 0.05  mg. 

Manganese  (from  manganese  sulfate) 0.033  mg. 

Magnesium  (from  magnesium  sulfate) 2 mg. 

Phosphorus  (from  dicalcium  phosphate) 29  mg. 

Potassium  (from  potassium  sulfate) 1.7  mg. 

*Potency  established  prior  to  mixture 
with  other  ingredients. 

Stablets,  U.S.  Pat.  No.  2,830,933. 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 
New  York,  N.Y.  10017 
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oxyphencyclimine  HCI+ 
Atarax  (hydroxyzine  HCl) 


CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


Why  Publish  It? 

Editor,  NORTHWEST  MEDICINE: 

I am  pleased  that  the  Sate  Association  granted 
the  two  dollar  subscription  increase  and  I hope  it 
balances  your  budget  and  eases  things  a bit  for  you. 
I notice  they  gave  you  a two  year  probation,  which 
I am  sure  they  will  extend,  and  a mandate  to 
publish  scientific  articles.  The  latter  is  a generaliza- 
tion and  worth  as  much  but  it  motivates  me  to 
stop  and  write  to  you.  I am  wondering  if  you  have 
a better  answer  than  Perrin  Long  who  replies  to 
a similar  inquiry  by  saying  that  he  is  obliged  to 
publish  from  a recognized  psychiatrist. 

Science,  as  I understand  it,  makes  use  of  the 
scientific  method  and  demands  valid  evidence  to 
prove  any  hypothesis  or  theory  and  the  scientific 
journal  publishes  both  theory  and  fact  but  identifies 
each  of  them.  Mental,  mythical  or  philosophical 
rumination  are  allowable  if  labeled  or  included  in 
essays  like  your  friends  Bean  and  Ibanez  print. 

When  we  get  into  the  publishing  of  psychia- 
trists’ articles,  the  scientific  method  seems  to  disap- 
pear and  evidence  for  their  conclusions  seems  to  be 
the  mere  restatement  of  some  of  Freud’s  sixty  year 
old  assumptions  with  the  threadbare  Oedipus  com- 
plex'1 or  other  mythical  explanation  accounting  for 
nearly  anything.  “On  Racial  Violence’’  is  such  an 
article,  amusing  perhaps,  speculative,  comes  to  you 
from  a certified  forum,  but  is  utterly  unscientific 
and  to  my  mind  absurd.  I believe  it  was  Bernard 
Shaw  who  once  wrote  something  to  the  effect  about 
“Those  foolish  Americans  who  make  the  negro  black 
his  boots  and  then  say,  what  can  you  expect  he’s 
only  a bootblack.”  The  Freudian’s  assign  us  an 
Oedipus  Complex  and  then  say,  “What  can  you 
expect?  He’s  got  an  Oedipus  Complex.” 

It  seems  to  me  the  editor  ought  to  protect  the 
innocents  from  this  rubbish.  Before  long  you’ll  have 
even  the  surgeons  believing  it.  I cannot  but  won- 
der how  this  fellow  got  into  Portland.  I understand 
there  are  only  a couple  of  analysts  down  there  (and 
only  a dozen  in  Vienna.) 

I lived  a number  of  years  in  the  midst  of 
racial  prejudice— in  the  melting  pot  of  Hawaii  where 
each  ethnic  group,  contrary  to  popular  pressagentry, 


disliked  the  other,  the  mix-breeds  being  outcasts 
and  an  ethnic  group  unto  themselves  but  outcast  by 
the  others.  The  Chinese  worked  with  the  Japanese 
but  he  wouldn’t  want  his  sister  to  marry  one  and 
the  Japanese  spoke  to  the  Okinawan  but  he  wouldn’t 
want  his  sister  to  marry  one  either  and  they  both 
shuddered  if  one  of  theirs  fell  in  love  with  a Korean. 

These  in  turn  ignored  the  Filipino,  who  was 
relegated  to  the  Filipino  camp  (ghetto)  and  who  in 
turn  was  heard  to  say  that  the  man  was  “nothing 
but  a dirty  American  nigger”,  who  was  the  only 
thing  lower  than  a Puerto  Rican  or  a Portugese  in 
that  order.  The  rumor,  circa  1940,  among  the  “God 
Damn  Haolis”  (Caucasians)  was  sexual.  The  oriental 
entroitus  was  indeed,  horizontal!  I have  never  asked 
an  analyst  the  significance  of  horizontal  labia  but 
that’s  what  they  used  to  say  and  I’ll  admit  when  I 
delivered  an  Oriental  lady  the  first  time,  I chuckled 
at  the  thought.  Japanese  also  were  reported  to  be 
“better”  than  Caucasians,  the  women  that  is. 

Recently  I finished  reading  “The  Source” 
which  reviews  how  nearly  everyone  took  the  sword 
to  the  Jews,  who  are  not  a race  or  color,  although 
some  are  negro,  just  a group  of  people  who  believed 
in  one  God  and  wouldn’t  swarm  to  the  latest  religi- 
ous fad,  thus  became  infidels.  Of  course  that  was 
sexual  too,  circumcision  you  know.  And  yet  I find, 
by  scientific  observation,  that  many  of  the  local 
Jewish  males  are  notably  short  in  contrast  to  the 
highly  rated  negro  male  and,  small  as  he  is,  experi- 
enced some  bit  of  racial  violence  from  Hitler  and  for 
that  matter  still  can’t  play  golf  at  The  Seattle  Golf 
Club,  swim  at  the  Tennis  Club  or  you  know  what 
in  the  WAC— and  he  is  even  debased  by  the  negro. 

We  have  outlawed  the  Osteopath  until  recently 
when  he  promised  to  practice  scientific  medicine 
and  to  forgo  the  cult  of  the  naughty  vertebra.  What 
about  the  cult  of  Freud?  How  different  is  the  tired 
theory  of  the  Greek  myth  and  these  doctors  who 
refuse  to  touch  their  patients? 

We  both  read  Dr.  West’s  words.  What  did  the 
man  say?  Is  he  indeed  a scientist?  Why  should  we 
believe  this  fantasy?  Why  publish  it,  even  if  it  was 
presented  at  the  Sumner  Lectures?  I already  know 
the  answer.  I’ll  understand  after  four  years  on  the 
couch;  I wanted  to  sleep  with  Mom  (Abomination!). 
And  Dad,  always  a great  one  for  the  hone,  would 
have,  Whappo!  had  he  known  my  degenerate  intent. 
So  I use  a Sunbeam,  Ahah! 

Of  course  you  have  read  Szalz’,  “The  Myth 
of  Mental  Illness”. 

Please  don’t  bother  to  phrase  an  answer.  It  isn’t 
necessary  at  all.  I just  wanted  to  comment.  Some  day 
science  will  catch  up  with  these  fellows. 

Sincerely, 

DANIEL  R.  KOHLI,  M.D. 

533  Medical  & Dental  Building 
Seattle,  Washington  98101 
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When  you  prescribe  diuretics  for  your  patients,  it’s 
wise  to  advise  them  to  take  their  medication  along 
with  a glass  of  delicious  orange  juice.  It’s  a rich  source 
of  potassium  to  replace  the  potassium  they  lose  during 
diuretic  therapy  — an  8 oz.  glass  of  orange  juice  sup- 
plies approximately  450  mg. 

The  potassium  in  oranges  is  locked  in  with  vitamin 
C,  vitamin  A,  carbohydrates,  and  flavonoids  to  create 
a natural  and  delicious  fruit.  This  natural  way  to  main- 
tain potassium  levels  is  also  good  for  patients  whose 
intake  of  sodium  is  restricted,  for  8 oz.  of  Florida 


orange  juice  contains,  on  the  average,  less  than  3 mg. 
of  sodium. 

When  the  orange  juice  you  recommend  comes  from 
Florida,  it  is  of  the  highest  quality,  for  all  the  citrus 
from  Florida  is  controlled  by  a State  Commission 
which  enforces  strict  rules  for  the  production  and  proc- 
essing of  citrus.  You  can  be  certain  when  you  specify 
Florida  orange  juice  your  patients  will  be 
getting  a consistently  good  natural  food  — 

rich  in  potassium  and  palatable  to  the  taste. 

O'  ' 

©Florida  Citrus  Commission,  Lakeland,  Florida 
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STRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  the  body 
mobilize  defenses  during  convalescence. ..aid  response  to  primary  therapy. 
The  patient  with  a severe  infection,  and  many  others  undergoing  physio- 
logic stress,  may  benefit  from  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B • (as  Thiamine  Mononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  Bi  2 Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 

jars  of  30  (one  month’s  supply) 
(three  months’  supply). 

and  100 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y. 

1 6693-« 


for  The 


For  those  who  cannot  cope  realistically  with  the  emotional  turmoil  and  stress  of  modern  living,  the 
physician  has  at  hand  many  valuable  psychotherapeutic  aids.  One  of  the  most  useful  is  Librium,  a 

pre-eminent  prescription  for  excessive  anxiety  in  this  modern  age.  

rv?-OCH^>i 


LIBRIUM 

5 mg  10  mg  25  mg  capsules  in  #50’s 


(chlordiazepoxide  HCI) 


In  prescribing:  Dosage— Adults:  Mild  to  moderate  anxiety  and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg 
t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d.  Side  Effects:  Side  effects,  usually  dose-related,  include  drowsiness,  ataxia, 
minor  skin  rashes,  edema,  menstrual  irregularities,  nausea  and  constipation.  When  treatment  is  protracted,  blood  counts 
and  liver  function  tests  are  advisable.  Paradoxical  reactions  may  occasionally  occur  in  psychiatric  patients.  Individual 
maintenance  dosages  should  be  determined.  Precautions:  Advise  patients  against  possibly  hazardous  procedures  until 
maintenance  dosage  is  established.  Though  compatible  with  most  drugs,  use  care  in  combining  with  other  psychotropics, 
particularly  MAO  inhibitors  or  phenothiazines;  warn  patients  of  possible  combined  effects  with  alcohol.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function,  in  long-term  treatment  and  in  presence  of  depression  or  suicidal  tendencies. 
Exercise  caution  in  administering  drug  to  addiction-prone  patients  or  those  who  might  increase  dosage;  withdrawal  symp- 
toms, similar  to  those  seen  with  barbiturates  or  meprobamate,  can  occur  upon  abrupt  cessation  after  prolonged  overdosage. 
Caution  should  be  exercised  in  prescribing  any  therapeutic  agent  for  pregnant  patients.  Supplied:  Capsules,  5 mg,  10  mg 


and  25  mg,  bottles  of  50. 


Roche  Laboratories  • Division  of  Hoffmann-La  Roche  Inc  • Nutley,  N.J.  07110 


"... it  is  extremely  difficult  and  sometimes  impossible  to  differentiate  between 
‘ pure  depression’  and  anxiety  and  it  is  questionable  whether  depression  with- 
out a certain  degree  of  anxiety  really  exists.” 

Lehmann,  H.  E.,  Canad.  Psychiat.  Assn.  J.  4(S):  1-12,  1959 


An  antidepressant  designed 
for  the  clinical  realities 
of  office  practice 


As  many  physicians  have  reported,  the  large 
majority  of  neurotic  depressed  patients  suf- 
fer from  both  depression  and  anxiety.  It 
may  be  difficult  to  decide  whether  these 
patients  are  primarily  depressed  or  pri- 
marily anxious.  And  yet  drug  treatment  of 
only  the  symptom  which  seems  more 
prominent  may  exacerbate  the  untreated 
element  of  the  depression  complex. 
Consequently,  it  would  seem  that  therapy 
specifically  aimed  at  both  the  depression 
and  associated  anxiety  and  tension  should 
increase  success  in  treatment. 

This  is  one  of  the  important  reasons  why 
‘DeproP  has  proved  particularly  helpful. 
For  ‘Deprol’  acts  rapidly  both  to  lift  the 
mood  and  to  relieve  the  associated  anxiety, 
tension  and  insomnia. 

And  side  effects,  at  recommended  dosage, 
have  been  infrequent  and  generally  readily 
controlled. 

Indications:  ‘Deprol’  is  useful  in  the  management  of 
depression,  both  acute  (reactive)  and  chronic.  It  is  par- 
ticularly useful  in  the  less  severe  depressions  and  where 
the  depression  is  accompanied  by  anxiety,  insomnia,  agi- 
tation, or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accompanying  or 
related  to  organic  illnesses. 

Contraindications:  Benactyzine  hydrochloride  is  contra- 
indicated in  glaucoma.  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  contraindicate  subsequent  use. 
Precautions:  Meprobamate— Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider  possibility 
of  dependence,  particularly  in  patients  with  history  of 
drug  or  alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre-existing  symp- 
toms, or  withdrawal  reactions  including,  rarely,  epilepti- 
form seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other  activ- 
ity requiring  alertness  should  be  avoided  if  these  symp- 
toms are  present.  Effects  of  excessive  alcohol  may  pos- 


sibly be  increased  by  meprobamate.  Grand  mal  seizures 
maybe  precipitated  in  persons  suffering  from  both  grand 
and  petit  mal.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 

Side  effects:  Side  effects  associated  with  recommended 
doses  of  'Deprol'  have  been  infrequent  and  usually  easily 
controlled.  These  have  included  drowsiness  and  occa- 
sional dizziness,  headache,  infrequent  skin  rash,  dryness 
of  mouth,  gastrointestinal  symptoms,  paresthesias,  rare 
instances  of  syncope,  and  one  case  each  of  severe  nerv- 
ousness, loss  of  power  of  concentration,  and  withdrawal 
reaction  (status  epilepticus)  after  sudden  discontinua- 
tion of  excessive  dosage. 

Benactyzine  hydrochloride  — Benactyzine  hydrochloride, 
particularly  in  high  dosage,  may  produce  dizziness, 
thought-blocking,  a sense  of  depersonalization,  aggra- 
vation of  anxiety  or  disturbance  of  sleep  patterns,  and 
a subjective  feeling  of  muscle  relaxation,  as  well  as 
anticholinergic  effects  such  as  blurred  vision,  dryness 
of  mouth,  or  failure  of  visual  accommodation.  Other 
reported  side  effects  have  included  gastric  distress,  al- 
lergic response,  ataxia,  and  euphoria. 

Meprobamate—  Drowsiness  may  occur  and,  rarely,  ataxta, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  characterized 
by  an  urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  peripheral 
edema  and  fever,  transient  leukopenia,  and  a single  case 
of  fatal  bullous  dermatitis  after  administration  of  mepro- 
bamate and  prednisolone  have  been  reported.  More 
severe  and  very  rare  cases  of  hypersensitivity  may  pro- 
duce fever,  chills,  fainting  spells,  angioneurotic  edema, 
bronchial  spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treatment 
should  be  symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of  agranulocy- 
tosis, thrombocytopenic  purpura,  and  a single  fatal 
instance  of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has  been  re- 
ported, usually  after  excessive  meprobamate  dosage. 
Suicidal  attempts  may  produce  lethargy,  stupor,  ataxia, 
coma,  shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or  four 
times  daily.  May  be  increased  gradually  to  six  tablets 
daily  and  gradually  reduced  to  maintenance  levels  upon 
establishment  of  relief.  Doses  above  six  tablets  daily  are 
not  recommended  even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression  and  in 
chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  containing 
meprobamate  400  mg.  and  benactyzine  hydrochloride 
1 mg. 

Before  prescribing,  consult  package  circular.  CO-5749 


meprobamate  400  mg.  + 
benactyzine  hydrochloride  1 mg. 


WALLACE  LABORATORIES  / Cranbury,  N.  J. 
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What  does  it  take 
to  see  her  through 
those  critical  early  months 
of  oral  contraception? 


Contraindications:  Thrombophlebitis  or  pulmonary 
embolism  (current  or  past);  cardiac,  renal  or  hepatic 
dysfunction;  carcinoma  of  the  breast  or  genital 
tract;  severe  depression.  Precautions:  Existing  uterine 
fibroids  may  increase  in  size.  In  lactating  mothers 
delay  Norinyl  until  nursing  needs  are  established. 
Withhold  Norinyl  before  liver  or  endocrine  function 


testing.  In  metabolic  or  endocrine  disorders  careful 
clinical  preevaluation  of  patients  is  indicated.  Be- 
cause progestational  agents  with  estrogen  in  general 
may  cause  some  degree  of  fluid  retention,  patients 
with  a history  of  epilepsy,  migraine  or  asthma  re- 
quire careful  observation.  Adverse  Reactions:  Accord 
ing  to  observations  thus  far,  side  effects  consist 
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What  it  takes... 


the  Norinyl  2mg.  regimen  provides 


patient 
and  physician 
confidence 


Virtually  100%  effectiveness. . .Norethindrone,  an 
original  development  of  Syntex,  is  the  most  widely 
researched  progestational  agent  available  for  oral 
contraception.  No  pregnancies  have  been  reported 
when  used  as  directed. 


fewest  possible 
side  effects 


Low  incidence  of  BTB  and  spotting,  nausea  and 
amenorrhea  to  minimize  side  effect  problems  and 
assure  maximum  patient  cooperation. 


a 


no  confusion 
about  dosage 


An  unbreakable  “confusionproof”  package  that 
makes  it  easy  for  patients  to  adhere  to  the  prescribed 
dosage  schedule;  tablets  individually  sealed  and 
numbered  from  1 through  20; 
monthly  calendar  enables 
patient  to  keep  a record  of 
month’s  dosage  by  day  and 
corresponding  tablet  number. 


well-informed 

patient 


An  informative  64-page 
purse-size  book  providing 
everything  your  patient  needs 
to  know  for  full  understand- 
ing and  cooperation.  Avail- 
able in  quantities  on  your 
request. 


(norethindrone  2 mg.  c mestranol 


for  what  it  takes  to  see  her  through 


mainly  of  changes  in  the  menstrual  cycle,  symptoms 
resembling  early  pregnancy,  weight  gain,  nausea, 
and  a few  minor,  generally  transient,  subjective  com- 
plaints (headache,  dizziness,  nervousness  and  irri- 
tability). Dosage  and  Administration:  One  Norinyl 
Tablet  orally  for  20  days,  commencing  on  day  5 
through  and  including  day  24  of  the  menstrual  cy- 


cle. (Day  1 of  the  cycle  is  the  first  day  of  menstrual 
bleeding.)  Supply:  Dispensers  of  20  and  60  and  bot- 
tles of  100  tablets. 

SYNTEX® 

LABORATORIES  INC  PALO  ALTO.  CALIF 
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LOMOTIL—  Pharmacologic  Activity. 

The  significant  pharmacologic  actions 
of  Lomotil  are  summarized  as  follows: 

Evidence  indicates  that  Lomotil  acts 
directly  by  inhibiting  excess  peristalsis. 

Lomotil  is  not  known  to  inhibit  nonpro- 
pulsive  intestinal  movements. 

Roentgenograms  demonstrate  that  this 
activity  occurs  within  two  hours  after 
oral  administration  and  persists  for  at 
least  six  hours. 


Studies  in  the  rat  show  Lomotil  to  be 
more  effective  in  inhibiting  fecal  excre- 
tion than  either  codeine  or  morphine. 

Analgesic,  anticholinergic,  mydriatic 
and  gastric  secretory  effects  have  not 
been  significant. 

Reduction  of  propulsive  motility  with 
Lomotil  relieves  spasm  and  cramping, 
allows  physiologic  absorption  of  fluid 
and  reduces  frequency  of  evacuations  to 
provide  prompt,  symptomatic  control  of 
virtually  all  diarrheas. 


LOMOTIL 


tablets 

liquid 


Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate  0.025  mg. 

slows  propulsion  • relieves  distress  • stops  diarrhea 


Precautions : Lomotil  is  an  exempt  nar- 
cotic preparation  of  very  low  addictive 
potential:  more  than  three  million  prescrip- 
tions have  now  been  written  for  Lomotil. 
Recommended  dosages  should  not  be  ex- 
ceeded. Lomotil  should  be  used  with  cau- 
tion in  patients  with  impaired  liver  function 
and  in  patients  taking  addicting  drugs  or 
barbiturates. 

Side  Effects:  Side  effects  are  relatively 
uncommon  but  among  those  reported  are 
gastrointestinal  irritation,  sedation,  dizzi- 
ness, cutaneous  manifestations,  restlessness 
and  insomnia. 

Dosage:  For  full  therapeutic  effect  — Rx 
full  therapeutic  dosage.  The  recommended 


initial  daily  dosages,  given  in  divided  doses, 
until  diarrhea  is  controlled,  are: 


Children: 

3 to  6 months— 3 mg.  (V2  tsp.*  t.i.d.) 

6 to  12  months— 4 mg.  (V2  tsp.  q.i.d.) 

1 to  2 years— 5 mg.  (V2  tsp.  5 times  daily) 

2 to  5 years— 6 mg.  (1  tsp.  t.i.d.) 

5 to  8 years— 8 mg.  (1  tsp.  q.i.d  ) 

8 to  12  years— 10  mg.  (1  tsp.  5 times  daily) 
Adults:  20  mg.  (2  tsp.  5 times  daily  or  2 tab- 
lets 4 times  daily)  *Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one 
fourth  the  therapeutic  dose. 


Lomotil  is  a brand  of  diphenoxylate  hydro- 
chloride with  atropine  sulfate;  the  subther- 
apeutic  amount  of  atropine  is  added  to 
discourage  deliberate  overdosage. 


SEARLE 


Research  in  the  Service  of  Medicine 
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EDITORIAL 


Expansion  of  State  Medical  Association  Activities 


Sharp  increases  in  dues  will  be  called  for  in 
many  state  medical  associations  if  the  pattern 
recently  projected  for  Washington  State  Medical 
Association  is  recognized  in  other  states.  There 
is  good  reason  to  believe  that  needs  in  Wash- 
ington differ  little  from  those  arising  elsewhere 
and  there  is  also  good  reason  to  hope  that  they 
will  be  recognized  and  met  in  all  state  medical 
organizations.  Increased  medical  association  ac- 
tivity is  needed  everywhere,  and  the  need  is 
for  local,  rather  than  national,  activity.  The 
analysis  of  needs  was  presented  to  delegates 
at  the  WSMA  meeting  in  Seattle  last  month.  It 
was  titled,  “Looking  Ahead.” 

Although  the  report  did  not  mention,  or  even 
suggest,  that  demand  for  more  activity  by  state 
organizations  will  arise  because  of  the  now 
obvious  political  and  legislative  weakness  of  the 
American  Medical  Association,  there  is  no  doubt 
that  changing  locus  of  power  will  demand  many 
of  the  developments  suggested.  Assumption  by 
state  organizations  of  more  responsibilities  in  the 
socio-economic-political-legislative  field  will  be 
a necessary  and  altogether  desirable  develop- 
ment. The  activities  demanded  by  recent  changes 
on  the  national  scene  are  apt  to  be  better  con- 
trolled and  much  more  effective  if  carried  out 
locally. 

The  report  prepared  for  the  Seattle  meeting 
was  an  eyes-open  approach  to  the  facts  that 
physicians  must  spend  more  time  in  association 
activities  and  that  those  with  important  responsi- 
bilities should  no  longer  be  expected  to  sacri- 
fice time  and  money  in  service  to  the  public 
and  their  fellows. 

Members  of  committees  travel  many  miles, 
incur  hotel  and  restaurant  expense,  and  lose 
income,  while  away  from  practice.  If  committee 
work  is  to  increase,  as  it  undoubtedly  must, 
members  should  be  reimbursed,  at  least  for  out- 
of-pocket  expense. 

More  frequent  conferences  between  represent- 
atives of  state  and  county  organizations  will 
be  essential  if  the  desired  emphasis  on  local  so- 
lutions to  local  problems  is  to  be  achieved.  Part 
of  this  need  for  conference  may  be  met  by  more 
frequent  official  meetings  of  delegates. 

One  of  the  most  important  reforms  called  for 
in  the  Washington  report  is  change  in  attitudes 
toward  the  presidency  of  a state  medical  associ- 


ation. At  one  time  the  presidency  was  an  honor 
and  little  else.  Today  it  is  a burden,  physically, 
emotionally,  and  financially.  Even  the  honor  is 
less  lustrous  because  of  the  not  infrequent  com- 
plaints by  those  who  do  not  understand  or 
appreciate  the  problems  to  be  met.  The  Wash- 
ington report  states  flatly  that  the  last  four 
presidents  of  that  Association  have  served,  “to 
the  tune  of  12  to  14  thousand  dollars  for  their 
year  of  working  on  behalf  of  3,000  of  their  col- 
leagues.” 

Plans  for  more  frequent  meetings  of  state 
legislatures,  with  the  inevitable  submission  of 
many  poorly  planned  bills  of  concern  to  physi- 
cians, may  necessitate  a second  office  and  staff 
in  order  to  provide  accurate  and  reliable  infor- 
mation to  legislators. 

Other  needs  for  new  services  or  increased 
effort  will  include  paid  advertising  campaigns, 
enlarged  staff  in  the  main  office  of  the  associ- 
ation and,  possibly,  some  means  of  assisting 
physicians  willing  to  enter  active,  office-holding 
participation  in  public  affairs.  State  association 
activities  listed  in  the  report  are  expected  to 
point  mainly  to  a better  position  in  bargaining 
for  preservation  of  private  practice  of  medicine, 
for  maintenance  of  the  patient-physician  rela- 
tionship, and  for  enlistment  of  public  support 
for  medicine’s  position.  There  will  be,  of  course, 
numerous  secondary  benefits.  These  develop- 
ments cannot  fail  to  produce  stronger  and  more 
effective  state  medical  associations  and  a highly 
desirable  shift  of  the  locus  of  power  from  the 
national  scene  to  the  local. 

Legislation  should  be  controlled  locally  where 
contact  with  legislators  can  be  frequent,  per- 
sonal, and  effective.  Recent  events  offer  ample 
evidence  of  the  difficulties  faced  by  national 
organizations  in  trying  to  influence  legislation 
or  to  mold  public  opinion.  The  locus  of  power 
should  be  close  to  the  locus  of  votes. 

The  Washington  House  of  Delegates  directed 
that  the  full  report  be  sent  to  each  member  of 
the  Association.  Excellence  of  the  analysis  and 
significance  of  the  conclusions  suggest  that  it 
should  also  be  sent  to  all  other  members  of  the 
American  Medical  Association.  It  is  clear  that 
needs  are  the  same  everywhere  and  there  are 
urgent  reasons  to  hope  that  they  will  be  ade- 
quately recognized  and  adequately  met.  ■ 

H.  L.  H. 
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V-Cillin  K now  costs  approximately  21  percent  less. 
This  significant  price  decline  constitutes  a substantial 
saving  and  still  offers  these  important  benefits  over 
penicillin  G: 

The  effectiveness  of  intramuscular  penicillin.  Just  three 
250-mg.  doses  daily  provide  total  twenty-four-hour 
penicillin  blood  levels  equal  to  those  achieved  by  injec- 
tion of  600,000  units  of  procaine  penicillin  G.  A 
fourth  dose  increases  daily  penicillemia  to  levels  35 
percent  above  those  achieved  by  injection. 

Consistent  dependability — even  in  the  presence  of  food. 

Comparative  pharmacologic  data  show  that  V-Cillin  K 
produces  peak  blood  levels  twice  as  high  as  those  of 
penicillin  G,  with  half  the  dose. 

New,  thin  coating  . . . new  size  and  shape.  The  new  coat- 
ing eliminates  the  characteristically  bitter  taste  of  oral 
penicillin  and  makes  V-Cillin  K tablets  easy  to  swallow. 
The  new  shape  makes  them  easy  for  physicians  and 
pharmacists  to  identify. 


Indications:  V-Cillin  K is  an  antibiotic  useful  in  the  treatment  of 
streptococcus,  pneumococcus,  and  gonococcus  infections  and 
infections  caused  by  sensitive  strains  of  staphylococci. 
Contraindications  and  Precautions:  Although  sensitivity  reac- 
tions are  much  less  common  after  oral  than  after  parenteral 
administration,  V-Cillin  K should  not  be  administered  to  pa- 
tients with  a history  of  allergy  to  penicillin.  As  with  any  anti- 
biotic, observation  for  overgrowth  of  nonsusceptible  organisms 
during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units)  three  times  a day 
to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.,  and  V-Cillin  K, 
Pediatric,  125  mg.  per  5-cc.  teaspoonful,  in  40,  80,  and  1 50- 
cc.-size  packages. 

V-Cillin  K 

Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to  phy- 
sicians upon  request.  Eli  Lilly  and  Com- 
pany, Indianapolis,  Indiana. 
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Traction  Suspension  in  Fractures  of  the  Femur 

CARL  L.  HOLM,M.D.  / RICHARD  P.  E M 8 I C K,  M.  D.,  Salem,  Oregon 

Traction  suspension  has  wide  application  in  the  management  of  tlw 
fractured  femoral  shaft  in  all  age  groups.  It  is  the  treatment  of  choice  in 
children  and  young  adults.  Also,  on  the  basis  of  this  study,  traction  suspension 
still  remains  the  most  important  and  most  frequently  applied,  definitive  pro- 
cedure for  adults.  In  addition,  complex,  multiple  injuries  resulting  from  present- 
day,  high-speed  trauma  are  placing  renewed  emphasis  on  traction  suspension 
as  definitive  treatment  and  increased  demand  upon  hospital  traction  facilities. 

In  many  hospitals,  improvised,  inefficient  apparatus  and  faulty  techniques 
are  often  in  sharp  contrast  to  well  organized  and  highly  advanced  operative 
methods.  Safe,  standardized,  efficient,  and  readily  applicable  traction  equipment 
is  essential  for  the  comfort  of  the  patient  and  for  improved  results.  Apparatus 
and  techniques  are  illustrated  to  serve  as  a guide  in  the  application  of  traction 
suspension. 


This  presentation  is  based  on  a five-year  study 
of  traction  principles  and  methods  in  treatment 
of  trauma.  It  was  readily  apparent  from  this 
study  that  traction  has  broad  application  in 
the  management  of  many  traumatic  conditions 
of  both  the  axial  and  appendicular  skeleton. 
Traction  was  predominatly  used  in  the  following 
four  general  categories  of  trauma:  fractured 
femur,  comminuted  fractures  in  general,  frac- 
ture dislocations,  and  complex,  multiple  injuries. 
The  most  important  single  clinical  use  of  traction 
proved  to  be  in  management  of  femoral  shaft 
fractures. 

The  purpose  of  this  presentation  is  to  ap- 
praise the  use  of  traction  suspension  as  definitive 
treatment  in  fractures  of  the  femur  and  bring 
into  proper  perspective  its  role  in  modern  frac- 
ture treatment.  Fundamental  anatomic  and 
mechanical  principles  of  management  and  basic- 
techniques  of  immobilization  are  given  special 
emphasis. 

historic  background 

Present  day  traction  suspension  principles 

From  Salem  General  Hospital  and  Salem  Memorial 
Hospital,  Salem,  Oregon. 

Drs.  Holm  and  Embick  are  Clinical  Instructors  in 
Orthopedic  Surgery,  University  of  Oregon  Medical  School, 
Portland. 

Based  on  a Scientific  Exhibit  shown  at  the  Annual 
Meeting  of  the  American  Academy  of  Orthopedic  Sur- 
geons, January,  1962,  Chicago,  Illinois. 

Read  in  part  at  the  Annual  Meeting  of  the  Oregon 
State  Medical  Society,  September,  1961,  in  Salem,  Oregon. 


and  methods  are  largely  a legacy  from  the  past. 
Bryant  originated  the  vertical  suspension  prin- 
ciple for  children  in  1870.1  Crosby,  of  New 
Hampshire,  first  proposed  adhesive  skin  traction 
for  femoral  fractures  in  1854.-  Buck,  of  New 
York,  popularized  this  method  when  he  reported 
a series  of  cases  with  improved  results  in  1861. : 

In  1867,  Thomas  introduced  the  double-iron- 
bar,  full-ring,  straight  splint  for  immobilization 
of  femoral  fractures.4  Secure  and  efficient  trac- 
tion for  the  fractured  femur  first  became  a 
reality  in  1907  with  the  advent  of  the  Steinmann 
skeletal  pin.5  The  Kirschner  wire  was  first  used 
for  skeletal  traction  in  1909." 

Techniques  and  apparatus  for  treatment  of 
femoral  fractures  in  adults  have  changed  very 
little  since  World  War  I when  Blake  and  Keller 
introduced  the  half-ring  modification  of  the 
Thomas  splint7  and  Pearson  proposed  a knee- 
flexion  attachment  for  the  Thomas  splint.  The 
Australian  surgeon,  Russell,  first  described  his 
unique  method  of  traction  for  femoral  fractures 
in  1924." 

clinical  data 

A clinical  review  of  traction  methods  utilized 
in  treatment  of  femoral  fractures  in  a number 
of  hospitals  in  the  Salem  area  all  too  frequentlv 
revealed  faulty  techniques  and  inadequately  im- 
provised equipment  with  lack  of  standardiza- 
tion. The  care  of  traction  equipment  was  usually 
relegated  to  inexperienced  hospital  personnel. 
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Facilities  and  apparatus  were,  in  most  instances, 
not  considered  an  integral  part  of  the  training 
and  organization  of  the  surgical  section  of  the 
hospital. 

Crosby-Buck  adhesive  extension,  Russell’s 
traction,  and  Thomas-Pearson  traction  suspen- 
sion were  observed  to  have  wide  application  in 
emergency  and  preliminary  treatment  of  femoral 
fractures  and  hip  injuries.  The  importance  of 
traction  suspension  in  the  definitive  treatment  of 
fractures  of  the  femur  as  compared  to  operative 
methods  was  not  known.  Therefore,  we  have 
reviewed  all  femoral  shaft  fractures  admitted  to 
our  two  local  hospitals,  totaling  250  bed  capacity, 
during  the  five-year  period  between  1955-1960. 

A total  of  110  fractures  were  treated  during 
this  period.  This  represented  almost  50  per  cent 
increased  incidence  in  femoral  fractures  over 
the  preceding  five  years.  The  110  fractures  were 
classified  as  follows:  subtrochanteric,  13;  shaft 
proper,  83;  and  supracondylar,  14. 

Twenty-eight,  or  26  per  cent  of  the  femoral 
fractures  were  in  children  under  twelve  years 
of  age  and  were  routinely  managed  by  skin 
traction  or  plaster  immobilization  or  both. 
Kirschner  wires  were  employed  in  five  instances, 
or  18  per  cent,  in  this  children’s  group.  This 
percentage  was  thought  to  be  unjustifiably  high 
and  perhaps  could  have  been  reduced  in  some 
cases  by  skin  traction  properly  applied  by  the 
surgeon. 


In  the  82  adults,  extension  was  used  as  defini- 
tive treatment  in  58  cases,  70  per  cent.  All  told, 
skeletal  traction  was  employed  in  67  of  the  adult 
cases,  82  per  cent,  at  some  time  during  the  course 
of  treatment.  Open  reduction  was  performed  in 
23  cases,  28  per  cent.  A plaster  cast  was  applied 
primarily  in  only  one  adult  case. 

The  cases  were  also  studied  for  factors  such  as 
conformation  of  the  fracture  and  concomitant  in- 
juries which  might  have  a bearing  on  the  type  of 
treatment  carried  out.  Included  under  associated 
conditions  was  another  major  fracture,  head  in- 
jury, chest  injury,  or  internal  injury.  Out  of  the 
82  adult  fractures,  45  had  one  or  more  associated 
major  injuries,  an  incidence  of  slightly  over  50 
per  cent.  This  high  percentage  of  accompanying 
injuries  with  femoral  fractures  was  thought  to  be 
an  important  factor  influencing  the  type  of  pri- 
mary definitive  treatment.  In  addition,  some  of 
the  comminuted,  30  per  cent,  long  oblique,  15 
per  cent,  and  compound  fractures,  7 per  cent, 
defied  anything  but  treatment  by  traction  sus- 
pension, (Figure  1).  An  interesting  clinical  obser- 
vation in  regard  to  fracture  healing  was  the 
early  union  and  voluminous  callus  noted  in 
femoral  fractures  complicated  by  severe  head 
injury  and  coma. 

Serious  complications  resulting  from  treatment 
by  traction  suspension  were  infrequent  in  this 
relatively  small  series  of  cases.  No  deaths  could 
be  directly  attributed  to  the  use  of  extension. 
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Fig.  2.  Proximal  tibial  skeletal  pin 
site. 


2Vi  cm.  below  prominence  of  tibial 
tubercle. 

Distal  to  flare  of  tibial  condyle. 
Parallel  to  knee  joint. 


Fig.  3.  Distal  tibial  skeletal  pin  site. 


4 cm.  proximal  to  tip  of  medial  mal- 
leolus centrally  on  shaft. 

Posterior  to  greater  saphenous  v.  and 
ant.  tibial  a. 

Emerge  5 cm.  proximal  to  tip  of  lat- 
eral malleolus  in  a horizontal  plane 
at  right  angles  to  shaft  of  tibia  di- 
rectly anterior  to  fibula. 


Fig.  4.  Os  calcis  skeletal  pin  site. 


2Vl  cm.  distal  and  posterior  to  tip  of 
lateral  malleolus  in  a horizontal  plane 
with  leg  in  neutral  rotation. 

Emerge  3'/2  cm.  distal  and  posterior  to 
medial  malleolus  at  right  angles  to 
shaft  of  tibia. 


Renal  calculi  developed  in  one  patient  and  tran- 
sient peroneal  palsy  in  another.  No  cases  of 
phlebothrombosis  or  decubitus  ulcer  were  report- 
ed. Pin  tract  infection  resulted  with  the  use  of 
non-threaded  pins  in  two  uncooperative  patients. 
Permanent  limitation  of  knee  motion  was  found 
to  be  a problem  mainly  in  comminuted  and 
compound  fractures  near  the  knee  joint.  The 
oldest  patient  in  this  series  was  a ninety-year-old 
female  with  a comminuted  supracondylar  frac- 
ture. She  had  a good  functional  end-result  with 
weight-bearing  stability  and  a useful  range  of 
knee  motion.  Secondary  bone  grafting  was  event- 
ually required  in  5 of  the  82  adult  cases. 

anatomic  principles 

The  fractured  femur,  particularly,  lends  itself 
to  traction  immobilization  because  of  the  en- 
arthrodial  hip  joint  which  permits  a wide  range 
of  trunk  motion  with  minimal  angular  and  tor- 
sional stress  at  the  fracture  site.  The  femur  is 
the  largest  and  longest  tubular  bone  in  the  body, 
making  it  susceptible  to  gravitational  forces.  It 
also  curves  anteriorly  and  laterally  and  is  en- 


cased by  powerful,  deforming  muscle  groups. 
Some  of  these  groups  span  both  the  hip  and 
knee  joints,  contributing  to  the  marked  shorten- 
ing which  is  so  common  in  femoral  fractures. 

The  tibial  tubercule  (Figure  2)  is  the  preferred 
site  for  skeletal  traction  because  it  does  not 
jeopardize  the  quadriceps  mechanism  or  the 
knee  joint.  In  addition,  the  pull  is  applied  at  a 
point  distal  to  the  insertion  of  the  deforming 
musculature.  With  multiple  injuries  of  the  same 
extremity,  in  neglected  cases  requiring  heavy 
traction,  and  in  90  degree  to  90  degree  traction, 
it  may  be  desirable  to  use  the  supracondylar 
site.  Lower  tibial  and  os  calcis  sites  are  indicated 
only  in  unusual  circumstances  with  complex  com- 
binations of  injuries,  (Figures  3,  4). 

At  the  supracondylar  level  (Figure  5)  great 
care  and  accuracy  is  required  to  avoid  penetrat- 
ing the  joint  capsule  or  vessels.  The  pin  should 
be  inserted  just  proximal  to  the  attachment  of 
the  collateral  ligaments,  carefully  avoiding  the 
joint  space.  During  introduction  of  the  pin  or 
wire,  the  fracture  should  be  stabilized  by  man- 
ual traction  and  the  knee  supported  in  the 
pre-determined  position  of  flexion  to  avoid  skin 
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Fig.  5.  Distal  femoral  skeletal  pin 
site. 


Proximal  to  lateral  epicondylar  prom- 
inence. 

Anterior  to  biceps  tendon. 

Below  proximal  pole  of  patella  with 
knee  extended. 

Right  angles  to  shaft. 

Direct  proximal  to  adductor  tubercle. 


Fig  6 Traction  principles  of  subtro- 
chanteric and  upper  third  fractures. 


Reduction. 

Align  with  uncontrollable  proximal 

fragment. 

Traction  fixation  with  distal  fragment 

in: 

Flexion. 

Abduction. 

External  rotation. 

Traction  force  in  axis  of  femur. 

damage  at  the  pin  site  when  weight  is  applied 
subsequently. 

The  level  of  the  fracture  and  the  resultant 
muscle  imbalance  and  deformity  determine  the 
position  of  the  splint,  the  posture  of  the  leg  in 
the  splint,  and  the  direction  of  the  traction 
force. 

In  fractures  of  the  proximal  femur  (Figure  6) 
the  controlled  distal  fragment  must  be  aligned 
with  the  proximal  uncontrolled  fragment.  If  the 
lesser  trochanter  remains  intact,  greater  flexion 
of  the  splint  will  be  required  because  of  the 
iliopsoas  attachment.  Marked  abduction  of  the 
splint  may  be  required  because  of  the  deform- 
ing influence  of  the  glutei  on  the  short  proxi- 
mal fragment.  In  fractures  near  the  mobile  hip 
joint,  displacement  and  most  angular  deformi- 
ties are  usually  well  tolerated.  However,  varus 
deformity  in  trochanteric  and  subtrochanteric 
fractures  should  be  avoided  in  both  adults  and 


Fig.  7.  Traction  principles  of  middle 
third  fracture. 


Reduction. 

Traction  Fixation  with: 

Flexion  of  knee. 

Abduction. 

Neutral  rotation. 

Pearson  attachment  at  knee  level. 
Main  sling  and  fulcrum  pad  be- 
neath distal  fragment. 

Traction  force  slightly  below  axis  of 
femur. 

Fig.  8.  Traction  principles  of  supra- 
condylar fracture  of  femur. 


Reduction. 

Traction  fixation  with: 

Flexion  of  knee. 

Pearson  attachment  at  fracture 
level. 

Main  sling  and  fulcrum  pad  be- 
neath distal  fragment. 

Horizontal  traction  force  in  line  with 
tibia. 

children.  Even  in  children,  the  decreased  neck 
angle  is  not  readily  corrected  with  growth. 

In  fractures  of  the  middle  third  of  the  femur, 
angulation  and  displacement  are  not  as  constant 
as  in  the  proximal  and  distal  third.  However, 
posterior  bowing  is  common  because  of  gravi- 
tational influence.  In  addition,  the  how-string 
action  of  the  broadly  inserted  adductors  can 
cause  varus  angulation.  Displacement  of  the 
proximal  fragment  in  most  cases  M ill  be  anterior 
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and  lateral.  Figure  7 illustrates  the  usual  antero- 
posterior displacement  and  angulation  with  the 
proper  arrangement  of  the  splint,  pads,  and 
traction  force. 

Fractures  of  the  distal  third  of  the  femur 
(Figure  8)  are  sometimes  difficult  to  manage 
by  traction  because  of  the  pull  of  the  gastroc- 
nemius on  the  distal  fragment.  Marked  flexion  of 
the  knee  joint  may  be  required  and  careful  at- 
tention must  be  paid  to  placement  of  the  ful- 
crum pad  and  direction  of  pull.  In  fractures 
at  this  level,  angulation  is  often  hidden  by  knee 
flexion  which  is  necessary  to  correct  the  posterior 
displacement  of  the  distal  fragment.  The  degree 
of  varus  and  valgus  at  the  knee  requires  careful 
evaluation  and  comparison  with  the  opposite 
knee  joint.  It  must  be  corrected  by  appropriate 
lateral  adjustment  of  the  Pearson  u-shaped  knee 
flexion  attachment.  Knee  stiffness  is  also  a serious 
problem  in  fractures  at  this  level.  The  develop- 
ment of  knee  stiffness  is  mainly  influenced  by 
the  proximity  of  the  fracture  to  the  knee  and 
the  degree  of  soft  tissue  damage.  The  duration  of 
immobilization  is  of  less  influence.  Immobiliza- 
tion in  the  flexed  position  and  a carefully  super- 
vised program  of  quadriceps  exercises  aid  in  the 
prevention  of  knee  stiffness.  It  should  be  re- 
membered, in  weighing  indications  for  open 
reduction,  that  surgery  at  this  level  adds  to  the 
degree  of  soft  tissue  damage  and  hence  may  ad- 
versely influnce  knee  function. 

mechanical  principles 

In  fractures  of  the  lower  extremities,  stability 
and  alignment  are  essential  for  painless  physio- 
logic weight-bearing  function.  This  is  in  contrast 
to  fractures  of  the  upper  extremities  where  mobil- 
ity is  of  primary  concern.  Anatomic  reduction 
is  not  essential  in  treating  fractures  of  the  femur 
by  traction.  However,  there  is  often  a reluctance 
to  accept  less  than  perfect  reduction  because  of 
present  - day  x - ray  documentation  of  fracture 
treatment.  Less  perfect  reduction  is  required 
in  proximal  third  and  middle  third  femoral  shaft 
fractures.  Accurate  reduction  becomes  more  im- 
portant as  the  knee  joint  is  approached.  The  ob- 
jectives, or  goals,  of  traction  suspension  are: 

A.  Reduction: 

1.  Correction  of  malalignment 

a.  Angulation:  varus,  valgus,  posterior 
and  anterior  bowling 
b.  Rotation 


2.  Maintenance  of  length 

3.  Apposition 

a.  Displacement:  lateral,  anterior,  pos- 
terior 

B.  Fixation  and  immobilization 

C.  Restoration  of  function  by  active  exercises 

The  old  well-established  principles  of  fracture 
reduction  are  also  applicable  to  treatment  of 
femoral  fractures  by  traction.  Successful  treat- 
ment by  traction  requires  manipulative  reduction 
and  three  point  immobilization  in  the  splint 
according  to  the  first  class  lever  principle,  similar 
to  the  molding  in  plaster  techniques.  Whenever 
possible,  manipulative  reduction  should  be  car- 
ried out  initially  with  the  leg  in  traction  in  a 
previously  prepared  splint  with  appropriate 
slings.  Many  comminuted  fractures  require  only 
traction  and  a bit  of  molding  for  reduction. 
Nevertheless,  immediate  reduction  and  immobil- 
ization in  a position  which  neutralizes  the  de- 
forming muscular  and  gravitational  forces  is 
necessary  for  optimum  results.  Interposition  of 
soft  tissue  can  usually  be  obviated  or  detected 
at  the  time  of  the  initial  manipulative  reduction. 
Crepitation  indicates  bony  contact  which  is  so 
essential  to  early  union.  The  need  for  continu- 
ing manipulation  may  become  a point  in  favor 
of  operative  intervention. 

In  treatment  by  traction,  alignment  and  length 
are  the  major  factors  in  considering  adequacy  of 
reduction. 

Control  of  alignment  requires  evaluation  of 
angulation  and  rotation.  In  evaluating  alignment, 
it  should  be  remembered  that  the  femur  normally 
has  two  curves  in  the  form  of  anterior  and  lateral 
convexities.  The  danger  of  angulation  is  greatest 
in  the  transverse  fracture  and  late  angulation  is 
common.  Because  of  this,  the  period  of  immobil- 
ization of  the  transverse  fracture  is  generally 
longer  than  the  average  twelve  to  fourteen 
weeks.  Angulation  can  occur  as  long  as  the  callus 
is  soft,  as  indicated  by  local  tenderness  at  the 
fracture  site.  Angulation  must  be  corrected  in  the 
adult,  particularly  when  near  the  less  mobile, 
ginglimus  knee  joint.  A 20  degree  to  30  degree 
angulation  may  not  be  serious  in  a child,  unless 
it  is  juxta-articular.  Angulation  near  the  knee 
joint  in  a child  requires  correction.  Uncorrected 
angulation  leads  to  static  joint  changes,  on 
weight  bearing,  over  a period  of  time. 

Although  dynamic  muscle  imbalance  is  the 
most  common  cause  of  angulation  in  fractures  of 
the  femur,  faulty  splinting  and  faulty  traction 
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Fig.  9.  Basic  skeletal  traction  instruments : Kirschner  wire 
drill,  guide  and  tractor;  Bohler  Steinmann  pin  holders; 
Crego-McCarroll  tension  traction  bow  three-thirty-second 
inch  threaded  wire,  and  wrench;  plastic  and  felt  washers; 
hand  drill;  Bard  Parker  No.  11  blade;  pin  cutter. 


can  also  contribute  to  deformity.  Varus  angula- 
tion can  result  from  an  adducted  position 
of  the  splint.  It  is  corrected  by  abducting 
the  splint;  by  application  of  a lateral  ful- 
crum pad;  or  by  increased  traction  on  the 
medial  aspect  of  the  traction  stirrup.  The 
less  common  valgus  angulation  is  usually  the 
result  of  excessive  abduction  of  the  splint  or 
excessive  traction.  Correction  is  accomplished 
by  reducing  the  abducted  position  of  the  splint; 
by  reducing  the  weight;  by  placement  of  a med- 
ial fulcrum  pad;  or  by  moving  the  traction  force 
to  the  lateral  aspect  of  the  stirrup.  Adductor 
spasm,  leading  to  excessive  adduction  of  the 
proximal  fragment,  can  be  overcome  by  apply- 
ing traction  to  the  opposite  leg,  and  thereby 
abducting  the  pelvis. 

Posterior  bowing  is  primarily  due  to  gravita- 
tional pull.  It  cannot  be  corrected  by  increasing 
the  traction  load  alone.  Adjustable  slings  and 
appropriate  placement  of  fulcrum  pads  are  nec- 
essary in  addition  to  changing  the  vertical  direc- 
tion of  the  traction  cord. 

Rotation  also  adversely  affects  the  weight- 
bearing axis  of  the  leg  and  is  not  readily  cor- 
rected by  growth  at  any  age.  The  line  of  weight 
bearing  normally  passes  through  the  anterior- 
superior  iliac  spine,  patella,  and  the  second  toe. 
External  rotation  deformity  is  produced  by  gravi- 
tational force,  and  if  uncorrected,  places  undue 


valgus  stress  on  the  knee  and  ankle  on  weight 
bearing.  Rotational  alignment  is  assured  by  keep- 
ing the  foot  in  a vertical  position  in  the  splint 
or  traction  apparatus.  Peroneal  palsies  can  also 
occur  as  result  of  external  rotation  and  improper- 
ly placed  traction  slings. 

Preservation  of  length  requires  frequent  x-ray 
examinations  and  clinical  measurements,  especi- 
ally in  comminuted  and  segmental  fractures.  One 
centimeter  of  shortening  will  usually  correct  in  a 
growing  child  over  a period  of  time.  Over- 
traction, on  the  other  hand,  must  be  assiduously 
avoided,  as  it  is  a common  cause  of  non-union. 
It  permits  interposition  of  soft  tissue  and  loss 
of  bony  contact.  This,  in  turn,  interferes  with 
hematoma  formation,  and  the  development  of 
stable,  encompassing  callus.  Also,  interposed  tis- 
sue acts  as  a pivotal  point  for  angular  and  torsion- 
al stresses  which  may  contribute  to  delayed 
union  or  non-union. 

Displacement  of  the  fracture  fragments  with- 
out alteration  in  alignment  is  well  tolerated  in 
all  age  groups.  Displacement  is  usually  corrected 
by  adaptive  remodeling  according  to  Wolff’s 
law.  Even  in  the  adult,  remodeling  of  100  per 
cent  mid-shaft  displacement  will  occur.  How- 
ever, at  least  one  third  end-to-end  bony  contact 
is  desirable  for  optimal  healing.  Anterior- 
posterior  displacement  near  the  knee  joint  re- 
quires correction  because  of  interference  with 
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the  patellar-quadriceps  mechanism.  Lateral  dis- 
placement does  not  require  complete  correction 
as  long  as  the  alignment  is  satisfactory. 

methods  and  apparatus 

Traction  suspension  techniques  require  knowl- 
edge of  anatomic  and  mechanical  principles,  at- 
tention to  details,  and  daily  surveillance.  They 
demand  greater  skill  and  patience  than  most 
operative  procedures.  The  equipment  utilized  is 
no  less  important  than  the  fixation  devices  of 
open  reduction.  Trained  personnel  and  a trac- 
tion room  with  standardized,  safe,  ready-to-use 
apparatus  are  necessary  in  today’s  modern  hos- 
pital for  the  efficient  care  of  all  types  of  fractures 
and  combinations  of  injuries,  (Figures  9,  10). 

Traction  is  more  than  a simple  pull  to  bring 
about  reduction.  The  concept  of  traction  as  fixa- 
tion has  made  the  treatment  of  femoral  fractures 
by  traction  more  rational,  less  weight  is  required, 
and  deformity  is  prevented.  The  method  of  trac- 


Age 


Table  1 

Type  of  Traction 


0-4  (Under  40  lbs.)  Bryant’s  bilateral  skin  traction 
5-10  Russell’s  traction  or  Thomas- 

Pearson  suspension  with  skin 
traction 

Adult  Thomas  - Pearson  suspension 

with  skeletal  traction  through 
tibial  tubercle 


tion  used  in  femoral  fractures  varies  with  the  age 
of  the  patient  and  is  outlined  in  Table  1. 

Bryant’s  traction  is  illustrated  in  Figure  11. 
It  should  be  used  with  caution  in  children  over 
two  years  of  age.  Bandages  without  rubber 
should  be  used  and  they  must  be  qarefully 


Fig.  11.  Bryant’s  traction  with  knee  flexion  band. 


; ii 


k-  ■ 
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Fig.  12.  A — Russell's  traction  with  modified  knee  sling  and 
polyethylene  foam  bolster:  B — Thomas-Pearson  balanced 
suspension  and  adhesive  skin  traction  in  a child. 


Fig.  13  Modified  Thomas  splint  illustrating  refinements 
for  secure  suspension  and  immobilization.  Insert:  Becket 
bend. 


applied  without  constriction  using  single  over- 
lapping turns  and  figure-of-eight  turns  about 
the  ankles.  The  danger  of  circulatory  damage  is 
greatest  in  the  hypermobile  knee,  with  recurva- 
tion and  hyperextension.  Hyperextension  should 
be  avoided  by  a knee  flexion  band  in  the  three 
and  four-vear-old  child  or  by  the  use  of  the 


Fig.  14.  A — Clove  hitch;  B — nylon  splice. 

Stri  ker  portable  vertical  traction  frame  in  chil- 
dren two  years  or  less.  Daily  hospital  supervision 
of  the  patient  in  traction  by  the  surgeon  and 
trained  nurses  is  mandatory  regardless  of  the  age 
of  the  patient.  The  weight  used  in  Bryant’s  trac- 
tion is  that  amount  which,  when  applied  to  each 
leg,  will  just  lift  the  buttocks  slightly  off  the  bed. 
The  average  time  in  traction  before  application 
of  a hip  spica  cast  is  three  weeks. 

Russell  s traction  was  originally  used  for  femor- 
al fractures  at  all  levels.  However,  experience 
has  shown  that  it  is  best  suited,  particularly  in 
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adults,  for  the  management  of  extracapsular  frac- 
tures of  the  hip.  Because  of  modern  operative 
methods  for  hip  fractures,  Russell’s  traction  is 
more  commonly  used  in  adults  for  the  emerg- 
ency and  preliminary  treatment  of  femoral  shaft 
and  hip  fractures.  From  the  standpoint  of  defini- 
tive treatment,  Russell’s  traction  is  primarily  use- 
ful for  femoral  fractures  in  children  over  four 
years  of  age.  Figure  12A  illustrates  Russell’s 
traction  with  an  improved  knee  sling  to  prevent 
peroneal  palsy  and  a polyethylene  foam  traction 
bolster.  The  overhead  pulley  is  centered  over 
the  tibial  tubercle.  Mr.  Russell  also  stressed  the 
importance  of  maintaining  the  heel  slightly  off 
the  bed  and  keeping  the  pillow  or  bolster  well 
under  the  thigh  to  prevent  posterior  bowing. 
Seven  to  eight  pounds  of  weight  in  adults  and 
three  to  five  pounds  in  children  is  usually  suf- 
ficient when  using  Russell’s  traction.  In  the  older 
child  four  to  six  weeks  in  extension  is  required 
before  application  of  a hip  spica  cast.  An  alterna- 
tive method  to  Russell’s  traction  in  the  five  to 
ten  year  age  group  is  balanced  suspension  with  a 
modified  Thomas  splint  and  skin  traction,  (Fig- 
ure 12B). 

balanced  suspension  and  traction 

Balanced  suspension  and  skeletal  traction  are 
indispensable  in  the  management  of  femoral 
fractures  in  the  adult  and  teen-age  patient.  Vari- 
ous sizes  of  prepackaged  standardized  Thomas- 
Pearson  type  splints  are  required.  The  splint 
acts  to  cradle,  or  immobilize,  the  fracture  and 
to  counteract  gravitational  forces.  Initially,  gen- 
tle compressive  bandaging  and  ice  packs  assist 
in  combating  swelling.  Fixation  is  obtained  by 
properly  directed  traction  in  relationship  to  the 
splint.  Countertr action  is  provided  by  weight 
of  the  trunk  and  upper  extremities,  utilized  by 
elevating  the  foot  of  the  bed.  The  technique  of 
suspension  may  be  individualized  as  long  as  the 
splint  moves  freely  with  the  body,  but  remains 
fixed  in  relation  to  the  thigh.  Only  sandbag 
suspension  weights  are  permissable  directly  over 
the  leg.  Displacement  of  the  splint  is  best  pre- 
vented by  adjusting  the  suspension  cord  angle 
or  by  the  addition  of  counterextension  ropes. 
The  main  traction  cord  should  remain  free  in 
order  to  permit  regulating  weight  more  accurate- 
ly and  to  permit  adjustment  of  the  vertical  line 
of  pull. 

A composite  Thomas-Pearson  splint  and  re- 
finements for  quick  and  efficient  balanced  sus- 


Fig.  15.  Thomas-Pearson  suspension  and  skeletal  traction 
for  a compound  comminuted  gunshot  fracture,  utilizing 
clamp-on  fabric  and  foam  rubber  slings  which  provide  sup- 
port without  slippage  and  facilitate  dressing  of  the  wound. 

pension  are  demonstrated  in  Figures  13,  14A 
and  14B.  The  thigh  slings  should  be  at  least 
three  in  number,  readily  adjustable,  and  se- 
curely clamped  to  prevent  slippage.  An  in- 
dependent center  suspension  sling  is  essential 
for  prevention  of  posterior  bowing  in  mid- 
dle third  fractures.  Failure  to  apply  this  sling 
principle  in  the  treatment  of  femoral  fractures 
was  found  to  be  the  most  common  cause 
of  faulty  alignment.  When  using  the  Thomas 
splint  without  built  in  clamps,  fabric  and  foam 
rubber  straps  are  useful  as  slings  and  will  not  slip 
when  the  foam  rubber  side  of  the  strap  is  clamp- 
ed to  the  bar,  (Figure  15).  A spring-type  foot 
piece  is  desirable  because  it  provides  functional 
support  to  the  foot,  and  less  resistance  to  traction. 
Figures  16A  and  16B  exhibit  various  fulcrum 
pads  which  are  often  required  in  maintaining  re- 
duction. The  pads  should  be  used  as  fulcrums  for 
traction  and  not  as  pressure  points.  In  addition, 
foam  coaptation  and  contour  strips  are  illustrat- 
ed. The  strips  insure  good  immobilization  in  the 
splint  as  swelling  subsides  and  also  help  maintain 
the  contour  of  the  thigh. 

skeletal  traction 

Skeletal  devices  provide  the  most  effective 
means  of  extension  for  femoral  fractures.  The 
insertion  of  skeletal  pins  is  one  of  the  most  im- 
portant surgical  procedures  in  the  armamen- 
tarium of  the  surgeon  who  treats  trauma.  The 
size  of  the  pin  or  wire  depends  upon  the  force 
required  or  the  size  of  the  patient,  and  upon  the 
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Fig.  16.  Miscellaneous  traction  accessories:  A — fulcrum  and 
contour  pads.  Cole  clamp-on  bow  and  pressure  pad, 
Thomas  lateral  pressure  pad  and  straps:  B — foam  rubber 
slings  and  serrated  metal  clips,  DiCosola  rope  holder,  U- 
shaped  spring  foot  support  and  Velcro  pad,  Pearson  knee 
flexion  attachment  with  Velcro  slings. 


type  of  stirrup  available.  A one-eighth  inch 
threaded  Steinmann  pin  is  usually  adequate  for 
the  average  adult  case.  The  Bohler  stirrup  pre- 
vents rotation  of  the  pin,  minimizing  the  danger 
of  tissue  necrosis  and  infection.  A three-thirty- 
second  inch  threaded  pin  is  also  permissible 
when  used  with  a tension  stirrup  or  bow. 

Skeletal  traction  is  rarely  indicated  in  children 
under  ten  years  of  age.  Because  of  the  smaller 
force  and  shorter  time  interval  required  in  chil- 
dren, skin  traction  ordinarily  will  suffice.  How- 
ever, when  skeletal  traction  is  required  for  frac- 
tures of  the  femur  in  children,  a 0.062  inch 
Kirschner  wire  is  usually  adequate.  The  safest 
site  for  insertion  of  the  wire  is  the  proximal 
tibial  metaphysis  distal  to  the  epiphysis. 

The  pin  wound  requires  only  the  application 
of  a plastic  surgical  spray  and  a protective  felt 
washer  or  gauze  pad.  Metal  or  plastic  washers  in 
addition  are  useful  for  protection  of  the  skin 
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in  case  of  slippage  of  the  pin  or  traction  bow. 

Frequently  multiple  fractures  of  the  same  ex- 
tremity necessitate  a combination  of  balanced 
skeletal  traction  and  plaster  immobilization. 
When  plaster  casts  are  required  for  concomitant 
foot,  ankle,  or  tibial  fractures,  the  cast  should 
incorporate  the  skeletal  pin.  This  serves  to  anchor 
the  cast,  thereby  providing  more  effective  im- 
mobilization. In  addition,  it  obviates  the  danger 
of  pressure  necrosis  from  the  cast,  (Figures  17A, 
17B). 

traction  weight 

The  amount  of  weight  used  must  be  carefully 
calculated.  The  smallest  weight  required  to  main- 
tain length  is  desirable  and  usually  represents 
one-tenth  to  one-seventh  of  the  body  weight, 
according  to  Bohler.0  Less  weight  is  required 
in  comminuted,  long  oblique,  and  compound 
fractures.  A tape  measure  is  as  important  as  the 
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Fig.  17.  A — Traction  suspension  for  a comminuted  femoral 
fracture  in  combination  with  a short  leg  cast  for  conco- 
mitant foot  or  ankle  fractures;  B — femoral  traction  sus- 
pension in  combination  with  a long  leg  cast  for  a con- 
comitant tibial  fracture. 
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x-ray  in  determining  proper  length,  especially  in 
comminuted  fractures.  Small  size  (three-sixteenth 
inch)  nylon  or  nylon  and  cotton  rope  and  large, 
well-oiled  pulleys  provide  the  most  efficient 
traction  with  minimum  friction.  The  pulleys 
should  be  no  smaller  than  3.5  centimeters  in 
diameter.  Unless  the  pulleys  are  well-oiled  and 
move  freely,  the  traction  will  become  fixed  in 
character  and  excessive  pull  can  result,  because 
of  countertraction  forces. 

Weight  is  gradually  reduced  as  the  deforming 
muscles  become  fatigued  and  spasm  overcome. 
When  this  occurs,  adjustment  of  the  splint  and 
slings  may  also  be  required  to  insure  proper 
alignment  and  fixation.  The  duration  of  weight- 
ed traction  in  the  adult  is  subject  to  individual 
variation,  being  dependent  upon,  among  other 
things,  the  type  and  level  of  the  fracture.  As  a 
general  rule,  traction  must  be  continued  until 
x-ray  evidence  of  mature  callus  and  clinical  signs 


of  firm  non-tender  callus  are  present.  When 
the  situation  demands,  a one  and  one-half  hip 
spica  cast  can  safely  be  applied  after  eight 
weeks  of  traction.  Otherwise,  ten  to  twelve 
weeks  of  weighted  traction,  skeletal  or  skin,  are 
usually  required.  Subsequent  immobilization  in 
the  splint  alone  for  a total  time  of  at  least  four- 
teen to  sixteen  weeks,  in  conjunction  with  a grad- 
uated exercise  program,  gives  the  best  functional 
result.  If,  at  the  end  of  ten  to  twelve  weeks  of 
traction  immobilization,  union  has  been  delayed 
as  evidenced  by  x-ray  signs  and  observed  flexi- 
bility at  the  fracture  site,  an  ambulatory  hip  spica 
cast  will  often  provide  more  adequate  immobil- 
ization and  stimulate  healing. 

Reduced  morbidity  and  a good  functional  re- 
sult require  strict  attention  to  details.  Aspiration 
of  knee  joint  hemarthrosis  or  effusion,  commonly 
seen  following  fractures  of  the  femur,  will  relieve 
pain  and  assist  in  preventing  knee  stiffness.  In 
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the  older  patient,  an  alternating  air  mattress  is 
useful  in  improving  the  circulation  and  care  of 
the  skin  but  they  are  expensive.  If  this  is  not 
available,  a sheepskin  will  suffice.  When  the 
dynamic  forces  at  the  fracture  site  permit,  the 
patient  should  be  instructed  to  lie  flat  at  regular 
intervals  during  the  day  to  prevent  hip  flexion 
contracture.  A systematic  program  of  hourly  ac- 
tive exercises  of  all  uninvolved  joints  is  essential 
during  the  entire  period  of  traction  immobiliza- 
tion. In  the  aged,  an  exercise  program  equivalent, 
almost,  to  their  usual  daily  physical  activity  is 
desirable.  In  the  involved  extremity,  static  quad- 
riceps contractions  are  started  early.  These  should 
be  carefully  supervised  and  should  not  be 
of  sufficient  strength  to  cause  angulation  or 
torsional  stress.  Knee  motion  can  be  instituted 
after  eight  to  ten  weeks  if  adequate  callus  is 
evident  and  the  fracture  site  is  non-tender.  Early 
knee  motion  is  more  safely  carried  out  in  proxi- 
mal femoral  fractures.  Passive  exercises  and 
massage  are  contraindicated,  except  perhaps  for 
the  use  of  gentle  patellar  movements  to  prevent 
subpatellar  and  quadriceps  adhesions  in  supra- 
condylar fractures,  as  advocated  by  Watson- 
Jones.,n 


conclusions 

Traction  suspension  is  indispensable  in  the 
overall  management  of  fractures  of  the  femur, 
yet  it  is  probably  the  most  neglected  and  poorly 
understood  treatment  modality.  It  is  the  treat- 
ment of  choice  for  femoral  fractures  in  children; 
it  remains  the  most  important  and  frequently 
used  method  for  adults;  and  it  is  preferrable 
to  a cast  in  the  aged.  In  addition,  present-day 
high-speed  trauma,  resulting  in  complex  multiple 
injuries,  requires  that  renewed  emphasis  be 
placed  on  traction  as  definitive  treatment  of  the 
fractured  femur. 

Anatomic  and  mechanical  principles  of  fracture 
reduction,  extension,  splinting,  and  fixation, 
handed  down  through  the  centuries,  are  pre- 
requisites to  the  management  of  femoral  frac- 
tures by  balanced  traction  suspension.  Exacting 
technique  and  mechanically  sound  apparatus  are 
imperative  not  only  for  optimum  results,  but  also 
for  the  comfort  of  the  patient.  Traction  methods 
for  the  fractured  femur  have  not  kept  pace  with 
modem  operative  procedures.  Continued  efforts 
at  improvement  and  standardization  of  tech- 
niques would  seem  to  be  warranted.  ■ 

1280  Center  Street  N.E.  (97301)  (Dr.  Holm) 


abstracto 

La  traccion  por  suspension  tiene  ainplia  aplica- 
cion  en  el  mane  jo  de  las  fracturas  de  las  diafisis 
femorales  en  todas  las  edades.  Este  es  el  trata- 
miento  a escoger  en  ninos  y en  jovenes  adultos. 
Tambien,  basados  en  este  estudio , la  traccion 
por  suspension  permenece  todavia  como  el  mas 
importante,  frecuente  y definitivo  procedimi- 
ento  para  adultos.  Ademas  las  complejas  y 
multiples  lesiones  que  resultan  hoy  dia  por 
traumas  de  alta  velocidad,  estdn  estableciendo 
renovado  interes  y enfasis  en  la  traccion  por 
suspension  como  un  definitivo  tratamiento  y 


aumentado  la  demanda  en  los  hospitales  para 
que  estos  presten  las  suficiente  facilidades  para 
este  tipo  de  tratamiento. 

En  muchos  hospitales,  improvisados,  infecien- 
tes  aparatos  y defectuosas  tecnicas,  estdn  fre- 
quentemente  en  claro  contraste  a los  bien  organi- 
zed os  y altamente  avanzados  metodos  opera  - 
torios.  Seguro,  standarizados  y eficientes  y listos 
equipos  de  traccion  son  esenciales  para  la  asis- 
tencia  al  paciente,  y para  mejorar  los  residtados. 
Aparatos  y tecnicas  estdn  ilustrados  para  servir 
como  guia  en  la  aplicacion  de  la  traccion  por 
suspension. 
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The  Time  for  Surgery  in  Acquired 
Valvular  Heart  Disease 


LESTER  R.  SAUVAGE,  M.D./STEPH  E N J.  W O O D,  M.D.,  Seattle,  Washington 

Recent  advances  in  surgical  correction  of  hemodynamic  abnormalities 
due  to  valvular  disease  have  necessitated  reconsideration  of  factors  involved 
in  selecting  time  for  surgery.  Some  rnitral  defects  may  be  tolerated  for  long 
periods.  While  early  operation  offers  greatest  success,  benefit  may  be  obtained 
by  operation  even  after  development  of  relatively  severe  symptoms.  Aortic 
valve  defects,  however,  produce  irreversible  myocardial  and  pulmonary  changes 
if  surgery  is  too  long  delayed  after  symptoms  develop.  In  such  cases  the  time 
for  recommending  surgery  should  be  advanced.  Prostheses,  such  as  the  Starr  - 
Edwards  valve,  and  more  efficient  management  of  extracorporeal  circulation, 
have  contributed  greatly  to  current  changes  in  concept. 


Indications  for  surgery  in  valvular  heart  disease 
need  to  be  reassessed  in  view  of  the  remarkable 
accomplishments  of  present  day  surgery.  Refine- 
ment of  extracorporeal  circulation  to  the  status 
of  a relatively  safe  clinical  tool  and  the  develop- 
ment of  suitable  prosthetic  valves  ( Starr- 
Edwards,  McGovern,  Hufnagel,  Gott  and  others ) 
have  been  giant  steps  forward  in  treatment  of 
valvular  heart  disease.  These  advances  have 
made  it  possible,  and  advisable  in  many  cases,  to 
correct  hemodynamic  abnormalities  before  the 
overload  has  produced  irreversible  changes  in 
heart  and  lungs. 

In  the  past,  only  poor-risk  patients  were  con- 
sidered as  candidates  for  surgery  because  the 
inherent  risk  of  the  procedure  was  too  great  for 
the  good-risk  patient.  As  a result,  only  those 
with  poor  reserve  were  operated  upon,  and  the 
mortality  was  high.  Fortunately,  surgery  for 
valvular  heart  disease  is  now  relatively  safe, 
provided  the  patient  is  a reasonable  risk.  In 
general  we  believe  that  surgery  is  indicated  if 
marked  hemodynamic  abnormalities  are  docu- 
mented by  accurate  laboratory  assessment,  even 
if  symptoms  are  minimal.  Serious  symptoms 
occur  when  the  heart  or  lungs  can  no  longer 
compensate  for  the  mechanical  disadvantage  of 
valvular  dysfunction.  Advanced  symptoms  practi- 
cally always  indicate  degenerative  changes  of  a 
marked  degree  in  the  myocardium  or  lungs  or 

From  the  Reconstructive  Cardiovascular  Research  Labor- 
atory, Providence  Hospital,  Seattle. 


both.  To  wait  for  the  development  of  these  com- 
plications, often  irreversible,  before  correcting 
the  basic  problem,  seems  unwise  in  view  of 
present-day  surgical  capabilities. 

A consideration  of  the  physiologic  problems 
involved  with  the  different  forms  of  acquired 
valvular  heart  disease  is  in  order. 

AORTIC  VALVE 

Aortic  valve  abnormalities  bring  the  factors 
to  be  discussed  into  focus  most  clearly  as  the 
changes  that  occur  in  the  left  ventricle  are  so 
disastrous.  As  long  as  a heart  has  a good  left 
ventricle,  it  is  still  a good  heart.  If  the  left  ventri- 
cle is  poor,  the  heart,  likewise,  is  poor.  For  this 
reason,  patients  with  aortic  valve  disease  should 
not  be  allowed  to  progress  to  the  point  where 
the  myocardium  has  suffered  serious  damage. 
The  heart  that  has  a high  end-systolic-volume 
has  suffered  serious  (perhaps  irreversible)  dam- 
age. This  is  another  way  of  saying  that  a heart 
that  cannot  empty  to  a near  normal  degree  is 
structurally  damaged.  Gross  cardiac  dilatation 
resutling  from  inability  of  the  heart  to  empty 
(contract  down  effectively)  is  a poor  prognostic 
sign.  This  is  in  contrast  to  the  heart  that  is  large 
in  diastole  and  small  in  systole  indicating  high 
stroke  volume  and  good  contractility. 

Effective  correction  of  acquired  aortic  valve 
disease  necessitates  total  valve  replacement  in 
the  great  majority  of  instances.  This  is  true  for 
both  stenosis  and  insufficiency.  Hence,  aortic- 
valve  surgery  was  not  on  a sound  basis  until 
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suitable  prostheses,  such  as  the  Starr-Edwards, 
became  available. 

Stenosis.  The  patient  with  aortic  stenosis  and 
a small  (hypertrophied)  heart  is  a reasonable 
candidate  for  surgical  correction,  other  factors, 
such  as  age  and  general  condition,  being  duly 
considered.  The  time  for  surgery  in  patients  with 
aortic  stenosis  is  when  the  patient  begins  to 
manifest  symptoms,  assuming  of  course  that  a 
major  gradient  ( 50  mm  systolic  or  more ) is  pres- 
ent. However,  even  patients  advanced  in  symp- 
tomatology may  be  properly  considered  for  sur- 
gery provided  their  hearts  are  not  dilated.  Even 
those  who  have  been  in  failure  with  dilated 
hearts  may  be  offered  surgery  provided  that  their 
hearts  come  down  to  reasonable  size  on  appropri- 
ate medical  treatment. 

Insufficiency.  Aortic  insufficiency  presents  a 
more  difficult  problem.  When  these  patients  have 
been  in  failure,  results  of  surgery  are  poor.  Ac- 
cordingly, patients  with  aortic  insufficiency 
should  be  considered  for  surgery'  in  advance  of 
the  development  of  failure.  This  is  said,  fully 
realizing  that  the  natural  history'  of  aortic  in- 
sufficiency usually  includes  a long  period  of 
apparent  well-being.  The  patient  with  aortic 
insufficiency  who  does  not  have  a grossly  dilated 
heart  may  be  safely  observed  and  need  not  be 
subjected  to  diagnostic  studies  or  to  surgery'. 
However,  once  such  a patient’s  heart  begins  to 
show  evidence  of  significant  dilatation,  concern 
must  be  had  for  the  future.  Angiocardiographic 
assessment  of  the  ventricular  volume  in  both 
systole  and  diastole  becomes  helpful  at  this  point. 
If  the  left  ventricle  has  a high  end-systolic-vol- 
ume'(  meaning  that  muscle  of  the  left  ventricle 
can  no  longer  contract  down  to  normal  fiber- 
length),  we  suggest  that  the  patient  be  offered 
surgery'.  It  does  not  seem  wise  to  suggest,  under 
ordinary'  circumstances,  to  such  a patient  that 
he  change  his  occupation  to  one  more  sedentary, 
that  he  should  sit  rather  than  stand  and  that  he 
should  ride  rather  than  walk.  To  procrastinate 
until  the  patient  is  nearly  at  the  end  of  a down- 
hill course,  and  is  limited  to  bed-chair  existence, 
before  suggesting  that  surgery  be  considered, 
not  only  forfeits  the  golden  opportunity  to  help 
him  but  actually  offers  him  only  a futile  thera- 
peutic measure.  In  brief,  a patient  with  aortic 
insufficiency  with  an  enlarging  heart  and  an 
increasing  end-systolic-volume  should  be  offered 
the  benefits  of  surgery  before  marked  fiber 
length  and  contractility  changes  have  occurred 
in  the  left  ventricle. 


MITRAL  VALVE 

Stenosis.  The  left  ventricle  is  in  a protected 
position  when  the  mitral  valve  is  stenosed.  The 
patient's  symptoms  are  due  to  inadequate  car- 
diac output,  the  result  of  obstruction  at  the 
mitral  valve,  and  to  pulmonary  congestion.  Pul- 
monary' vascular  disease  develops  in  some  in- 
stances if  the  obstruction  is  allowed  to  continue 
for  very'  long  periods.  Nevertheless,  most  pa- 
tients with  mitral  stenosis  can  be  helped  despite 
a long  history'  of  valve  obstruction.  How- 
ever, in  view  of  the  high  success  of  open  treat- 
ment for  mitral  stenosis,  such  patients  should 
have  the  benefit  of  this  surgery  when  they 
become  symptomatic  and  have  been  demon- 
strated, by  appropriate  cardiac  catheterization 
techniques,  to  have  significant  obstruction  at  the 
mitral  valve. 

Today  many  believe  the  open  treatment  of 
mitral  stenosis  is  superior  to  the  closed.  We 
subscribe  to  this  view.  Open  treatment  allows  a 
more  complete  and  accurate  commissurotomy  to 
be  carried  out.  Clots  can  be  removed  and  the 
occasional  unsuspected  mitral  tumor  can  be 
excised.  The  valve  may  require  debridement  to 
secure  adequate  mobility.  An  advancement  op- 
eration with  graft  may  be  done  to  correct  insuf- 
ficiency', if  present.  A valve  considered  amen- 
able to  commissurotomy'  techniques  by'  preoper- 
ative evaluation  may,  at  surgery,  be  found  to  be 
so  damaged  as  to  require  replacement  in  order 
to  obtain  satisfactory  valve  function. 

Insufficiency.  The  patient  with  mitral  insuf- 
ficiency may  have  a low  cardiac  output,  and 
probably  has  pulmonary'  congestion.  There  is 
an  increased  volume  load  on  the  left  ventricle. 
Hence,  mitral  insufficiency  that  is  long  neglected 
may'  progress  to  the  point  of  structural  change 
in  the  left  ventricle  with  long  fiber-lengths  which 
render  the  ventricle  irreversibly  damaged.  Mitral 
insufficiency,  in  terms  of  ventricular  function, 
however,  appears  better  tolerated  than  aortic 
insufficiency',  possibly  because  the  distending 
pressure  with  aortic  insufficiency  is  greater  than 
that  with  mitral  insufficiency. 

The  patient  with  mitral  insufficiency  should 
be  considered  for  surgical  repair  when  symptoms 
become  significant  but  before  there  has  been 
development  of  a high  end-systolic-volume  of 
the  left  ventricle.  The  surgical  procedure  re- 
quired for  correction  of  insufficiency  depends 
upon  the  cause.  For  example,  annuloplasty  is 
effective  for  primary  dilatation  of  the  annulus. 


744 

Northwest  Medicine , October  1965 


Leaflet  advancement  is  suitable  for  correction 
of  shortening  of  the  leaflet-chord  complex;  and 
valve  replacement  is  effective  for  the  “destroyed” 
valve. 

COMBINED  LESIONS 

Patients  with  both  stenosis  and  insufficiency 
of  the  aortic  or  mitral  valves  usually  present  the 
problems  of  moderate  stenosis  and  moderate 
insufficiency.  The  mechanical  abnormalities  exert 
a deleterious  effect  that  is  additive.  The  criteria 
for  surgery  reflect  appreciation  of  the  influence 
of  both  lesions.  Grading  of  the  influence  of  each 
lesion  is  helpful.  The  summation  of  these  grades 
on  a I to  IV  basis  may  then  be  viewed  as  if  the 
grading  were  for  a single  lesion. 

Patients  with  combined  aortic  and  mitral 
lesions  present  the  problems  of  both  valves. 
Heretofore  such  patients  have  been  considered 
beyond  the  realm  of  active  treatment.  However, 
due  to  the  brilliant  work  of  Starr,  this  is  no 
longer  true.  Such  patients  should  be  offered 
surgical  help  before  irreversible  cardiac  and 
pulmonary  changes  have  occurred.  It  is  best  to 
replace  both  the  mitral  and  aortic  valves  when 
both  structures  are  altered  beyond  salvage.  An 
incomplete  operation  gives  an  incomplete  result. 
The  results  of  dual  valve  replacements  have  been 
favorable  in  the  patients  in  whom  the  myocar- 
dium has  been  adequate. 

TRICUSPID  VALVE 

Stenosis.  This  lesion  occurs  only  in  association 
with  mitral  stenosis,  usually  in  women.  The  im- 
portant point  is  to  diagnose  this  lesion  preoper- 
atively  and  treat  it  appropriately  at  the  time  of 
mitral  surgery.  This  necessitates  an  approach 
through  the  midline  or  through  the  right  chest 
instead  of  through  the  left  chest. 

Tricuspid  insufficiency  is  practically  always 
due  to  a lesion  of  the  left  side  of  the  heart, 
usually  a mitral  abnormality  with  pulmonary 
hypertension  and  dilatation  of  the  right  heart. 
Often  repair  of  the  left-sided  lesion  will  lead  to 
reduction  in  size  of  the  right  ventricle  sufficient 
to  decrease  the  tricuspid  annulus  and  thereby 
correct  the  tricuspid  regurgitation.  The  indica- 
tion for  surgery  in  tricuspid  disease  (both  sten- 


osis and  insufficiency)  must  be  viewed  in  the 
context  of  other  valvular  abnormalities  that  are 
practically  always  present  and  may,  in  fact,  be 
the  direct  cause  of  the  abnormality,  as  in  regur- 
gitation. 

summary 

The  refinements  of  extracorporeal  circulation 
to  the  status  of  a relatively  safe  clinical  tool  has 
enabled  precise  surgery  to  be  done  for  valvular 
heart  disease.  A further  step  forward  has  been 
the  development  of  suitable  prostheses  for  re- 
placement of  valves  formerly  considered  inoper- 
able. As  a consequence  of  these  advances,  sur- 
gery for  acquired  valvular  heart  disease  can 
now  be  performed  with  relative  safety,  provided 
the  patient  is  still  a reasonable  risk. 

Keystone  of  diagnosis  is  the  laboratory  docu- 
mentation of  the  degree  of  hemodynamic,  myo- 
cardial, or  pulmonary  abnormalities  present.  Pa- 
tients should  be  afforded  the  benefits  of  surgery 
for  correction  of  major  hemodynamic  abnormal- 
ities before  serious  degenerative  changes  have 
occurred  in  the  myocardium  or  lungs.  ■ 

1008  Summit  Avenue  (98104)  (Dr.  Sauvage) 

absfracto 

Recientes  avances  en  la  correction  quirurgica 
de  las  abnormalidades  hemodinamicas  debulas  a 
enfermedades  valvulares,  ban  necesitado  la  re- 
consideration de  factores  envueltos  en  la  selec- 
tion del  tiempo  para  cirugia.  Algunos  defectos 
mitrales  pueden  ser  tolerados  por  largos  periodos. 
Una  pronta  operation  ofrece  los  mas  grandes 
exitos,  el  beneficio  puede  ser  obtenido  por  la 
operation  aun  despues  del  desarollo  de  severas 
sintomas  relativamente.  Defectos  valulares  aorti- 
cos,  sin  embargo,  producen  irreversibles  cambios 
miocdrdiacos  y pulmonares  si  la  cirugia  es  reali- 
zada  tardiamente,  despues  de  que  las  sintomas 
desarrollan.  En  tales  casos,  el  tiempo  recomen- 
dado  para  la  realization  de  la  intervention 
quirurgica,  seria  adelantado.  Proteses,  tales  cotno 
la  valvula  de  Starr-Edwards  y un  mas  eficiente 
manejo  de  la  circulation  extra-corporea  ban  con- 
tribuido  a los  corrientes  cambios  en  los  concep- 
tos. 


745 

Northwest  Medicine,  October  1965 


Annular  Pancreas  in  the  Newborn 


KEITH  F.  HARCOU  RT,  M.  D.,  Portland,  Oregon  /JAMES  J.  CHANDLER.M.D.,  Princeton,  New  Jersey 

In  the  newborn  the  duodenal  lumen  may  be  narrowed  or  obliterated  by 
partial  or  complete  encirclement  with  pancreatic  tissue.  Polyhydramnios  may 
be  the  first  clue  but  vomiting  is  the  earliest  symptom.  Point  of  appearance  of 
bile  indicates  location  of  the  lesion  but  x-ray  is  the  major  diagnostic  tool.  Intra- 
venous fluids  and  early  operation  may  be  life-saving.  By-pass  anastomosis 
should  be  done  with  side  to  side  duodenojejunostomy  the  preferred  procedure. 
Resection  should  not  be  attempted.  Survival  of  the  infant  is  influenced 
importantly  by  presence  of  other  anomalies. 


Duodenal  obstruction  by  congenital  encircle- 
ment of  pancreatic  tissue  was  first  described  by 
Tiedeman  in  1818  in  two  adults.1  The  term  “an- 
nular pancreas”  was  introduced  by  Ecker  in 
1862. 2 While  posterior  gastroenterostomy  was 
first  used  by  Vidal  in  1905  to  bypass  duodenal 
obstruction  due  to  annular  pancreas  in  the  new- 
born, Gross  and  Chisholm  are  credited  with  the 
first  successful  retrocolic  duodenojejunostomy.3*1 

Annular  pancreas  may  be  asymptomatic  or  may 
cause  intestinal  obstruction  in  the  newborn,  the 
child  or  the  adult.  Experience  at  the  University 
of  Oregon  Medical  School  Hospitals  and  Clinics 
with  annular  pancreas  in  the  newborn  is  pre- 
sented and  the  literature  summarized. 

material 

Four  newborn  infants  with  annular  pancreas 
have  been  seen  at  Doernbecker  Memorial  Hos- 
pital for  Children  during  the  past  25  years. 

Case  l.—A  full-term  male  was  born  12-3-39.  He 
regurgitated  feedings  from  the  first  week  of  life 
and  was  jaundiced  at  age  12  days.  At  seven  weeks 
of  age  a cholecystostomy  was  performed.  Persistent 
vomiting  marked  his  postoperative  course,  and  he 
died  one  month  later  from  pneumonia  and  malnu- 
trition* Autopsy  revealed  annular  pancreas,  biliary 
atresia,  cirrhosis,  absent  spleen,  multiple  accessory 
spleens,  and  malrotation  of  the  colon. 


From  the  Department  of  Surgery,  University  of  Oregon 
Medical  School,  Portland,  Oregon. 

Dr.  Harcourt  is  Resident  Surgeon,  University  of  Oregon 
Medical  School  Hospital. 

Dr.  Chandler  is  Associate  Surgeon  at  Princeton  Hospital, 
Princeton,  New  Jersey. 

Read  before  Annual  Meeting,  Portland  Surgical  Society, 
Portland,  Oregon,  May  7,  1965. 


Case  2—  A full-term  mongoloid  male  was  born 
10-10-53,  and  at  two  days  of  age  began  to  vomit 
bile-stained  material  after  each  feeding.  Transient 
jaundice  was  noted  on  the  fifth  day  of  life.  A 
“double  bubble”  was  seen  on  the  abdominal  scout 
film,  and  there  was  no  gas  pattern  in  the  distal 
intestine.  Barium  swallow  demonstrated  duodenal 
obstruction.  Duodenojejunostomy  was  done,  at  age 
nine  days,  for  a typical  annular  pancreas  with  com- 
plete duodenal  obstruction.  The  postoperative  course 
was  uneventful. 

Case  3.— A three  kilogram  male  was  born  11-18-63 
with  an  imperforate  anus.  Polyhydramnios  was 
noted  at  delivery  and  respiratory'  distress  led  to  dis- 
covery of  a tracheo-esophageal  fistula.  During  his 
first  24  hours  the  baby  underwent  cervical  esopha- 
gostomy,  gastrostomy,  resection  of  a segmental  je- 
junal atresia,  with  jejunojejunostomy  and  colostomy'. 
Slow  gastric  emptying  was  noted  after  gastrostomy 
feedings.  An  upper  gastrointestinal  study  demon- 
strated duodenal  obstruction.  At  six  days  of  age  a 
second  laparotomy  revealed  an  annular  pancreas 
with  duodenal  obstruction  proximal  to  the  common 
duct.  A gastrojejunostomy  was  performed;  the  baby 
died  two  days  later.  Autopsy  confirmed  the  opera- 
tive findings. 

Case  4—  A full-term  mongoloid  male  was  born 
8-14-64.  Persistent  vomiting  of  clear  fluid  and  feed- 
ings during  the  first  few  days  of  life  prompted  x-ray 
studies,  and  these  demonstrated  duodenal  obstruc- 
tion, (Figures  1 and  2).  He  was  referred  to  Doern- 
becker Hospital  at  age  two  weeks.  He  was  febrile, 
dehydrated,  lethargic,  and  had  an  organic  heart 
murmur.  After  therapy  for  hypochloremic  alkalosis, 
exploratory  celiotomy  was  done.  There  was  incom- 
plete encircling  of  the  duodenum  by  pancreatic 
tissue,  but  marked  stenosis  of  the  duodenum  at  that 
point,  (Figure  3).  A retrocolic,  side-to-side  duo- 
denojejunostomy was  performed,  and  the  child  did 
well  after  surgery. 

discussion 

Most  authors  agree  with  the  theory,  origin- 
ally advanced  by  Lecco,  that  the  embryonic  de- 
fect of  annular  pancreas  is  a lag  of  the  ventral 
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Fig.  1.  Case  4:  Newborn  mongoloid  male.  Scout  film  re- 
veals distended  stomach  and  proximal  duodenum  with 
some  gas  in  small  bowel. 


Fig.  3.  Case  4:  Operative  findings  (insert).  Retro-colic 
side-to-side  duodenojejunostomy  effectively  bypassed  the 
obstruction. 

rowed.  The  annulus  may  be  located  above,  be- 
low, or  at  the  level  of  the  ampulla  of  Vater. 

The  clinical  picture  in  any  given  case  depends 
on  the  location  and  degree  of  obstruction.  Poly- 
hydramnios may  be  the  earliest  clue  to  intes- 
tinal obstruction.  Vomiting  is  the  most  promi- 
nent sign  in  the  newborn,  and  the  earlier  the 
appearance  of  vomiting,  the  more  complete 
the  duodenal  obstruction  is  found  to  be.  The 
newborn  may  also  be  markedly  dehydrated.  If 
the  obstruction  is  above  the  entrance  of  the 
common  duct,  as  in  the  majority  of  cases,  bile 
is  present  in  the  stool  but  absent  in  the  vomitus. 
Hypochloremic  alkalosis  will  result.  Should  the 
obstruction  be  below  the  ampulla  of  Vater,  bile- 
stained  vomitus  is  observed,  and  metabolic  aci- 
dosis results.  If  the  ring  involves  the  ampulla, 
the  baby  may  present  with  obstructive  jaundice 
as  well  as  signs  of  high  intestinal  obstruction. 

Table  1 is  a summary  of  the  literature.  Only 
the  more  commonly  associated  anomalies  are 
listed.  It  can  be  seen  that  the  major  factor  in- 
fluencing survival  is  the  presence  or  absence  of 
other  serious  anomalies.  Sex  appears  to  affect 
survival  very  little,  as  do  mongolism  and  malro- 
tation.  However,  there  have  been  no  reported 
survivors  among  newborns  with  annular  pan- 
creas and  coexistent  esophageal  atresia  or  im- 
perforate anus. 

In  Table  2 the  relationship  of  the  type  of 
operative  procedure  to  cure  is  summarized.  Pri- 
mary bypass  of  the  obstruction  resulted  in  a cure 


Fig.  2.  Case  4:  Barium  contrast  study  demonstrates  smooth 
abrupt  narrowing  of  the  duodenal  bulb, 
tion  of  the  proximal  duodenal  bulb. 


pancreatic  evagination  of  the  foregut  in  its  dor- 
sal rotation  with  the  duodenum  during  the  sev- 
enth week  of  gestation.3  Normally  the  dorsal  and 
ventral  pancreatic  anlagen  fuse  posteriorly,  but 
in  annular  pancreas  the  head  of  the  pancreas 
completely  or  incompletely  surrounds  the  duo- 
denum. The  pathologic  problem  stems  from  the 
stenosis  of  the  duodenum  caused  by  the  annulus, 
whether  by  arrest  of  growth  of  that  segment  of 
gut  or  by  inflammatory  contracture  of  the  pan- 
creatic tissue.  Hyden  feels  that  there  is  inter- 
mingling of  pancreatic  tissue  with  the  muscularis 
of  the  duodenum  in  most,  if  not  all,  cases  of 
annular  pancreas.8  The  gut  lumen  at  the  site 
of  the  lesion  may  be  obliterated  or  merely  nar- 
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Table  1 

Annular  Pancreas  in  the  Newborn 

Number  Number  of  Survival 


of 

cases 

survivors 

rate 

All  cases 

99 

51 

52% 

Females® 

41 

22 

54% 

Males® 

43 

20 

47% 

No  other  anomalies 

27 

20 

74% 

More  than  one  other  anomaly 

26 

8 

31% 

Mongolism 

Malrotation 

27 

19 

14 

10 

52% 

53% 

Congenital  Heart  Disease 

14 

4 

29% 

Tracheo-esophageal  fistula 

0% 

or  esophageal  atresia 

8 

0 

Imperforate  anus 

4 

0 

0% 

•Sex  not  stated  in  15  cases 

This  table  emphasizes  the  relationship  of  coexistent  an- 
omalis  to  survival. s-23 


Table  2 

Annular  Pancreas  in  the  Newborn 


Number 

Number 

Cure 

of  coses 

cured 

rate 

Primary  bypass® 

85 

51 

60% 

Resection  or  division 

of  annulus® 

6 

0 

0% 

No  procedure 

0 

0% 

(for  annular  pancreas) 

8 

*4  cases  underwent  secondary 

bypass  after 

primary 

divi- 

sion  or  resection  of  the  annulus,  and  3 died. 

This  table  summarizes  the  relationship  of  type  of  operative 
procedures  to  cure. 8-25 


rate*,  of  60  per  cent.  Duodenojejunostomy  has 
been  the  most  popular  procedure,  but  gastrojeju- 
nostomy and  duodenoduodenostomy  have  also 
been  successful.  There  have  been  no  recorded 
cures  following  resection  or  division  of  the  an- 
nulus in  the  newborn,  although  Haden  reported 
a successful  resection  of  the  ring  in  a three-and- 
on  e-half -year-old . 7 

Radiologic  diagnosis  plays  a major  role.  Ab- 
dominal scout  films  show  a double  bubble  con- 
trast of  air  in  the  dilated  antrum  and  duodenal 
bulb  with  the  narrow  pylorus  between  them. 
When  obstruction  is  incomplete,  gas  will  be  seen 
distal  to  the  duodenum.  A contrast  study  is 
recommended  when  incomplete  obstruction  is 
suspected.  However,  when  complete  obstruc- 
tion is  evident,  contrast  study  is  unnecessary  and 
possibly  dangerous.  The  roentgenographic  fea- 
tures of  annular  pancreas  are  concentric,  smooth, 


abrupt  narrowing  of  the  descending  duodenum 
with  symmetrical  dilation  of  the  duodenal  bulb 
proximallv.  When  these  are  seen,  as  in  case  4, 
preoperative  diagnosis  can  be  made. 

Treatment  consists  of  prompt  intravenous  fluid 
therapy,  specific  antibiotic  therapy  for  associated 
infections,  prophylaxis  of  vitamin  deficiencies, 
colloid  or  blood  transfusion  or  both  for  blood 
volume  stabilization,  and  a careful  search  for  as- 
sociated, life-threatening  anomalies.  There  is 
nearly  universal  agreement  that  a primary  by- 
pass procedure  is  the  operation  of  choice.  Retro- 
colic,  side-to-side,  duodenojejunostomy  is  rec- 
ommended. Other  procedures,  such  as  gastro- 
enterostomy and  duodenoduodenostomy  may  be 
used,  as  dictated  by  the  ease  of  anastomosis.  If 
biliary  atresia  at  the  annulus  is  present,  this 
must  be  dealt  with  separately  by  cholecystoje- 
junostomy.  Resection  or  division  of  the  ring  has 
no  place  in  dealing  with  this  lesion  in  the  neo- 
nate. At  the  time  of  operation,  the  abdomen 
should  be  carefully  searched  for  other  congenital 
lesions  that  would  require  correction  then,  for 
early  reoperation  reduces  survival  drastically. 

summary 

Annular  pancreas  in  the  newborn  is  discussed 
and  four  cases  from  the  University  of  Oregon 
Medical  School  Hospitals  are  added  to  95  cases 
of  this  anomaly  in  the  newborn  previously  re- 
ported. Survival  is  limited  by  coexistent  major 
anomalies.  Accurate  preoperative  diagnosis  is 
often  possible  and  should  be  followed  by  rapid 
preparation  and  primary  bypass  of  the  obstructed 
duodenal  segment.  ■ 

3181  S.W.  Sam  Jackson  Park  Road  (97201) 


abstracto 

En  el  recien  nacido,  el  lumen  duodenal  puede 
ser  estrechado  u obliterado  por  un  parcial  o 
completo  cercamiento  de  tejido  pancreatico. 
Polihidramnios  puede  ser  el  primer  indicio,  pero 
vomito  es  el  mas  temprano  sintoma.  El  punto  de 
aparicibn  de  la  bilis  indica  el  lugar  de  la  lesion, 
pero  los  rayos-X  son  el  mejor  medio  diagnostico. 
Fluidos  intravenosos  y una  temprana  operacion 
pueden  salvar  la  vida.  El  procedimiento  de 
eleccion  seria  la  duodeno-yeyunostomta  latero- 
lateral.  Reseccion  no  deberia  ser  realizada.  La 
sobrevivencia  del  infante  esta  influenciada  gran- 
damente  por  la  presencia  do  otras  anomalias. 
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Emotional  Problems  of  Adolescents 

LEEON  F.  A L L E R,  JR.,  M.D.,  Snohomish,  Washington 


Adolescents  are  a delightful  age  group,  an  explosive  generation  between 
childhood  and  adidthood,  who  are  seen  more  often  by  family  physicians  than 
by  any  other  professional  group.  Whether  these  anxious,  but  usually  normal, 
teenagers  come  back  following  an  initial  visit  depends  upon  the  attitude  and. 
atmosphere  that  the  physician  provides.  Understanding  teenagers  leads  directly  to 
helping  them.  They  normally  show  selfish  preoccupation  or  overconcern,  for 
themselves,  and  are  primarily  interested  in  becoming  sexually  mature,  gaining 
approval  of  their  own  age  group,  achieving  independence,  and  being  respected 
and  recognized  by  adults.  Confusion  marks  the  adolescent’s  response  to  the 
strong  sex  drive,  and  ambivalence  describes  the  mixture  of  dependency  and 
independency  relative  to  family  ties.  Few  medicines  are  required  in  the  care 
of  emotionally  disturbed  adolescents,  but  they  can  appropriately  accept  the 
counseling  that  gives  rewarding  results. 


When  a contractor  wants  a right  of  way  blasted 
through  a granite  mountain  for  a roadway,  he 
uses  a potent  explosive,  dynamite,  or  TNT. 
In  our  society,  the  explosive  generation,  potent 
and  dangerous  or  useful  depending  upon  its 
handling,  is  the  teenage  generation.  These  young 
men  and  women,  between  twelve  and  twenty- 
one  years  of  age,  are  adolescents,  “growing  or 
advancing  from  childhood  to  maturity.” 

Family  physicians  see  most  of  those  who 
become  patients,  because  these  usually  healthy 
but  emotionally  immature  youngsters  are  not 
children.  They  dislike  seeing  “baby  doctors,” 
and  are  reluctant  to  see  internists  or  others  who 
specialize  in  adult  medical  problems.  I shall  re- 
strict my  discussion  to  certain  emotional  aspects 
of  behavior,  recognizing  that  every  adolescent 
is  a person  with  problems,  although  many  will 
deny  existence  of  problems. 

To  understand  teenagers  leads  directly  to  help- 
ing them,  since  a prominent  sign  of  their  diffuse 
anxiety  is  their  almost  universal  opinion  that  no 
one  understands  teenagers.  Hopefully,  I shall 
give  my  limited  understanding  of  their  problems 
and  my  manner  of  seeing  and  helping  adolescents 
with  the  thought  that  this  can  help  in  counsel- 
ing of  this  delightful  age  group.  Parents,  teach- 
ers and  others  often  misunderstand  what  is 
acceptable  and  appropiate,  normal,  teenage  be- 
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havior.  Thus  many  youngsters  are  branded  as 
emotionally  disturbed,  delinquent,  or  psychotic, 
when  their  only  fault  is  that  they  make  anxious 
and  immature  response  to  the  internal  and 
external  threats  bombarding  them  continuously. 

initial  contact 

Picture  a physician’s  office.  An  apparently 
shy  boy  sits  uneasily,  his  head  lowered,  picking 
unconsciously  at  his  acne  face,  with  long  legs 
and  gangly  arms  sticking  out  of  tight,  all-too- 
short  clothes.  He  stares  at  his  feet  and  declares 
in  a monotone,  “Mom  told  me  to  see  you  about 
my  stomach  ache  and  headache,  but  they  don’t 
bother  me  now.”  He  sits  and  waits  without 
looking  up.  What  the  physician  does,  or  says, 
can  be  the  start  of  a rewarding  relationship 
between  doctor  and  patient,  or  just  another  lost 
opportunity  with  the  wall  of  misunderstanding 
higher  between  teenager  and  adult.  The  attitude 
and  atmosphere  that  the  physician  provides  for 
the  disturbed  adolescent  are  far  more  important 
than  specific  techniques  of  psychotherapy. 

Since  we  must  relate  present  behavior  of  a 
patient  to  what  has  been  and  what  will  be,  let  us 
review  the  illnesses  more  common  to  adolescents. 
Most  of  us  have  forgotten,  or  refined,  our  emo- 
tional responses  to  the  following  conditions,  but 
can  recall  how  desperate  and  anxious  we  were 
at  one  time  in  our  concern  over  one  or  more 
of  them:  acne,  whether  mild  or  severe;  growth 
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and  development  problems,  even  when  there  may 
be  no  evidence  to  the  physician  of  any  devi- 
ation from  the  normal;  obesity,  which  demands 
special  consideration  because  of  deep  psycho- 
logical factors  involved  in  overeating;  amenor- 
rhea, dysmenorrhea  and  menorrhagia  in  the  ado- 
lescent girl;  epilepsy,  cerebral  palsy,  ulcerative 
colitis,  early  hypertension,  doudenal  ulcer,  all 
with  special  significance  in  adolescence;  athletic 
injuries;  and  automobile  accident  injuries. 

concerns 

What  are  adolescents  most  concerned  about? 
What  is  important  to  them?  Before  we  go  on  to 
understanding  the  adolescent  let  me  say  that 
his  seemingly  selfish  preoccupation,  or  overcon- 
cern with  himself  marks  the  adolescent’s  interest 
in  the  world.  He  is  most  important  and  demands 
our  attention. 

These  young  people  are  most  interested  in 
becoming  sexually  mature  and  in  being  identi- 
fied as  strongly  male  or  female.  They  desire 
approval  and  the  applause  of  their  own  age 
group.  They  are  anxious  to  achieve  partial  or 
complete  independence.  And,  in  spite  of  appar- 
ent evidence  to  the  contrary,  they  want  recogni- 
tion, respect,  and  guidance  from  their  parents 
and  other  adults. 

Although  he  can  look  around  at  school,  work, 
or  play,  and  see  the  many  sizes  and  shapes  pres- 
ent in  his  group,  the  adolescent  still  is  concerned 
about  his  development— physical,  mental,  sexual, 
and  emotional.  Normal  limits  for  any  specified 
age  are  hard  to  define,  and  frequent  studies 
reinforce  the  general  impression  that  accurate 
prediction  of  adult  height  or  weight,  breast  size, 
genitalia  size,  or  other  physical  features,  is  im- 
possible. And  many  times  a deficiency  in  some 
desired  physical  attribute  is  more  than  made 
up  by  superiority  of  another.  This,  however, 
doesn’t  satisfy  the  small  boy,  or  the  flat  chested 
girl,  nor  does  it  pacify  the  tall  girl  who  stoops 
in  order  to  reduce  the  difference  between  her- 
self and  the  shorter  boys  of  her  age.  The  ado- 
lescent is  convinced  that  external  sexual  charac- 
teristics denote  a stage  of  internal  maturity  or 
development  that  has  real  significance.  Actually, 
he  struggles  with  an  explosive,  potent,  and 
strange  drive  building  pressure  within  him,  and 
he  is  frightened,  or— more  accurately— anxious 
over  his  inability  to  cope  with  the  new  force. 
Every  individual  in  this  age  group  has  concern 
over  his  adjustment  to  it. 


The  conflict  of  independence  versus  family 
dependence  creates  a continuous,  variable 
anxiety. 

Excessive  self-interest  magnifies  minor  symp- 
toms, and  constant  reflection  of  his  own  ap- 
parent inadequacies  increases  the  bravado 
appearance  the  adolescent  puts  on  to  impress 
observers.  He  must  identify  closely  with  his 
age  group,  creating  the  paradox  of  a self- 
centered  person  striving  to  achieve  uniformity 
and  security  and  at  the  same  time  displaying 
mannerisms  that  reject  conformity  and  decry 
conventional  behavior.  When  the  anxiety  turns 
to  panic,  the  normal  becomes  briefly  abnormal. 

Verbal  denial  and  emotional  hunger  mark  the 
adolescent  concern  over  discipline,  values,  stan- 
dards of  behavior  and  goals  both  immediate  and 
in  the  future.  He  wishes  to  gain  success  in  adult 
terms,  and  respect  by  adults,  whether  parents, 
physicians,  teachers,  ministers,  or  others. 

influences  on  behavior 

The  normal  adolescent  draws  heavily  on 
television,  radio,  magazines,  and  other  communi- 
cation media  to  define  human  behavior  con- 
cerning success,  love,  athletic  achievement,  man- 
nerisms of  dress,  hairdo  and  makeup.  Smoking 
and  drinking,  as  demonstrations  of  maturity,  and 
other  adult  habits,  are  copied  unabashedly  by 
these  same  youngsters.  Who  can  condemn  one 
for  fast  driving,  when  his  own  father  does  it 
flagrantly  on  family  trips?  Who  can  explain  the 
difference  between  drinking  as  an  adult  and 
teenage  drinking  so  that  the  normal  teenager 
will  understand  and  accept  this  concept,  whether 
it  be  right  or  wrong? 

There  is  the  employed  adult  who  has  his 
wife  call  his  employer  to  report  a cold  so  he 
may  go  fishing  or  play  golf  on  a beautiful  day. 
His  teenage  son  misses  school  because  he  doesn’t 
have  an  assignment  done,  or  is  not  prepared 
for  a test,  and  says  he  has  a headache  or 
stomach  ache.  Is  this  wrong?  It  doesn’t  appear 
to  be,  if  he  uses  his  own  father  as  a standard. 

Why  do  I relate  the  obvious  above?  I do  so  to 
point  out  the  fact  that  we  sometimes  criticize 
teenagers  for  behavior  we  readily  accept,  or  at 
least  overlook,  in  adults.  Anna  Freud  said,  “The 
personality'  is  not  completed  before  the  ado- 
lescent process  has  taken  place,  and  the  study 
of  the  adolescent  period  is  as  important  as  that 
of  the  first  year  of  life.’’  What  some  people  would 
call  abnormal  behavior  in  an  adolescent  is,  un- 
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fortunately  or  not,  sometimes  really  normal 
action.  Frequently  wrong  behavior  is  wrong  by 
the  standards  we  have  set  for  teenagers,  but 
excused  by  them  as  “just  what  adults  do.”  Gen- 
erally, adolescents  cannot  make  independent, 
important  decisions  on  behavior  until  they  have 
matured  psychologically.  ( Some  adults  never 
achieved  maturity  adequate  to  the  challenge.) 

Overstreet  defines  maturity  well  in  his  book, 
The  Mature  Mind.  One  of  his  important  and 
appropriate  statements  that  I like  is  that  “the 
human  is  bom  irresponsible,  but  develops  mature 
responsibility  by  a willing  participation  in  the 
chores  of  life  and  a creative  participation  in  the 
bettering  of  life.”  Normal  teenagers  are  at  some 
stage  of  willingness  when  we  see  them,  and  we 
must  measure  it  and  help  it  develop  as  we  try 
to  guide  them  through  the  emotional  stresses 
of  adolescence. 

There  is  no  average  teenager.  We  may  com- 
pare them  (as  teenagers  do  themselves),  but  we 
must  not  judge  too  quickly  or  too  rigidly.  We 
must  be  aware  of  the  teenager’s  concern,  because 
that  is  where  we  can  be  of  inestimable  help  in 
reducing  the  anxiety  and  hostility  that  may  be 
present.  The  normal  adolescent  wavers  between 
compliance  with  adult  demands,  because  that  is 
what  he  has  done  throughout  most  of  his  child- 
hood to  a reasonable  degree,  and  rebellion,  be- 
cause he  now  wishes  to  assert  his  independence. 
He  practices  no  restraint  in  his  angry  remarks 
when  a parent  requests  an  action  not  acceptable 
at  the  moment.  How  many  of  us  have  heard 
abusive  and  insulting  cries  from  our  own  off- 
spring when  the  non-verbal  meaning  was  “pun- 
ish me  and  make  me  behave,  and  don’t  let  me 
do  the  wrong  thing.”  This  same  youngster  wants 
to  grow  up,  but  he  isn’t  mature  enough  to 
recognize  and  accept  steps  necessary  to  inde- 
pendence. 

The  normal  adolescent  is  garrulous  in  his  own 
age  group,  but  generally  uncommunicative  in 
adult  company.  Why?  I suppose  the  more  he 
talks,  the  more  he  reveals  his  immaturity,  and 
he  is  so  used  to  being  criticized  that  he  doesn’t 
want  to  put  his  foot  in  his  mouth,  to  use  an 
old  cliche. 

ambivalence 

How  often  we  find  ourselves  very  impatient 
with  a hesitant  teenager  and  ready  to  criticize 
his  verbal  or  action  response,  using  adult  stan- 
dards. He’s  plagued  by  his  ambivalence.  He 


wants  guidance  but  he  wants  to  be  free.  He  does 
not  resolve  the  inner  conflict  as  the  adult  does 
because  he  lacks  experience  and  wisdom.  The 
teenager  feels  that  any  restriction  of  full  freedom 
implies  treatment  appropriate  to  children  and 
he  resents  it  on  that  basis.  We,  as  adults,  know 
that  there  is  a step  between  childhood  and 
adulthood,  but  the  adolescent  often  feels  that 
anything  less  than  adult  privilege  can  only 
mean  that  he  is  still  being  considered  as  a child. 

psychologic  growth 

We  presume  that  most  of  the  adolescents  with 
behavior  problems  are  normal.  Psychoses  are 
rare  until  adolescence,  when  the  incidence  rises 
sharply.  Doubtless  the  sharp  increase  is  due  to 
the  fact  that  for  the  first  time  the  individual 
is  faced  with  sexual,  social  and  perhaps  employ- 
ment problems,  while  at  the  same  time  he  is 
striving  for  emancipation  from  parental  control. 
Changes  of  feeling  and  affective  life  reorgan- 
ization are  radical  and  dramatic  during  ado- 
lescence. 

For  normal  balance  and  social  acceptance, 
the  psychological  growth  of  an  adolescent  must 
keep  pace  with  his  physical  powers;  every  in- 
crease in  power  must  be  accompanied  by  an 
increase  in  understanding.  While  some  deviation 
is  expected  transiently  and  intermittently,  there 
must  be  a return  to  a healthy  balance  or  the 
teenager  is  in  trouble  emotionally. 

The  teenager’s  unyielding  concern  for  self 
makes  it  imperative  that  the  physician  devote 
time,  effort  and  lucid  explanation  to  any  prob- 
lem the  teenager  presents.  Anyone  with  teen- 
agers in  the  house  knows  the  fascination  mirrors 
have,  and  how  much  time  a young  man  or 
woman  spends  in  self-adoration  or  self-con- 
demnation, just  reflecting  on  his  own  appearance. 
Concern  about  self  is  not  confined  to  teenagers 
but  it  has  much  more  influence  on  behavior  of 
teenagers  than  of  adults. 

Adolescents  propel  themselves  into  everything 
violently  and  strenuously.  Their  persistence  may 
vary,  but  their  interest  is  sustained  for  longer 
periods  than  that  of  younger  people.  They  will 
tolerate  pain,  sickness,  and  hardship,  to  partici- 
pate in  desired  activities  (especially  sports),  but 
will  readily  seek  escape,  from  disliked  or  incon- 
venient tasks,  by  devious,  often  naive  ways. 

Awkwardness,  poor  posture  and  other  respons- 
es to  rapid  growth  should  be  considered  as 
perhaps  normal  problems  in  teenagers,  but  this 


752 

Northwest  Medicine , October  1965 


doesn’t  preclude  giving  advice  on  methods  to 
improve  posture,  develop  agility  and  strength 
of  growing  muscles.  Increasing  tests  of  physical 
endeavor  should  be  encouraged.  The  adolescent 
who  shows  little  interest  in  physical  activity 
is  not  normal. 

Since  the  word  normal  is  so  broad  and  all 
inclusive,  what  criteria  should  we  use  for  evalu- 
ating the  patient  who  comes  to  us  with  emotional 
problems?  As  has  been  done  since  the  first 
child  became  an  adolescent,  each  person  uses 
the  trial  and  error  method  of  seeking  solutions 
for  the  jumble  of  new  and  strange  powers 
surging  through  his  youthful  body  and  mind. 
No  matter  what  anyone  else  says,  the  teenager 
must  develop  for  himself  a satisfactory  answer 
to  problems  of  sex,  athletic  prowess,  independ- 
ence versus  family  dependency,  skills  in  handling 
automobiles,  boats,  machinery,  etc.,  and  verifi- 
cation of  approval,  especially  by  his  own  age 
group,  of  his  performance. 

Homosexuality  and  heterosexuality  are  foreign 
words  to  most  adolescents,  but  you  can  be  sure 
that  these  play  a dominant  role  in  a teenager’s 
changing  feelings  toward  his  parents,  his  interest 
in  group  activities,  individuals  of  his  own  and 
opposite  sex,  and  in  future  plans  as  regards 
marriage,  a career  or  schooling.  A good  criterion 
for  determining  normality  is  to  satisfy  the  ques- 
tion, does  the  abnormal  behavior  or  emotional 
disturbance  interfere  with  the  adolescent’s  day- 
to-day  progress  or  interpersonal  relations,  or 
threaten  development  of  acceptable  adult  habits? 
Thinking  about  this  may  relieve  some  of  the 
concern  about  temporary  habits  or  mannerisms 
of  adolescents. 

sex 

In  discussing  the  main  concern  of  normal 
adolescents— sexual  growth  and  maturity— we 
enter  on  poorly  shod  feet.  One’s  own  thoughts, 
fantasies  and  experiences  govern  his  approach 
to  a discussion  of  sex  with  young  people. 

Masturbation  is  an  extremely  frequent  cause 
of  adolescent  anxiety.  Whether  early  or  late  in 
adolescence,  boy  or  girl,  this  may  create  anxiety, 
but  some  teenagers  develop  no  problem  with  it, 
whether  they  practice  it  or  not.  There  is  less 
frank  discussion,  and  more  misinformation  on 
this  common  problem,  than  on  almost  any  other 
subject.  The  conflict  between  what  the  ado- 
lescent does  and  what  he  is  told  in  literature, 
or  by  church,  and  youth  groups,  may  create 


such  intense  interference  with  equanimity  in 
the  teenager’s  mind  that  solution  becomes  of 
paramount  importance.  Every  teenager  deserves 
an  opportunity  to  discuss  this  subject,  if  he 
so  desires.  He  won’t  discuss  it  with  parents, 
or  under  duress,  but  in  the  presence  of  a re- 
spected and  trusted  physician  may  openly  talk 
about  it,  hint  vaguely  around  it,  or  require  only 
an  adroit  question  or  two  to  open  the  door  to 
discussion.  Understanding  attitude,  relaxed,  as- 
suring manner  of  the  physician’s  interest,  and 
informative  answers  will  dissipate  much  anxiety 
and  lead  to  satisfactory  adjustment  of  the  con- 
cerned adolescent.  Religious  training  is  a fre- 
quent source  of  conflict  relative  to  masturba- 
tion, and  it  is  most  wise  not  to  embroil  one’s 
self  in  justifying  or  rejecting  such  religious 
beliefs  to  a teenager  unless  it  becomes  necessary. 
The  positive  answers  one  gives  to  questions  on 
frequency,  effects  of,  and  relationship  to  other 
activities,  will  allay  fears  concerning  such  an 
anxiety-producing  habit  of  many  adolescents.  It 
is  worthwhile  to  read  material  from  various 
authors  and  develop  an  individual  method  of 
discussing  this  problem  with  young  men  and 
women. 

Although  we  seem  to  see  more  and  more 
heterosexual  experience  among  teenagers,  repeti- 
tion is  uncommon.  Experimental,  curiosity- 
satisfying  reasons  seem  to  be  the  basis  for  many 
episodes.  Fear  of  venereal  disease,  family  pun- 
ishment, pregnancy,  and  other  threatening  pres- 
sures are  effective  in  reducing  sex  practice  by 
teenagers.  More  effective,  however,  are  the  posi- 
tive factors  of  appropriate  sex  education,  frank 
discussion  of  sexual  matters  by  parents,  and 
home  environs  that  contribute  security  and  emo- 
tional stability. 

Homosexual  behavior  is  frequently  found,  but 
is  transient  in  the  adolescent.  It  is  not  correlated 
with  true  homesexuality,  and  must  not  be  sub- 
jected to  exclusion  or  rejection  which  would 
drive  the  teenager  into  seeking  companionship 
among  older  or  more  deeply  disturbed  groups. 
A single  episode  of  homosexual  behavior  should 
be  discussed  appropriately  with  the  involved 
teenager,  but  repeated  known  or  suspected 
episodes  become  the  responsibility  of  the  psy- 
chiatrist. It  has  been  my  experience  that  a 
significant  number  of  true  homosexuals,  respond- 
ing to  my  suggestion  and  supportive  help,  have 
availed  themselves  of  psychiatric  treatment  with 
some  improvement  and  better  social  adaptation. 
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Office  Care  of  the  Emotionally  Disturbed  Adolescent 

Whenever  I am  called  concerning  a teenager  I 
attempt  to  gain  all  of  the  information  possible  from 
the  parents,  often  by  a short  visit  a day  or  so 
earlier  than  my  appointment  with  the  teenager.  The 
views  of  both  parents  are  valuable,  if  available. 
When  I see  the  teenager,  it  is  almost  always  with 
an  introduction  by  a parent,  then  I excuse  the 
parents  and  devote  my  time  to  a warm,  personal, 
but  partly  reserved,  explanation  of  how  our  confer- 
ence is  confidential,  I am  interested  in  his  problems 
and  reasons  for  being  in  my  office,  and  that  I hope 
he  will  trust  me  sufficiently  to  share  his  views  with 
me.  If,  as  is  sometimes  the  case,  the  teenager  is 
reluctant  to  talk,  I ask  general  questions  about  some 
school  or  other  activity,  based  on  some  remarks  of 
my  own  teenagers,  such  as,  “Are  you  going  to  the 
Junior  Prom  next  week?”  If  you  don’t  have  a 
teenager,  keep  schedules  of  school  activities  for 
reference,  since  many  acute  episodes  of  teenager 
upsets  are  precipitated  by  tests,  grades,  social, 
sport,  or  other  activities  important  to  the  students. 

Almost  always  I do  a routine  physical  examina- 
tion during  the  early  part  of  an  interview.  .Along 
with  this  come  laboratory  tests  that  may  reassure 
the  adolescent  about  worries  not  revealed  early 
in  your  acquaintanceship  with  him.  Psychiatrists  or 
others  may  disagree  with  my  next  point,  but  I find 
it  valuable.  When  talking  with  the  adolescent,  and 
we  are  discussing  acne  for  instance,  I don’t  hesitate 
to  refer  briefly  to  my  own  acne  problem  as  a teen- 
ager. I assure  my  patient  that  I certainly  had  mis- 
givings about  improvement  and  can  svmphathize 
with  him.  I’m  very  careful  about  this  type  of  identi- 
fication, but  find  it  helpful.  This  seems  to  open 
doors  to  other  problem  areas,  and  the  teenager  ac- 
cepts remarks  I give  that  are  not  judgement  in  con- 
tent, critical,  or  frivolous. 

As  soon  as  I have  the  adolescent  talking  freely,  I 
listen,  not  showing  approval  or  disapproval.  Occa- 
sional repetition  of  a key  word  or  statement  of  the 
patient  in  a questioning  manner  is  a technique 
I learned  several  years  ago  in  a psychiatry  course. 
This  allows  maximum  ventilation  by  the  patient, 
and  helps  guide  the  interview  when  it  is  necessary. 
I always  remain  informal,  never  sitting  behind  a 
desk,  but  I avoid  getting  too  familiar.  As  a pro- 
fessional man,  trained  and  experienced,  I remain 
an  authority  to  the  patient,  although  I quickly 
remind  myself  that  my  ability  is  modest,  experience 
meager,  and  right  to  judge  forbidden. 

I always  am  firm  in  stating  right  from  wrong, 
and  consider  it  a privilege  to  indicate  this  to  the 
adolescent,  when  necessary.  Since  the  teenager  is 
measuring  my  sense  of  values,  and  assaying  my 
trust  and  respect  of  him,  I allow  time  for  his  ques- 
tions, and  try  to  remain  consistent  in  my  answers. 
If  the  opportunity  presents  itself  (and  it  almost 
always  does),  I draw  my  patient’s  attention  to  the 
favorable  points  and  praise  his  attributes.  Letting 


him  feel  the  thrill  of  a sincere  compliment  stimu- 
lates higher  endeavor. 

At  no  time  do  I take  sides  in  a tug  of  war 
between  teenager  and  parents.  Since  he  is  gradually 
changing  his  attitude  toward  his  parents,  it  is  most 
important  for  the  physician  to  cultivate  and 
strengthen  independence  for  the  adolescent.  At  the 
same  time,  parents  must  be  made  to  understand 
that  their  goal  should  be  to  have  their  adolescent 
become  a mature  adult,  independent  but  loving, 
and  self  reliant  rather  than  selfish. 

By  being  an  accepting  person,  and  using  such 
phrases  as,  “What  does  that  mean  to  you?”  or, 
'It  is  difficult  when  someone  doesn’t  understand 
you,  isn’t  it?”  or,  “That  certainly  seems  like  it  might 
make  you  anxious,”  I facilitate  the  interview,  and 
there  is  no  rejection  of  the  anxious  adolescent. 
Instead,  he  finds  warn  sharing  and  strengthening 
reassurance  in  place  of  criticism  or  authoritative 
demanding. 

When  the  teenager  talks  too  much,  there  is  always 
the  possibility  that  he  will  later  reflect  on  his 
conversation  and  avoid  future  visits.  I like  to  termi- 
nate the  appointment  before  this  occurs,  reassure 
him  about  my  interest,  suggesting  later  discussion 
of  the  emotion-laden  material.  I close  an  interview 
with  the  remark  that  I have  appreciated  the  privilege 
of  listening  to  and  sharing  in  the  teenager’s  prob- 
lems, and  that  he  should  feel  free  to  consult  me 
whenever  I may  be  of  help.  Sometimes  I am  specific 
in  making  an  appointment  for  a future  visit,  depend- 
ing on  the  adolescent’s  need.  I almost  always  give 
a booklet  for  the  teenager  to  read.  It  makes  good 
discussion  material  later. 

Briefly,  I must  comment  on  medication  for  the 
emotionally  disturbed  adolescent.  Although  there  are 
numerous  medications  available,  I have  selected  a 
few  for  use,  and  offer  their  names  only  to  indicate 
my  limited  experience.  Chlorpromazine  and  thiorid- 
azine hydrochloride  are  moderately  sedating  pheno- 
thiazines,  and  I use  them  in  hostile,  overactive, 
suspicious,  defiant,  or  angry  adolescents.  Apathetic, 
depressed,  withdrawn,  fearful  overly-compliant 
patients  receive  trifluoperazine  hydrochloride  if  I 
wish  them  to  have  a phenothiazine  tranquilizer, 
otherwise  I use  amitriptyline  hydrochloride  or  imi- 
pramine  hydrochloride.  Thioridazine  hydrochloride 
has  certainly  been  my  favorite  for  many  youngsters, 
and  side  effects  have  been  few  in  dosages  used. 
I do  not  use  amphetamines  except  in  some  obesity 
cases.  I do  not  give  sedatives  for  periods  longer 
than  four  or  five  days  in  most  instances. 

My  approach  to  problems  involving  emotional 
factors  in  obesity,  theft,  sexual  promiscuity,  alco- 
hol use,  skipping  school,  suicide,  and  others 
will  be  covered  in  Part  II  to  be  presented  later.  ■ 

119  Avenue  B (98290) 

Spanish  translation  of  abstract  on  page  784 
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Sliding  Indirect  Inguinal  Hernia 

A Simple  Surgical  Technique 

U.  SCOTT  PAGE,  M.D.  /JAMES  H.  FOSTER,  M.D.,  Portland  Oregon 

Modification  of  the  Hotchkiss  repair  of  sliding  inguinal  hernia  employs 
sutures  in  a narrow  cuff  of  peritoneum,  placed  and  tied  serially  to  effect  reduc- 
tion of  the  sliding  viscus.  The  method  protects  blood  supply,  requires  minimal 
dissection,  and  simplifies  closure  of  the  sac.  Progressive  steps  are  illustrated. 


The  pathologic  anatomy  and  technique  for  surgi- 
cal repair  of  sliding  indirect  inguinal  hernia 
are  poorly  understood  by  many  surgeons.  The 
relative  infrequency  of  this  type  of  hernia,  the 
deversity  of  methods  of  repair  recommended  in 
the  literature,  and  the  paucity  of  good  illus- 
trations of  technique  have  added  to  this  con- 
fusion. We  believe  that,  once  understood,  the 
pathology  and  the  necessary  techniques  to  handle 
the  peritoneal  sac  should  be  relatively  easy  to 
learn  and  the  repair  easily  accomplished.  Com- 
plicated maneuvers  are  not  necessary.  A straight- 
forward, simple,  safe  technique  for  treatment 
of  the  sac  will  be  described.  This  procedure  ade- 
quately reduces  the  sliding  viscus  with  a mini- 
mum of  dissection.  No  description  of  this  method 
has  been  found  in  the  literature. 

anatomic  considerations 

The  etiology  of  sliding  hernia  remains  unclear. 
However,  the  pathologic  anatomy  is  obvious  and 
consists  simply  of  the  prolapse  of  a retroperi- 
toneal or  partially  peritonealized  viscus  through 
a hernial  orifice,  (Figure  1A).  If  this  viscus  is 
partially  peritonealized  (as  most  are),  a hernia 
sac  must  also  exist,  one  side  of  which  is  made 
up  of  the  involved  viscus  invested  in  serosal 
peritoneum. 

The  dangers  involved  in  repair  of  these  hernias 
lie  exclusively  in  failure  to  identify  the  nature 
of  the  hernia.  Once  the  identification  has  been 
missed,  an  attempt  is  usually  made  to  clean  off 
the  undersurface  of  the  sac.  The  result  is  separa- 
tion of  the  blood  supply  from  the  sliding  viscus 
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or  entrance  into  the  viscus  itself.  There  is,  how- 
ever, a plane  between  the  sliding  viscus  and  the 
cord  structures  which  can  be  dissected  safely, 
(Figure  1A).  This  plane  lies  immediately  next  to 
the  cord  structures  and  can  be  carried  high  into 
the  abdominal  retroperitoneal  space  if  necessary. 
This  plane  is  utilized  by  all  repairs,  directly  or 
indirectly,  to  effect  reduction. 

standard  methods  of  repair 

The  objective  of  repair  consists  merely  in  com- 
plete reduction  of  the  herniated  viscus  with  its 
intact  vascular  supply  and  adequate  repair  of 
the  hernia  orifice.  Many  methods  have  been 
proposed  and  appear  to  give  good  results.  Con- 
struction of  several  models  has  convinced  us 
that  most  published  techniques  of  repair  result 
in  the  same  final  intra-abdominal  relationships 
of  peritoneum  and  sliding  viscus,  and  all  are 
adequate  solutions  to  the  problem. 

Hotchkiss  described  a method  of  repair  in 
1909  which  used  the  free  sac,  split  and  folded 
behind  the  colon  and  its  mesentery,  as  a cover- 
ing to  protect  the  colonic  blood  supply,  thus  con- 
verting the  sliding  viscus  into  an  intraperitoneal 
structure.1  Nyhus  and  Harkins  have  recently  pub- 
lished the  first  adequate  illustration  of  the  Hotch- 
kiss repair  that  we  have  been  able  to  find.2 
Difficulty  with  this  technique  occasionally  arises 
when  the  sac  does  not  provide  enough  material 
for  closure  because  of  its  small  size.  Also  this 
maneuver  does  not  reduce  the  viscus.  When 
completed,  the  peritonealized  sliding  component 
must  still  be  pushed  back  through  the  hernia 
defect  and  held  out  of  the  way  while  the  peri- 
toneum and  fascia  are  closed  behind  it. 

The  methods  of  Moschowitz3  and  LaRoche* 
differ  only  in  that  reduction  is  accomplished  via 
a separate  counter  incision  high  in  the  abdomen. 
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Fig.  1 -A.  Cross  section  of  pathologic  anatomy  of  a sliding  indirect  inguinal  hernia.  -B.  The 
unopened  peritoneal  sac  of  the  indirect  inguinal  hernia.  -C.  The  peritoneal  sac  is  opened  and 
it  is  evident  that  the  posterolateral  wall  is  formed  by  the  retroperitoneal  sigmoid  colon.  An 
incision  is  made  down  to  the  apex  of  the  sliding  component.  -D,  The  suture  placed  at  A- A 
is  buried  by  the  suture  joining  the  two  points  B.-E,  As  C is  joined  to  C,  the  sliding  viscus  is 
pushed  back  toward  the  peritoneal  cavity.  -F,  By  tying  D to  D over  the  apex  of  the  sliding 
sigmoid  colon,  the  viscus  is  reduced  into  the  peritoneal  cavity.  The  remaining  neck  of  the 
peritoneal  sac  is  closed  with  a purse-string  suture  in  the  usual  fashion. 
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The  sac  is  then  closed  inside  the  peritoneal 
cavity,  with  an  end  result  identical  to  that  of 
the  Hotchkiss  repair. 

In  1942  Zimmerman,3  and  later  Ryan,6  advo- 
cated primary  dissection  of  the  sliding  viscus  and 
sac  from  the  cord  structures  followed  by  simple 
reduction  and  repair  of  the  internal  ring.  In  many 
of  the  latter’s  cases  the  sac  was  neither  opened 
nor  resected.  Results  in  over  300  cases  were  re- 
ported as  excellent,  but  again  the  retroperitoneal 
portion  of  the  sliding  viscus  is  not  reduced  by 
this  technique.  It  must  be  forcibly  pushed  back 
into  the  abdominal  cavity  and  held  out  of  the 
way  while  the  fascial  defect  is  closed.  This 
method  is  most  suitable  for  the  very  small 
sliding  hernia. 

simplified  method  recommended 

The  method  described  below  does  not  depend 
on  the  amount  of  free  sac  present  and  effects 
reduction  from  the  inguinal  area  without  pri- 
mary dissection  near  the  blood  supply  to  the 
sliding  viscus. 

As  diagrammed  in  Figure  1B-F,  the  opened 
sac  is  trimmed  away  in  stages  from  the  apex 
of  the  sliding  component  leaving  a peritoneal 
cuff  2 to  3 mm  wide.  Interrupted  sutures  are 
then  placed  in  this  cuff  to  invert  the  apex  back 
toward  the  abdominal  cavity.  Each  suture  is 
tied  over  the  previous  one,  rather  than  behind 
the  sliding  viscus  as  is  done  in  the  Hotchkiss 
maneuver.  The  excess  material  of  each  suture 
must  be  cut  before  the  next  suture  is  tied  down 
since  the  knots  will  be  buried  by  the  gradual 
turning  in  of  the  sliding  component.  In  this 
manner,  the  viscus  is  gradually  reduced  without 
primary  dissection  of  the  area  of  its  blood  sup- 
ply. The  viscus  is  automatically  reduced  and 
permanently  held  out  of  the  way  of  the  final 
peritoneal  and  fascial  closures  by  this  technique 
of  handling  the  peritoneal  sac.  Confusion  is 
avoided  by  cutting  only  enough  peritoneal  cuff 
between  stitches  to  allow  proper  placement  of 
the  next  stitch. 


Thus,  the  basic  differences  between  this  tech- 
nique and  the  Hotchkiss  repair  are  that  a smaller 
cuff  of  peritoneum  is  used  and  the  knots  arc 
tied  over  the  tip  of  the  sliding  viscus  to  push  it 
back,  rather  than  behind  it,  to  create  a “new 
mesentery”. 

It  is  true  that  when  less  than  half  of  the  slid- 
ing component  is  peritonealized  prior  to  the 
procedure,  the  viscus  will  lie  in  a retroperitoneal 
position  following  repair,  but  this  is  no  more  than 
a restoration  of  the  original  position  before 
herniation.  Since  the  sac  is  trimmed  close  to 
the  bowel,  there  will  always  be  enough  peri- 
oneum  to  effect  this  repair.  A counter  incision 
is  never  needed.  Adequate  fascial  repair  must 
follow  this  portion  of  the  procedure  and  consti- 
tutes the  primary  defense  against  recurrent 
herniation.  ■ 
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abstracto 

La  modificacion  de  la  tccnica  de  Hotchkiss 
para  reparar  la  hernia  inguinal  por  desliza- 
miento,  ernplea  suturas  en  un  estrecho  dohlez 
de  peritoneo,  colocado  ij  ajustado  en  serie  para 
efectuar  la  reduccion  de  la  viscera  deslizada. 
El  metodo  protege  la  normal  irrigacion  sangui- 
nea,  requiere  una  minima  diseccion  y simplifica 
el  cerramiento  del  saco.  Los  pasos  progresivos 
estan  ilustrados. 
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PROTAMIDE 


colloidal  solution 
of  denatured 
proteolytic  enzyme 


provides  the  selective  fast-acting  relief . . . 


Repeatedly  in  published  clinical  studies,1'10 

investigators  stress  the  following  thera- 
% peutic  characteristics: 

• relief  of  inflammatory  pain  (non-trau- 
matic)  is  prompt— particularly  when  ad- 
ministered early.1-4 

• disability  time  is  shortened  from  weeks 
to  days.7 

• so  specifically  effective  is  Protamide  that 
a positive  response  is  diagnostic  of  in- 
flammatory neuritis.3'4 

• prompt  relief  is  observed  even  in  oph- 
thalmic herpes  zoster.5  6 

• incidence  of  sequelae  such  as  posther- 
petic neuralgia  is  reduced.1'4 

• consistently  described  as  the  therapy  of 
choice.1-3'6 


Administration: 

In  neuritis  and  herpes  zoster,  one  ampul 
I.M.  daily  for  2 to  5 days  usually  relieves 
pain  completely  in  patients  treated  early. 
Well  tolerated.1"10  However,  inadvertent  in- 
travenous administration  may  cause 
anaphylactoid  reaction. 

— Boxes  of  10  ampuls,  1.3  cc.  each.— 

References:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63: 697- 
698  (May)  1960.  (2)  Smith,  R.  T.:  New  York  Med. 
8:16-19  (Aug.  20)  1952.  (3)  Smith,  R.  T.:  Med.  Clin.  N. 
America  (March)  1957.  (4)  Lehrer,  H.  W.;  Lehrer,  H.  G., 
and  Lehrer,  D.  R.:  Northw.  Med.  54: 1249-1252  (Nov.) 
1955.  (5)  Sforzolini,  G.  S.:  Arch  Ophthal.  62-381-385 
(Sept.)  1959.  (6)  Shupala,  E.:  W.  Virginia  Med.  J. 
56:191-193  (June)  1960.  (7)  Xander,  G.  W.:  Western 
Med.  1:14-17  (Sept.)  1960.  (8)  Combs.  F.  C.,  and 
Canizares,  O.:  New  York  J.  Med.  (Mar.  15)  1952,  pp. 
706-708.  (9)  Marsh,  W.  C.:  U.S.  Armed  Forces  Med.  J. 
1 :1045  (Sept.)  1950.  (10)  Love,  T.  R.:  Rocky  Mountain 
Med.  J.  50:873  (Nov.)  1953. 
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WASHINGTON 


Washington  State  Medical  Association  1800  Terry  Avenue,  Seattle,  Washington  98101 

president  Carl  P.  Schlicke,  M.D.,  Spokane 

secretary  Carl  E.  Madge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 
annual  meeting,  1966,  Spokane 


CARL  P.  SCHLICKE,  M.D. 

President,  Washington  State  Medical  Association 


place  and  date  of  birth 

Brooklyn,  New  York,  March  16,  1910. 


education  and  training 

Graduated  Los  Angeles  High  School,  1927. 

A.  B.  Degree— U.C.L. A.,  1931,  Major— Psychology. 
M.D.  Degree— Johns  Hopkins  Medical  School, 
1935. 

M.S.  (Surgery)— University  of  Minnesota,  1940. 
Internship— Johns  Hopkins  Hospital,  1935-36. 
Assistant  Residency  in  Surgery— Long  Island  Col- 
lege Hospital,  1936-37. 


Fellowship  in  Surgery,  Mayo  Clinic,  1937-42, 
First  Assistant  to  Dr.  C.  W.  Mayo,  1941-42,  Assis- 
tant Surgeon,  Mayo  Clinic,  1942. 

certification 

American  Board  of  Surgery,  1943. 
professional  association 

Rockwood  Clinic,  1946;  Chief  of  Surgical  Service, 
1951. 

hospital  affiliation 

Sacred  Heart  Hospital,  active  staff;  past-president 
of  staff;  Chairman  of  Surgical  Committee  since  1958. 

Deaconess  Hospital,  courtesy  staff;  St.  Luke’s 
Hospital,  courtesy  staff;  Holy  Family  Hospital, 
courtesy  staff;  Spokane  Veterans  Hospital,  consult- 
ant. 

membership  in  medical  societies 

Spokane  County  Medical  Society  (former  Trust- 
ee). 

Washington  State  Medical  Association. 

American  Medical  Association. 

Fellow  of  the  American  College  of  Surgeons  (Gov- 
ernor since  1960). 

Washington  State  Chapter,  American  College  of 
Surgeons  ( past-President ) . 

Spokane  Surgical  Society  (past-President). 

North  Pacific  Surgical  Association  (past-Presi- 
dent) . 

Western  Surgical  Association  (former  Council 
member) . 

Pacific  Coast  Surgical  Association. 

International  Society  of  Surgery  (program  par- 
ticipant at  meeting  in  Rome). 

Alumni  Association,  Mayo  Clinic  (member  of  the 
Advisory  Board  since  1963). 
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Barber  Surgeons  of  the  Pacific  Northwest. 
Editorial  Advisor,  Board,  northwest  medicine. 

honor  societies 

Alpha  Omega  Alpha,  Sigma  Xi. 

fraternities 

Sigma  Pi,  Alpha  Kappa  Kappa. 

membership  in  lay  organizations  and  para  medical 
organizations 

American  Cancer  Society  (member  of  Board  of 
Directors,  Spokane  Chapter). 

.American  Heart  Association  (Director,  North- 
eastern Washington  Chapter). 

National  League  for  Nursing  (former  Director  of 
Eastern  Washington  Division). 

Municipal  League. 

Spokane  Chamber  of  Commerce. 

Spokane  Community7  Blood  Bank  (Incorporator, 
past-President). 

Eastern  Washington  Historical  Society  (Trustee). 
Tesemeni  Outing  Club  (past-President). 

Spokane  Club. 

Spokane  Corral  of  the  Westerners  (former 
Sheriff) . 

World  War  II  service 

AUS,  1942-1946,  Lt.  to  Lt.  Col.,  served  1 1/2 
years  in  New  Guinea  and  1 year  in  the  Philippines 
with  the  Mayo  Clinic  unit. 

PUBLICATIONS 

1 Hereditary  pseudohemophilia.  Proc  Staff  Meet  Mayo 
Clinic  13:529-533,  Aug.  24.  1938  (with  B.  E.  Hall). 

2 Effect  of  normal  and  abnormal  human  gastric  juice 
administered  to  the  mother  on  blood  of  new-born  rats; 
Preliminary  report.  Proc  Staff  Meet  Mayo  Clinic  14:145- 
149,*.  March  8,  1939. 

3 Clubbed  fingers  and  ulcerative  colitis.  Am  J Digestive 
Diseases  7:17-21  Jan.  1940  (with  J.  A.  Bargen). 

4 Fulminating  ulcerative  colitis:  A critical  analysis  of 
twenty  cases.  Minn  Med  23:348-355,  May  1940  (with  J.  A. 
Bargen). 

5 Factors  in  the  conservative  management  of  intestinal 
obstruction.  Proc  Staff  Meet  Mayo  Clinic  15:369-372  June 
12,  1940. 

6 External  fecal  fistula  of  eighteen  years  duration: 
Report  of  a case.  Proc  Staff  Meet  Mayo  Clinic  15:409-412 
June  26,  1940  (with  C.  F.  Dixon). 

7 Studies  on  effect  of  human  gastric  juice  on  reticulo- 
cytes of  albino  rats.  Am  J of  Digestive  Diseases  7 :277-280 
July  1940. 

8 Blood  of  new-born  rats  after  oral  administration  to 
the  mother  of  normal  and  abnormal  human  gastric  juice. 
Am  J Med  Sc  200:155-164  Aug.  1940. 

9 The  management  of  intestinal  obstruction.  An  evalu- 
ation of  conservative  therapy.  JAMA  115:1411-1416  Oct.  26. 
1940  (with  J.  A.  Bargen  & C.  F.  Dixon). 

10  Exogenous  tumors  of  the  thyroid  gland.  Am  J Path 
17:283-288  May  1941  (with  C.  W.  Mayo). 

11  The  surgical  management  of  fecal  fistulae.  Ann 
Surg  114:1011-1017  Dec.  1941  (with  C.  W.  Mayo). 

12  Carcinoma  of  the  colon  and  rectum;  a study  of 
metastasis  and  recurrence.  Surg  Gynec  Obstet  74:83-91  Jan. 
1942  (with  C.  W.  Mayo). 


13  Carcinoma  of  the  rectum,  rectosigmoid  and  sigmoid; 
selection  of  cases  for  one-stage  combined  abdominoperi- 
neal resection.  South  Surg  11:14-23  Jan.  1942  (with  C.  W. 
Mayo). 

14  The  appearance  of  a barbiturate  in  human  milk. 
Proc  Staff  Meet  Mayo  Clinic  17:87-88  Feb.  11,  1942  (with 
C.  W.  Mayo). 

15  Anuria  following  operations  on  the  colon  and  rec- 
tum. Jour  Urol  48:207-218  Aug.  1942  (with  C.  W.  Mayo). 

16  That  hazardous  eminence,  the  colostomy  spur.  Am  J 
Surg  50:29-34  Oct.  1942  (with  C.  W.  Mayo). 

17  End-to-end  iliocolostomy,  indications  for,  and  evalua- 
tion of.  in  resection  of  right  portion  of  colon  in  one-stage 
for  malignant  disease.  Surg  12:716-728  Nov.  1942  (with 
C.  W.  Mayo). 

18  Ectopic  endometrial  tissue  in  the  thigh.  JAMA  132: 
445-446  Oct.  26,  1946. 

19  Carcinoma  of  the  rectum,  selection  of  operation. 
Spokane  Coun  Med  Soc  Bui  20:3-13  Sept.  1947. 

20  Diagnosis  of  acute  appendicitis  in  the  tropics.  Am  J 
Surg  75:582-584  Apr.  1948. 

21  Polyps  of  the  large  intestine;  Northwest  Medicine 
47:276-278  Apr.  1948.  St.  Luke’s  Staff  Meet. 

22  Surgery  in  the  management  of  thyroid  disease.  Spo- 
kane Coun  Med  Soc  Bui  23:5-20  Oct.  1950. 

23  Post-operative  vocal  cord  fixation.  Western  J Surg 
Obstet  Gynec  59:84-87  Feb.  1951. 

24  Perforation  of  the  intestine  without  external  trauma. 
Post-Graduate  Medicine  10:222-229  Sept.  1951. 

25  Thyroiditis.  Arch  Surg  63:656-662  Nov.  1951. 

26  Operative  cholangiography.  Bull  Spokane  County 
Med  Soc  24:5-8  Nov.  1951. 

27  Secondary  operations  on  the  biliary  tract.  Am  J 
Surgery  85:754-759  June  1953. 

28  Surgical  aspects  of  thyrotoxic  heart  disease.  Western 
J Surg  Obstet  Gynec  61:464-468  Aug.  1953. 

29  Gangrenous  bowel;  current  therapeutic  concepts. 
Post-Graduate  Medicine  15:5-10  Jan.  1954. 

30  Corticotropin  (ACTH)  in  hyperthyroidism.  AMA 
Arch  Surg  68:800-819  June  1954  (with  R.  F.  Berghan). 

31  Intramuscular  Oxytetracyclene,  (with  W.  E.  Ander- 
son) Antibiotics  and  chemotherapy  4:939-943  Sept.  1954. 

32  Choice  of  treatment  for  the  hyperthyroid  state.  West- 
ern J Surg  Obstet  Gynec  63:12-17  Jan.  1955  (with  R.  F. 
Berghan). 

33  Peptic  ulcer  in  the  aged.  Am  J Surgery  90:361-366 
Aug.  1955  (with  Arch  H.  Logan,  Jr.  & J.  Johnson). 

34  Blood  vessel  grafts.  Northwest  Medicine  55:1069-1073 
Oct.  1956. 

35  The  trained  nurse.  Northwest  Medicine  56:1181-1187 
Oct.  1957. 

36  The  management  of  goiter  in  children.  Am  J Surg 
96:27-32  July  1958  (with  Robert  Berghan). 

37  What  the  staff  expects  of  the  administration.  North- 
west Medicine  58:41-46  Jan.  1959. 

38  Surgical  treatment  of  diverticolitis  of  the  colon. 
JAMA  169:1019-1024  March  1959  (with  Arch  H.  Logan,  Jr.). 

39  Chronic  thyroiditis  and  autoimmune  disease.  North- 
west Medicine  1959. 

40  Splenectomy  in  hematologic  disease.  Spokane  Co 
Med  Soc  Bui  33:31-34  Feb.  1960. 

41  Carcinoma  in  chronic  thyroiditis.  Surg  Gynec  Obstet 
111:552-556  Nov.  1960  (with  John  E.  Hill  and  G.  F.  Schultz). 

42  Parathyroid  adenoma;  survey  of  cases  recorded  over 
a thirteen-year  period  in  a community  of  250,000.  North- 
west Medicine  60:787-791  Aug.  1961  (with  R.  F.  Berghan). 

43  Complications  of  duodenal  ulcer.  Post-Graduate 
Medicine  32:578-584  Dec.  1962  (with  Arch  H.  Logan.  Jr.). 

44  Results  of  splenectomy  in  hematologic  disease.  AMA 
Arch  Surg  86:903-911  June  1963  (with  S.  K.  Mcllvanie). 

45  Complications  of  vagotomy.  Am  J Surg  106:206-213 
Aug.  1963. 

46  Post-vagotomy  problems  and  their  management. 
Bull  of  the  Internat  Soc  of  Surg  (In  press). 

47  Current  trends  in  the  treatment  of  peptic  ulcer. 
Northwest  Medicine  63:443-446  July  1964. 

48  Familial  pancreatitis.  (In  press)  (with  Arch  H. 
Logan.  Jr.). 

Washington  news  continued  on  page  762 
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PRESIDENT’S  page 


ROLAND  D.  PINKHAM,  M.D. 


It  would  well  nigh  be  impossible  to  outline  for 
you  today  all  that  has  been  accomplished  this  year 
by  the  W.S.M.A.  I can  assure  you  this  has  been  a 
busy  and  significant  year.  I would  like  to  discuss 
in  detail  many  of  the  problems  and  solutions  re- 
sulting from  our  activities,  but  time  does  not  permit 
me  to  do  so.  The  answers  to  some  of  these  will  be 
found  in  the  Delegates’  handbook,  the  supplemental 
reports  and  the  summary  of  the  Executive  and 
Trustees  actions  for  the  year  which  will  be  avail- 
able to  anyone  who  wishes  to  attend  the  House  of 
Delegates  meeting  this  afternoon. 

This  is  all  part  of  a concerted  effort  on  our 
part  to  improve  communications  which  as  you  re- 
call, was  the  theme  of  Dr.  Hunter’s  talk  last  year. 
We  have  tried  our  utmost  to  keep  each  and  every 
member  of  the  Association  informed  on  national, 
state  and  Association  activities  through  the  Wash- 
ington section  of  Northwest  Medicine,  redheads, 
and  personal  correspondence  and  contacts.  The 
significant  fact  remains  without  proper  communi- 
cations and  correct  information,  sound  and  intelli- 
gent decisions  are  not  possible.  We  hope  we  have 
given  you  this  information  and  that  you  have  used 
it  wisely. 

Just  what  then  are  the  significant  forces  at  work 
in  today’s  society  and  what  can  we  do  about  them? 
Certainly  last  November’s  elections  have  had  a pro- 
found effect  on  the  philosophy  and  actions  of 
medical  thinking.  We  will  have  to  adjust  to  the 
sweeping  changes  voted  into  law  this  session  of 
Congress,  and  with  the  President’s  promise  of 
“more  to  come”. 

Obviously  the  practice  of  medicine  as  we  have 
known  it  will  radically  be  affected.  Unless  an  in- 

Presidential  Address  given  at  76th  Annual  Convention 
of  the  Washington  State  Medical  Association,  September 
15,  1965,  in  Seattle,  Washington. 


telligent  and  sober  re-evaluation  of  current  think- 
ing can  lead  to  new  direction  of  the  hastily  con- 
trived and  wasteful  administration  programs, 
private  practice  will  soon  be  a thing  of  the  past. 
Medicine  has  and  can  adjust  to  changes  but  the 
overriding  consideration  at  this  time  is  what  changes, 
if  any,  should  be  considered  which  would  provide 
improved  medical  care. 

Certainly  we  have  seen  dramatic  social  changes 
during  the  past  30  years,  and  yet  with  all  these, 
our  social  and  economic  problems  have  increased 
at  a far  greater  pace  than  legislation  can  curb.  Thus 
it  should  be  plainly  evident  that  the  answer  to 
America’s  problem  is  not  increased  socialization, 
but  re-evaluation  of  individual  responsibility  and 
integrity  which  we  in  the  medical  profession  have 
stoutly  advocated  over  the  years.  We  see  no  reason 
to  change  our  opinion  now.  This  does  not  mean 
social  considerations  are  to  be  ignored,  but  it  does 
mean  that  individual  responsibility  must  not  be 
diluted  or  shunned  in  today’s  drift  toward  col- 
lectivism. 

All  one  has  to  do  is  to  look  over  the  proposed 
and  passed  Legislation  this  year  to  realize  socialized 
medicine  is  upon  us  in  one  giant  leap.  No  longer 
do  we  have  a Government  of  checks  and  balance 
with  a Constitution  and  Bill  of  Rights  to  protect 
us.  We  now  have  a Government  in  which  the 
Executive,  Legislative  and  Judicial  branches  are 
interpreting  the  Constitution  as  they  wish  and 
thereby  rewriting  the  laws  for  political  control  or 
self-gain.  With  irresponsible  expenditures  of  public 
money  and  escalating  cost  to  all,  there  is  little  hope 
of  holding  back  or  reversing  the  trend  since  Con- 
gress is  even  more  reckless  and  demanding  than 
the  President  himself.  The  only  hope  of  changing 
the  tide  is  through  a taxpayers’  revolt  thereby 
electing  a more  conservative  and  responsible  Con- 
gress. This  seems  unlikely  in  the  foreseeable  future 
for  the  designers  of  the  “Great  Society”  are  very 
clever  to  conceal  the  real  cost  of  these  programs  for 
they  will  not  be  noticeably  felt  for  some  period  of 
time.  Eventually,  voters  will  gradually  wake  up  to  the 
fantastic  increase  in  taxes  they  have  been  committed 
to  by  this  Administration.  The  only  possible  solution 
of  our  dilemma  will  be  either  inflation  or  con- 
tinued confiscatory  taxation  of  private  property  and 
capital  with  resulting  socialization  of  all  society. 
So  long  as  the  governing  party  has  the  vote  and  so 
long  as  people  can  be  mislead,  fooled  or  lulled  as 
in  a hypnotic  dream  to  the  significant  issues  at  stake, 
the  importance  of  individual  responsibility  and 
integrity  is  meaningless.  Once  these  words  had  real 
substance,  but  in  today’s  society,  we  are  told  it  is 
not  really  how  meaningfully  we  live,  but  for  how 
long. 

This  then  brings  us  to  the  vital  question— how 
and  when  does  one  protect  against  Government 
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Time  after  time,  in  patient  after  patient, 
Percodan’s  pain-killing  action  is  fast,  potent  and 
predictable.  Enthusiasm  for  Percodan  by  physi- 
cians is  almost  directly  proportional  to  their  expe- 
rience with  this  analgesic  formula.  Just  one 
Percodan  tablet  usually  brings  relief  within  5 to 
^ 15  minutes  and  maintains  it  for  6 hours  or  more. 

It  rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours. 
Precautions,  Side  Effects  and  Contraindications 
— The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and 
somewhat  greater  than  those  of  codeine.  The  usual 
precautions  should  be  observed  as  with  other  opi- 


ate analgesics.  Although  generally  well  tolerated, 
Percodan  may  cause  nausea,  emesis,  or  constipa- 
tion in  some  patients.  Percodan  should  be  used 
with  caution  in  patients  with  known  idiosyn- 
crasies to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias. 


Also  available:  Percodan®-Demi,  each  scored 
pink  tablet  containing  2.25  mg.  oxycodone  HC1 
(Warning:  May  be  habit-forming),  0.19  mg.  oxy- 
codone terephthalate  (Warning:  May  be  habit- 
forming), 0.19  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg. 
caffeine. 


throughout  the  wide  middle  range  of  PAIN... 


£ndo 


Literat-ure  on  request 

ENDO  LABORATORIES  INC.  Garden  City,  New  York 


Each  scored  yellow  Percodan*  Tablet  contains 
4.50  mg.  oxycodone  HC1  (Warning:  May  be  habit- 
forming), 0.38  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.38  mg.  hom- 
atropine terephthalate,  224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 


•U.S.  Pats.  2,628.185  and  2,907,768 


actions  that  are  felt  to  be  morally  wrong?  We  are 
told  we  must  alter  our  present  perspective  of  medical 
care,  for  our  point  of  reference  in  the  new  social 
order  will  have  to  change.  I’m  sure  this  is  what  is 
planned,  but  we  know  this  does  not  necessarily 
make  for  better  care;  and  society  has  much  to  lose 
if  the  quality  of  medical  care  deteriorates  or  if  the 
dedication  of  each  individual  doctor  or  student  goes 
unheeded.  We  must  then  assess  our  strength  as 
well  as  our  weaknesses.  Our  concern  should  be  to 
strengthen  our  contributions  to  sound  medical  care 
and  to  eliminate  or  alter  those  aspects  of  patient 
care  that  no  longer  serve  the  best  interests  of 
society.  The  sweeping  changes  offered  by  this 
administration  should  be  weighed  carefully  for  as 
laudable  as  some  of  these  may  seem,  the  weakening 
or  fractionating  of  present  medical  practice  in  this 
country  could  lead  to  chaos  and  the  crumbling  of 
present  standards.  This  must  never  happen.  We 
can  and  have  repeatedly  said  that  our  present  sys- 
tem of  medical  care  founded  on  need,  integrity  and 
proven  scientific  advancement  is  second  to  none 
and  the  envy  of  the  world. 

In  discussing  with  a member  of  the  economics 
faculty  at  the  University  of  Washington,  the  prob- 
lem of  how  one  can  in  good  faith  morally  object 
effectively  to  the  Administrations’  Medicare  con- 
cept, we  learned  that  although  this  gentleman  has 
participated  as  a referee  in  many  labor  disputes, 
he  was  completely  taken  back  when  we  stated  our 
opposition  to  this  legislation  was  solely  on  a philo- 
sophical basis.  This  question  apparently  had  never 
been  raised  before  and  he  was  unable  to  answer  our 
question.  Certainly  all  of  us  have  a point  beyond 
which  we  would  refuse  to  comply  with  any  dicta- 
torial or  compulsory  law.  Where  this  end  point  is 
will  depend  on  the  individual  concerned  and  on  his 
political  philosophy.  We  are  told  legally  we  do  not 
have  to  participate  with  medicare  but  that  this  must 
be  on  an  individual  basis.  To  non-participate  as  an 
organization  would  be  in  violation  of  the  Sherman 
Anti-Trust  Act  and  subject  to  litigation.  With  the 
present  composition  of  the  Supreme  Court,  there 
is  little  doubt  where  we  would  find  ourselves. 
Certainly  there  are  many  aspects  of  this  law,  and 
other  laws,  that  we  object  to  and  always  will,  but 
unless  these  laws  are  amended  or  repealed,  they  are 
the  laws  of  the  land. 

It  is  incumbent  upon  us  then  as  physicians,  to 
see  to  it  that  not  only  Medicare  but  the  vast  array 
of  medical  legislation  coming  through  state  and 
federal  government  programs  are  well-directed  and 
soundly  administered.  This  we  must  do  in  an  ad- 
visory capacity.  If  our  services  are  ignored,  then 
I think  we  have  good  and  just  reasons  to  withdraw 
from  participation  in  such  programs.  We  shall 
watch  closely  future  developments  with  great  con- 
cern. 


The  W.S.M.A.  has  conducted  two  statewide 
conferences  this  year.  One  on  adoptions,  and  the 
other  on  health  facility  planning.  These  were  both 
first  of  their  type  on  a statewide  basis  in  the  country, 
and  they  were  both  very  successful.  In  addition,  we 
are  planning  a statewide  conference  on  “Quackery” 
which  will  be  held  in  conjunction  with  the  Pacific- 
Science  Center  at  the  Seattle  Center  next  May. 

It  is  becoming  increasingly  necessary  for  us  to 
participate  with  other  organizations  to  support  and 
promote  good  medical  and  health  standards.  More 
and  more  organizations  are  entering  the  health 
fields  in  one  way  or  another  and  we  must  keep 
constant  surveillance  if  proper  standards  are  to  be 
maintained.  This  may  mean  that  as  time  goes  on, 
we  will  have  to  participate  more  actively  on  an 
inter-professional  coordinating  basis.  Medical  Ad- 
visory Committees  are  more  in  demand  all  the  time, 
and  it  is  essential  when  these  are  deemed  necessary 
by  the  Board  of  Trustees,  that  we  provide  able  and 
active  participation  by  our  membership.  Although 
this  places  an  added  burden  on  our  services,  it  is 
the  only  way  we  can  effectively  participate.  To  do 
otherwise  would  be  to  withdraw  from  all  activities 
and  be  a victim  of  social  planning  even  more  than 
we  are  today. 

In  pursuit  of  advisory  effort,  we  have  met  with 
our  representatives  and  senators,  with  State  Legis- 
lators, the  Governor  on  several  occasions,  with  state 
departments  including  welfare,  health  institutions 
and  public  instruction.  In  addition,  we  have  met 
with  mental  health  groups,  mental  retardation 
groups,  educational  groups,  nursing  groups  and 
various  Chamber  of  Commerces  only  to  mention  a 
few.  We  have  worked  closely  with  the  University 
of  Washington  Medical  School  in  overall  planning, 
graduate  education,  environmental  health,  etc.  All 
this  means  time,  effort  and  dedication  on  the  part 
of  your  officers,  committee  members  and  particularly 
on  the  part  of  our  fine  Central  Office  staff. 

In  speaking  on  behalf  of  the  Executive  Com- 
mittee and  supported  with  sound  legal  advice  from 
our  legal  counsel,  I would  like  to  state  that  all  our 
actions  this  year  have  been  directed  toward  one 
goal— and  that  has  been  to  constantly  strive  to  im- 
prove the  quality  of  medical  care  in  our  state.  With- 
out your  support,  this  would  not  have  been  possible. 

So  in  conclusion,  I wish  to  thank  all  of  you  for 
the  privilege  of  serving  as  your  President.  It  is  a 
singular  rewarding  experience.  I hope  our  efforts 
will  continue  to  pay  increasing  dividends  in  the 
years  ahead. 


* 
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OFFICIAL  PUBLICATION 


SUMMARY  OF  PROCEEDINGS  OF  HOUSE  OF  DELEGATES 

of  the 

Washington  State  Medical  Association 

Seattle,  Washington  September  12-15,  1965 

The  following  summary  covers  only  a few  of  the  many  important  subjects 
dealt  with  by  the  House  of  Delegates  and  is  not  intended  as  a detailed  or  complete 
report  on  all  actions  taken. 

Richard  F.  Gorman,  Executive  Secretary 


Overflow  crowd  at  Sunday  Family  Banquet  where  Mr.  W.  P.  Gullander,  president  of  the 
National  Association  of  Manufacturers,  told  of  industry’s  efforts  in  modifying  governmental 
regulatory  legislation  to  bring  it  into  the  focus  necessary  to  successful  and  productive  operation 
of  our  industrial  economy. 


Daily  newspapers  in  Seattle  and  throughout  the 
stath,  and  doctors’  comments  at  the  meeting  praised 
the  excellence  of  the  scientific  program  of  the  76th 
Annual  Convention  of  the  Washington  State  Med- 
ical Association  held  in  Seattle,  September  12-15. 
Physician  attendance  exceeded  expectations  by  run- 
ning well  over  the  1,000  mark,  with  specialty  and 
sub-specialty  sessions  jammed  to  capacity.  Special 
features  on  sex,  survival,  population  explosion,  and 
medical  education  were  superb,  well-received,  and 
thoroughly  discussed. 

Policy-making  decisions  were  made  by  the  House 


of  Delegates  after  heavy  discussion  and  debate  in 
Reference  Committees,  and  in  spirited,  sometimes 
acrimonious  debate  on  the  floor  of  the  House. 

medicare 

By  approving  most  of  the  actions  of  the  Execu- 
tive Committee,  Board  of  Trustees  and  officers  dur- 
ing the  past  12  months,  and  by  rejecting  several  reso- 
lutions, the  House: 

1.— Reaffirmed  the  individual  physician’s  right  and 
duty  to  make  his  own  individual  decision  regarding 

continued  on  page  767 


Opposite  page,  CONVENTION  PHOTOS,  left  column,  top  to  bottom:  1 — Jay  Kranz,  of  Seattle,  is 
shown  at  exhibit  of  Membrane  Oxygenator  for  Cardio-Pulmonary  Bypass,  entered  by  Drs.  Kranz, 
Crystal,  Wagner,  and  Day;  2 — urethral  valves  should  be  found  more  frequently  by  using  techniques 
demonstrated  by  Drs.  Anderson  and  Ansell;  3 — mitral  valve — repair  or  replace?  was  the  subject 
of  this  exhibit  by  Drs.  Lawrence,  L.  Edmunds,  Jr..  Hughes,  Paine.  Johnston,  and  Fox;  4 — ex- 
hibit of  physicians’  paintings  in  grand  ballroom  was  well  attended  and  praised.  Right  column, 
top  to  bottom:  1 — the  role  of  Myelomeningocele  and  Hydrocephalus  Clinic  at  Children’s  Ortho- 
pedic Hospital  and  Medical  Center  in  Seattle  was  demonstrated  in  this  exhibit  by  Drs. 
Biddle,  Chapman,  Kretzler,  Palken,  and  Paterson;  2 — versatility  of  physician  artists  was 
appreciated;  3 — cardiac  arrest  was  the  subject  of  a demonstration  of  external  cardiac  massage 
and  mouth  to  mouth  respiration  by  J.  C.  Michel  and  the  Washington  State  Heart  Association; 
4 — additional  view  of  the  outstanding  art  exhibit. 
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A view  of  the  modern,  well-equipped  laboratory  in  the  new  Shadel  Hospital. 
Designed  specifically  for  the  treatment  of  alcoholism,  Shadel  is  now  located 
at  12001  Ambaum  Boulevard,  S.W.,  Seattle.  CH  4-8100. 


The  setting  for  the  52-bed  hospital  is  in  a suburban  area  which  provides 
the  convenience  of  close  contact  with  all  of  the  medical  facilities  of  the  City  of 
Seattle,  combined  with  the  quiet  surroundings  and  peaceful  atmosphere  of  a 
secluded  district. 

The  design  of  the  hospital  is  both  modern  and  functional  and  will  maintain 
the  personal  and  homelike  atmosphere  which  has  been  synonymous  with  Shadel 
Hospital  treatment. 


APPROVED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION  MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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continued  from  page  764 

whether  he  will  take  care  of  patients  within  the 
framework  of  the  new  medicare  law  or,  on  the  other 
hand,  take  care  of  patients  outside  the  scope  of  the 
medicare  program  by  making  arrangements  for  pay- 
ment for  his  services  a matter  of  agreement  solely 
between  the  individual  physician  and  the  individual 
patient. 

There  was  never  any  question  that  doctors  will 
take  care  of  patients.  There  was  considerable  discus- 
sion on  whether  physicians  would  prefer  to  process 
medicare  claims  through  “fiscal  agents”  such  as 
Washington  Physician’s  Service;  County  Medical 
Service  Bureaus;  perhaps  private  insurance  carriers; 
and  closed  panel  organizations  (all  of  which  are 
eligible  to  become  “fiscal  agents”  under  the  law); 
or,  on  the  other  hand,  place  the  responsibility  for 
processing  claims  on  the  individual  patient.  (The 
manner  in  which  the  latter  can  be  done  is  unknown 
at  present  and  its  feasibility  will  depend  on  the  rules 
and  regulations  the  government  develops  on  this 
method.)  The  best  bet  now  is  being  made  to  the  ef- 
fect that  the  placing  of  responsibility  for  claims  on 
individual  patients  probably  will  result  in  the  future 
in  an  unmanageable  system  with  physicians  experi- 
encing much  difficulty  in  making  collections  due  to 
the  inability  of  the  patients  to  make  proper  claims. 
Additionally,  it  is  believed  that  elderly  patients  will 
be  so  puzzled  by  the  tasks  of  making  individual 
claims  that  they  will  set  up  protests  which  probably 
will  result  in  the  elimination  of  the  “individual 
claims”  alternative  altogether. 

The  discussion  in  the  House  brought  out  the  fact 
that  the  government,  under  the  terms  of  the  law, 
will  be  required  to  designate  a number  of  “competi- 
tive” fiscal  agents  in  each  state. 

The  House  debate  also  confirmed  the  fact  that  the 
AMA,  the  Washington  State  Medical  Association, 
County  Medical  Societies,  and  other  organized 
medical  groups  may  not  organize  boycotts,  cam- 
paigns for  non-participation  and  the  like;  but  all  of 
these  organizations  can  and  are  continuing  to  point 
out  that  the  medicare  law  expressly  states  that  physi- 
cians do  not  have  to  participate  and,  furthermore, 
that  any  physician  who  chooses  to  non-participate 
cannot,  under  the  law,  be  refused  the  privilege  of 
servicing  other  prepaid  medical  plan  contracts  be- 
cause of  his  choice  to  non-participate  in  medicare. 
Discussion  also  revealed  the  opinion  that  some  per- 
sons who  had  fostered  the  medicare  legislation  were 
hoping  that  private  physicians  would  choose  to  non- 
participate  thus  opening  the  door  for  extensive  hos- 
pital-employment of  physicians  and  a heavy  rise  in 
closed  panel  operations  to  provide  care  to  the  240,- 
000  Washingtonians  who  will  be  eligible  under  the 
new  program. 

2.— The  House  of  Delegates  adopted  the  following 
policy  with  reference  to  the  administration  of  medi- 


care in  the  state  of  Washington:  “Recommended 
that  health  care  programs  be  negotiated  and  admini- 
stered through  physician-sponsored  plans,  based  up- 
on existing  practices  in  this  state.”  Another  way  of 
putting  this  would  be  to  say  that  the  House  directed 
the  Washington  Physicians  Service  (county  medical 
bureaus  agreeing)  to  qualify  itself  as  a carrier  under 
the  Supplementary  Medical  Insurance  for  the  Aged 
program,  and  to  proceed  to  do  whatever  is  necessary 
to  obtain  the  highest  quality  of  medical  care  pos- 
sible for  beneficiaries  under  the  rules  and  regulations 
soon  to  be  established  by  the  government  agencies 
which  will  administer  the  law.  (Benefits  under 
the  Supplementary  Medical  Insurance  for  the  Aged 
as  well  as  hospital  benefits  will  become  payable  for 
services  furnished  on  or  after  July  1,  1966,  only  ten 
months  from  now.) 

3.— Approval  was  given  to  the  following  policy 
positions  of  the  AMA.  These  policy  statements  were 
approved  by  the  AMA  House  of  Delegates  on  June 
24,  1965,  prior  to  the  passage  of  medicare.  A special 
meeting  of  the  AMA  House  of  Delegates  has  been 
called  for  October  2 and  3,  1965,  in  Chicago  to  re- 
appraise the  statements.  The  following  are  those 
policies  adopted  by  AMA  on  June  24,  1965,  and  the 
nine  principles  were  adopted  by  the  WSMA  House 
of  Delegates  on  September  15,  1965: 

The  AMA  House  recommended  that  “the  mem- 
bers of  the  American  Medical  Association  be  re- 
minded that  it  is  each  individual  physician’s  obliga- 
tion to  decide  for  himself  whether  the  conditions  of 
a case  for  which  he  is  about  to  accept  responsibility 
permit  him  to  provide  his  own  highest  quality  of 
medical  care.” 

In  adopting  a substitute  resolution,  the  AMA 
House  declared  that  “the  physicians  of  the  United 
States  of  America  pledge  themselves  to  continue 
their  search  and  activity,  in  whatever  social  envi- 
ronment may  develop,  to  secure  or  to  restore  the 
freedom,  high  quality  and  availability  of  medical 
care  which  has  been  traditional  in  our  country. 
When  the  fate  of  the  pending  medicare  legislation 
is  determined,  this  AMA  House  will  review,  in  spe- 
cial session  if  necessary,  the  effect  of  the  law  and 
take  whatever  action  is  deemed  necessary. 

“In  keeping  with  the  testimony  before  your  AMA 
Reference  Committee,  and  the  expressed  policies 
of  this  House,  this  action  should  in  no  tvay  be  in- 
terpreted as  a change  in  Section  6 of  the  “Principles 
of  Ethics”  of  the  American  Medical  Association 
which  plainly  states:  ‘A  physician  should  not  dispose 
of  his  services  under  terms  or  conditions  which  tend 
to  interfere  with  or  impair  the  free  and  complete 
exercise  of  his  medical  judgment  and  skill  or  tend  to 
cause  a deterioration  of  the  quality  of  medical  care; 
and  that  this  House  of  Delegates  reaffirm  the  prin- 
ciples of  the  Bauer  amendment  adopted  in  1961.  The 
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House  of  Delegates  reaffirms  the  nine  principles  for 
standards  of  health  care  programs  as  adopted  by  the 
House  of  Delegates  in  its  special  meeting  February 
7,  1965,  and  amended  to  read  as  follows: 

(1)  No  person  needing  health  care  shall  be  de- 
nied such  care  because  of  the  inability  to  pay  for  it. 

(2)  It  is  appropriate  that  government  revenues 
be  used  to  finance  health  care  when  other  resources 
have  been  found  to  be  inadequate. 

(3)  Every  level  of  government,  municipal,  county, 
state  and  federal,  should  assume  a responsible  share 
in  the  financing  of  such  programs. 

(4)  The  health  care  provided  by  such  programs 
should  be  adequate  and  should  be  equal  to  that 
available  to  those  who  can  afford  to  pay. 

(5)  Maximum  use  should  be  made  of  voluntary 
prepayment  and  insurance  mechanisms. 

(6)  Administration  of  such  program  should  be  the 
responsibility  of  the  state  government.  Participating 
states  should  be  required  to  meet  adequate  standards 
of  administration  in  order  to  qualify  for  federal 
funds. 

(7)  Eligibility  requirements  for  benefits  should 
be  fair,  realistic,  uncomplicated  and  practical. 

(8)  Any  such  health  care  programs  should  pro- 
vide funds  only,  and  not  direct  services. 

(9)  Funds  for  such  programs  may  come  from 
general  tax  revenues  and  not  from  Social  Security 
taxes.’  ” 

4.— A resolution  containing  a “Bill  of  Rights  for 
Quality  Medical  Care”  failed  to  pass;  the  Nine 
Principles  above  being  considered  adequate  by 
the  WSMA  House.  This  resolution  also  called  for 
the  AMA’s  formulating  its  own  plan  for  national 
health  legislation  after  careful  study  of  the  Austra- 
lian Health  Care  Plan  and  the  Minnesota  Resolution 
presented  at  the  June,  1965,  meeting  of  the  AMA. 
The  resolution  was  presented  by  Delegates  from  the 
King  County  Medical  Society,  following  an  intensive 
one-year  study  by  that  group’s  Legislative  Commit- 
tee. Debate  on  the  resolution  was  both  heated  and 
enlightening.  The  resolution  was  ably  defended  and 
supported  by  Robert  L.  Reeves,  internist  and 
chairman  of  the  King  County  Medical  Society’s 
Legislative  Committee.  Dr.  Reeves  was  not  a Dele- 
gate but  was  unanimously  welcomed  to  the  floor 
of  the  House  by  the  Delegates.  After  long  discussion 
and  debate,  it  was  the  feeling  of  the  House  that 
the  resolution  had  many  good  points  but  that  it 
tended  to  reject  the  already  established  principle 
embodied  in  physician-sponsored  prepaid  medical 
plans  and  their  first-dollar  and  full-charge-for-the- 
service  policies.  An  amendment  offered  by  the  spon- 
sors of  the  resolution  indicated  that  they  felt  future 
federally  sponsored  health  care  plans  should  be 
drawn  without  first-dollar  coverage  and  without 
the  full-charge-for-the-service  policy. 


The  Minnesota  Resolution  mentioned  requested 
AMA  to  study  and  devise  plans  to  provide  for  future 
efforts  to  steer  government  expansion  in  health  in- 
surance towards  major  medical  with  a $300  or  $500 
deductible  and  away  from  universal  first-dollar  pro- 
tection. Many  Delegates  expressed  themselves  as 
highly  pleased  with  the  spirited  and  sometimes  acri- 
monious debate  on  the  resolution.  Others  pointed  out 
that  the  resolution  attempted  to  cover  too  many  prin- 
ciples in  a single  resolution.  Some  Delegates  said 
they  thought  the  resolution  got  caught  in  the  exig- 
encies of  immediate  medicare  implementation  prob- 
lems and  was  lost  simply  because  of  current  medi- 
care law  calls  for  the  employment,  to  a large  extent 
of  current  prepaid  medical  care  plan  principles. 
These  Delegates  expressed  themselves  as  hopeful 
that  the  resolution’s  expressed  concern  with  the 
future  expansion  of  government  medicine,  and  its 
thoughtful  passages  relative  to  the  major  medical 
concept  would  receive  further  study  and  be  the 
subject  of  future  resolutions.  (The  Minnesota  Reso- 
lution referred  to  will  be  reprinted  in  next  month’s 
Northwest  Medicine.  This  Resolution  is  now  under 
study  by  the  AMA  and  a report  on  it  will  be  made 
to  the  AMA’s  regular  Interim  Convention  in  Phil- 
adelphia in  late  November,  1965.) 

Many  of  the  authors  of  the  WSMA  House  resolu- 
tion described  above,  signed  another  resolution  en- 
titled “Indemnity  Base  for  all  Health  Insurance 
Plans.”  The  House  rejected  this  resolution  for  many 
of  the  same  reasons  as  applied  to  its  rejection  of  the 
previous  one. 

new  officers  elected 

The  House  voted  the  following  physicians  into 
office: 

Elected : Lucius  D.  Hill  of  Seattle  as  president- 
elect; Herbert  C.  Lynch  of  Yakima,  vice-president; 
William  F.  Mead  of  Seattle,  assistant  secretary- 
treasurer;  Peter  T.  Brooks  of  Walla  Walla,  AMA 
Delegate;  and  Waldo  O.  Mills  of  Seattle,  AMA  Dele- 
gate. E.  Harold  Laws  of  Seattle  was  re-elected  AMA 
Delegate  and  Heyes  Peterson  of  Vancouver  was  re- 
elected Speaker  of  the  House.  All  become  members 
of  the  WSMA  Board  of  Trustees. 

Newly  elected  to  the  WSMA  Board  of  Trustees 
were:  Robert  C.  Coe  of  Seattle;  Charles  D.  Muller 
of  Bremerton;  J.  Walfred  Wallen  of  Burlington; 
Warren  Bergholz  of  Bellingham;  William  H.  Myers 
of  Everett;  John  A.  Nelson  of  Longview;  Warren 
J.  Kraft  of  Wenatchee  and  Robert  P.  Parker  of  Spo- 
kane. 

Re-elected  to  the  WSMA  Board  of  Trustees:  Wil- 
bur E.  Watson  of  Seattle,  chairman  of  finance  com- 
mittee; Louis  S.  Dewey  of  Omak;  Harold  L.  Tracy 
of  Moses  Lake;  H.  Paul  Dvgert  of  Vancouver;  G. 
Marshall  Whitacre  of  Tacoma;  Ralph  I.  Nuzum  of 
Yakima  and  Ray  Rose  of  Pasco. 
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Report  on  Tar  Gard  Exhibit,  California  Medical  Association,  94th  Annual  Meeting 


What  does  a racing  car  have  to  do  with  Tar  Gard? 

This  was  the  first  question  asked  by  most  of  the 
attending  physicians. 

They  both  benefit  from  the  principle  of  the  Venturi 
tube:  "A  convergent-divergent  duct  in  which  the 
pressure  energy  of  an  air  stream  is  converted  into 
kinetic  energy  by  the  acceleration  through  the  nar- 
row part  of  the  wasp-waisted  passage.”  — common 
applications:  the  automobile  carburetor,  Ehrlen- 
meyer  suction  jar,  the  bedside  respirator  used  in 
critical  respiratory  management,  and  Tar  Gard. 

In  Tar  Gard,  the  accelerated  (approximately  200 
m.p.h.)  tar-filled  smoke  is  stopped  abruptly  by  an 
impingement  barrier.  The  amount  of  tar  captured 
by  Tar  Gard  was  dramatically  demonstrated  at  the 
meeting  by  means  of  a smoking  machine  set  to 
simulate  an  average  smoking  pattern. 

Physician  reaction:  The  general  reaction  of  phy- 
sicians who  witnessed  the  quantity  of  tar  trapped 
from  just  one  cigarette  was  that  Tar  Gard  makes 
a convincing  case  against  cigarettes— that  it  is  best 
for  patients  to  stop  smoking.  But,  if  they  insist  on 
persisting,  perhaps  Tar  Gard  can  afford  a signif- 


icant degree  of  protection  which  is  otherwise  un- 
available to  smokers. 

See  for  yourself  the  amount  of  tar  captured  by 
Tar  Gard  from  just  one  filter  cigarette.  If  you  have 
not  already  received  a complimentary  Tar  Gard, 
simply  fill  in  the  coupon  and  mail  it  to  TAR  GARD, 
2 Pine  Street,  San  Francisco. 

After  you’ve  seen  it  used,  we  think  you’ll  agree 
that  Tar  Gard  can  be  important  to  your  patients 
who  continue  to  smoke. 


Tar  Gard  Company,  2 Pine  St.,  San  Francisco,  California  94111 

□ Please  send  me  a complimentary  Tar  Gard 
(retails  at  $2.95) 

□ Please  send  me dozen  Tar  Gards  at  special 

professional  price,  $10.00  per  half  dozen:  minimum  order 
($1.67  each) 

□ Check  enclosed.  □ Please  bill  me. 

Name 

Type  of  Practice 

Address 

City State Zip 
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Holdover  Trustees  are : Roland  D.  Pinkham  of 
Seattle,  chairman  of  Executive  Committee;  Carl  P. 
Schlicke  of  Spokane,  President;  Carl  E.  Mudge  of 
Seattle,  Secretary-Treasurer;  Robert  R.  Hunter  of 
Sedro  Woolley,  AMA  Delegate;  Donald  T.  Hall  of 
Seattle,  Chairman  of  the  Medical  Defense  Com- 
mittee; and  Trustees  L.  S.  Highsmith  of  Spokane, 
J.  W.  Bowen  of  Tacoma  and  Duncan  Robertson  of 
Seattle. 

OTHER  HOUSE  ACTIONS 
M.D.  - D.O.  merger 

Approved  a Reference  Committee  report  calling 
for  continuation  of  the  M.D.-D.O.  merger  by  a re- 
affirmation of  the  1963  and  1964  House  of  Delegates 
directives  to  the  Board  of  Trustees  to  carry  out  all 
proper  measures  to  finalize  the  professional  aspects 
of  this  merger  by  assisting  these  new  members  (of 
the  27th  Medical  Society)  to  transfer  to  the  County 
Medical  Society  of  their  residency.  The  House  re- 
jected a resolution  which  advocated  that  the  Board 
of  Trustees  serve  as  a tribunal  to  determine  whether 
non-mergerite  osteopaths  practice  “scientific  medi- 
cine.” 

financial  reports 

Approved  with  commendation  various  past  and 
current  financial  reports  which  were  presented  to  all 
Delegates,  as  well  as  a memorandum  based  on  a look 
ahead  into  future  Association  operations.  The  House 
also  directed  the  circulation  of  these  reports  to  the 
membership  in  future  issues  of  Northwest  Medicine 
and  by  direct  mail  to  the  members. 

Accepted  with  commendation  a report  of  the  Fi- 
nance Committee  which  detailed  Association  func- 
tions and  activities  and  which  stated  there  was  no 
need  for  an  increase  in  dues  for  the  year  1966,  except 
for  the  $2.00  increase  should  the  House  decide  that 
Northwest  Medicine  should  receive  an  increase  in 
yearly  price  from  the  current  $3.00  to  $5.00  per 
year.  The  Finance  Committee  report  had  demon- 
strated to  the  satisfaction  of  the  Delegates  that  the 
rapidly  increasing  demands  on  the  Association  for 
action  programs  in  fast-changing  social-economic- 
medical  fields  would  not  permit  an  absorption  of  the 
$6,000  amount  by  the  Association’s  General  Fund. 

fee  definitions 

Approved  the  following  definitions  with  regard 
to  physicians’  fees: 

(1)  “Usual”  The  usual  fee  is  that  fee  usually 
charged  for  a given  service  by  an  individual  physi- 
cian to  his  private  patient  (i.e.,  his  own  usual  fee). 

(2)  ‘‘Customary”  A fee  is  customary  when  it  is 


within  the  range  of  usual  fees  charged  by  physicians 
of  similar  training  and  experience  for  the  same  ser- 
vice and  within  the  same  specific  and  limited  geo- 
graphical area  (socio-economic  area  of  a metro- 
politan area  or  socio-economic  area  of  a county). 

(3)  “ Reasonable ” A fee  is  reasonable  when  it 
meets  the  above  two  criteria  or  in  the  opinion  of  the 
responsible  medical  association’s  review  committee 
is  justifiable  considering  the  special  circumstances 
of  the  particular  case  in  question. 

dues  increase 

Increased  dues  by  $2  per  year  to  take  care  of  the 
increased  subscription  price  of  northwest  medicine. 
Because  of  anticipated  sharp  increase  in  activities 
and  the  necessity  for  review  of  the  entire  dues 
structure  within  the  next  year  or  two,  the  increase 
was  approved  for  two  years.  (See  editorial  in  this 
issue.  Ed. ) 

medical  advisory  committees 

Directed  the  Association  to  continue  and  to  in- 
crease its  activities  in  placing  physicians  on  medical 
advisory  committees  involved  in  the  medicare  law 
and  in  the  growing  number  of  federally-financed 
health  care  programs,  already  passed  or  about  to  be 
passed  by  the  Congress,  including  the  cancer,  heart 
and  stroke  bill. 

public  service  medical  projects 

Commended  those  Association  Committees  and 
members  responsible  for  a wide  variety  of  public 
service  projects  dealing  with  social-medical  problems, 
and  approved  an  increase  in  such  activities.  These  in- 
clude such  activities  as  the  State  Conference  on 
Mental  Health  and  Mental  Retardation  and  ten  Re- 
gional Conferences  in  the  same  subject,  all  held 
during  1964;  the  educational  program  in  1964  on 
PKU  among  physicians  in  family  practice,  obstetrics, 
pediatrics  and  hospital  medical  staffs  and  administra- 
tors; and  the  statewide  Conference  of  Physicians  and 
Schools  held  in  1964  and  again  authorized  for  1966, 
and  biennially  thereafter. 

During  1965,  your  State  Association  conducted 
the  following  new  activities,  under  Association  spon- 
sorship: a statewide  Conference  on  Health  Facili- 
ties on  May  22  and  a statewide  Conference  on  Child 
Adoptions  on  June  4-5. 

A large  statewide  Congress  on  Medical  Quackery 
is  scheduled  for  May,  1966,  under  Association  spon- 
sorship. 

There  are  many  others  in  the  fields  of  school 
children;  draft  rejectees;  immunization;  tuberculosis; 
venereal  disease;  drivers’  physical  qualifications;  air 

continued  on  page  779 
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new 

Measurin 

the  first  8-hour  aspirin 

for  continuous  relief 
of  pain  and  stiffness  in 
rheumatoid  arthritis 
up  to  8 hours 
with  each  dose 


new 

Measurin 

(timed-release  aspirin) 

the  first 
8-hour  aspirin 


MEASURIN  provides  the  full  analgesic  benefits  of  pure  aspirin  both  promptly 
and  for  up  to  8 hours... with  each  oral  dose. 

MEASURIN  is  the  only  long-lasting  pure  aspirin  arthritic  patients  can  take  at 
bedtime  for  analgesia  throughout  the  night. ..and  prevailing  relief  of  pain 
and  stiffness  upon  arising. 


MEASURIN  is  the  aspirin  of  choice  for  chronic,  low-grade  pain. 


The  prolonged  benefits  of  new  Measurin 

Less  nighttime  discomfort,  less  morning  stiffness,  fewer  nighttime  awakenings, 
less  pain  upon  arising  with  new  Measurin  compared  to  two  bedtime  dosages  of 
regular  aspirin— shown  in  double-blind,  crossover  study  of  26  patients  with  rheu- 
matoid arthritis  and  fibrositis* 


FIG.  7 


MEAN  STIFFNESS/  DISCOMFORT  INDEX 


FIG.  3 


MEAN  PAIN  INDEX 


Morning 

Stillness 


Over  30%  reduction  in 
mean  stillness  index 


Nighttime 

Discomfort 


Over  33%  reduction  in 
mean  discomfort  index 


FIG.  2 NO.  OF  TIMES  AWAKE 


Over  47%  fewer 
awakenings 


25 


2 0 


7.5 


7.0 


0.5 


0.5  7.0  7.5  2.0 


2.5 


On  arising  Morning 


Afternoon 


Evening 


MEASURIN  20  g r.  q.  8 h. 
(60  gr./ day) 


20  gr.  Aspirin  q.  8 h. 
(60  gr./ day) 


72  gr.  Aspirin  q.  4 h. 

(60  gr./ day— 

no  middle-ol-night  dose) 


Results  clearly  indicate  the  superiority  of  Measurin  timed-release  aspirin  to  two  bedtime  dos- 
ages of  regular  aspirin.  Measurin  patients  had  significantly  less  nighttime  discomfort,  significantly 
less  morning  stiffness  (fig.  1),  and  significantly  fewer  nighttime  awakenings  (fig.  2). 

Measurin  patients  also  displayed  significantly  less  pain  upon  arising,  lasting  into  the  morning 
(fig.  3).  During  the  afternoon  and  evening,  both  8-hour  Measurin  and  regular  q.  4 h.  aspirin 
proved  superior  to  20  gr.  regular  aspirin  q.  8 h.  — the  difference  reaching  high  statistical  signifi- 
cance in  the  evening. 

Objectively,  the  investigator  considered  Measurin  superior  to  either  dosage  schedule  of  regular 
aspirin  in  23  of  the  26  patients.  Only  one  patient  preferred  either  of  the  other  regimens  to 

Measurin.  *Clinical  reports  on  file,  Chesebrough-Pond's  Inc.,  New  York,  N.Y. 


The  unique  mechanism 
of  new  Measurin  . . . 

One  20-grain  dose 
(2  Measurin  tablets) 
releases  10  grains 
promptly,  followed  by 
sustained  release  of 

Unlike  enteric  coatings  or  capsules  of  delay-action 
pellets,  a Measurin  tablet  is  composed  of  over  6,000 
microscopic  reservoirs  of  aspirin. 

Each  reservoir  is  an  individual  aspirin  granule  enclosed 
by  an  inert  polymer,  insoluble  in  body  fluids.  Upon  in- 
gestion, the  tablet  immediately  breaks  apart  and  the 
reservoirs  disperse. 

ms 

the  remainder. . . 

Gastric  fluids  (black)  diffuse  into  reservoirs  through  semi- 

controlled  by  this  new 

permeable  walls;  dissolved  aspirin  (blue)  diffuses  out  at 

a controlled  rate  (governed  by  wall  thickness)  designed 

principle  of  action: 

to  provide  optimum  8-hour  blood  levels. 

W 

new 

Measurin 

(timed-release  aspirin) 

for  continuous  relief 
of  pain  and 
stiffness  up  to  8 hours 
with  each  dose 


Chesebrough-Pond's  Inc. 

485  Lexington  Ave.,  New  York,  N.  Y.  10017 


Indications:  Measurin  is  indicated  for  the  relief  of 
low-grade  pain  amenable  to  relief  with  salicylates, 
such  as  in  rheumatoid  arthritis,  osteoarthritis, 
spondylitis,  bursitis  and  other  forms  of  rheuma- 
tism, as  well  as  many  common  musculoskeletal 
disorders.  It  possesses  the  same  advantages  for 
other  types  of  prolonged  aches  and  pains,  such  as 
minor  injuries,  dental  pain,  and  dysmenorrhea. 
Its  sustained  effectiveness  should  also  make  it 
valuable  as  an  analgesic  in  colds,  grippe,  flu  and 
other  similar  conditions  in  which  aspirin  is  indi- 
cated for  symptomatic  relief,  either  by  itself  or 
adjunctive  to  specific  therapy. 

Dosage:  Two  Measurin  tablets  q.  8 h.  have  been 
effective  for  most  analgesic  needs.  This  two-tablet 
(20-grain)  dose  releases  the  blood  level  equiva- 
lent of  10  grains  of  aspirin  promptly  followed  by 
sustained  release  of  the  remainder.  The  10-grain 
(650  mg.)  scored  Measurin  tablets  permit  admin- 
istration of  aspirin  in  multiples  of  5 grains  (325 
mg.),  allowing  individualization  of  dosage  to  meet 
the  specific  needs  of  the  patient. 

With  regular  aspirin  dosage  schedules,  one  10 
grain  Measurin  tablet  may  replace  any  5-grain 
tablet,  but  with  twice  the  duration  of  activity. 
Whenever  possible,  two  tablets  (20  grains)  should 
be  given  before  retiring  to  assure  relief  through- 
out the  night— and  prevailing  pain  relief  upon 
arising. 

Measurin  has  been  made  in  a special  capsule- 
shaped tablet  to  permit  easy  swallowing.  How- 
ever, for  any  patients  who  have  difficu  Ity,  Measurin 
tablets  may  be  crumbled  without  loss  of  sus- 
tained-release effect. 

Side  Effects:  Side  effects  encountered  with  regu- 
lar aspirin  may  be  encountered  with  Measurin. 
Tinnitus  and  dizziness  at  saturation  dosage  are 
the  ones  most  frequently  encountered. 
Contraindications  and  Precautions:  Measurin  is 
contraindicated  in  patients  with  marked  aspirin 
hypersensitivity,  and  should  be  given  with  ex- 
treme caution  to  any  patient  with  a history  of 
adverse  reaction  to  salicylates.  It  may  cautiously 
be  tried  in  patients  intolerant  to  aspirin  because 
of  gastric  irritation,  but  the  usual  precautions  for 
any  form  of  aspirin  should  be  observed  in  pa- 
tients with  gastric  ulcers,  bleeding  tendencies,  or 
hypoprothrombinemia. 


we, 


Fibre-free 

HYPOALLERGENIC 

formula 

(D  Provides  balanced  nutritional  values. 

2 An  excellent  formula  for  regular 
infant  feeding. 

3 An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 

SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 


Strikingly  similar  to  mother's  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 


Clinical  data  furnish  evidence  of  SOYALAC'S  value 
in  promoting  growth  and  development. 

Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 


efface  <SaAnf)ikj 

A request  on  your  professional  letterhead  or 
prescription  form  will  bring  to  you  complete 
information,  and  a supply  of  samples. 


Medical  Products  Division 

LOMA  LINDA  FOODS 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio  • Oshawa,  Ontario-Canada 


h.  ■■ 
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ANNOUNCING 


• • • 


The  First  of  a Chemically  New  Generation  of  Compounds 


NEW,  highly  effective  anti-anxiety  agent  offers 
exceptional  separation  between  effective  dose  and 
side-effective  dose 


Maintains  patients’  functional  capacity  by  relieving 
symptoms  without  producing  disruptive  psychomotor 
incoordination 


WYETH  LABORATORIES,  Philadelphia,  Pa. 
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Flexible  dosage  permits  broad  and  effective  clinical  application  with 
minimal  risk  of  therapy-disrupting  reactions 

Clinical  studies  have  demonstrated  the  value  of  Serax  in  a wide  variety  of  emotional  disorders 
associated  with  anxiety  in  both  elderly  and  younger  patients  as  well  as  in  the  presence  of 
organic  disease. 


Clinical  Results  Typical  of  Those  in  Over  4000  Patients* 


Diagnosis 

No. 

Age 

Results 

Side  Effects 
(therapy-interrupting) 
(other) 

Various,  all  related  to  anxiety  or  stress1 

300 

11-83 

Excellent-Good : 92.4% 

6 

21 

Chiefly  psychoneurosis  with  primary  symptoms  of  anxiety 

35 

13-78 

Marked-Adequate:  74% 

0 

and  tension;  secondary  symptoms  of  depression, 

2 

lethargy,  irritability,  agitation,  insomnia,  conversion  re- 

action,  obsessive  thinking,  compulsive  behavior,  phobic 

reactions.2 

Chronically  ill— chiefly  arteriosclerosis  accompanied 

148 

33-89 

Excellent-Moderate:  87% 

1 

by  psychoneurosis.3 

3 

Anxiety  reaction,  primarily  associated  with  serious 

81 

20-79 

Excellent-Good : 84% 

1 

organic  disorders.4 

11 

Predominantly  psychoneurotic.  Some  psychotic  patients, 

94 

16-73 

Excellent-Moderate:  69% 

7 

for  whom  Serax  is  not  indicated,  were  included.5 

10 

•Case  information  on  file,  Wyeth  Laboratories.  Submitted  to  United  States  Food  and  Drug  Administration  for  evaluation  of  efficacy  and  safety. 


Specific  action,  high  index  of  safety  predicted  by  pharmacologic  data 


The  low  toxicity  of  Serax,6'7  especially  as 
contrasted  with  other  benzodiazepines,8  is 
clearly  indicated  by  the  acute  LD50  (p.o.)  as 
determined  in  mice.  Minimum  potential  for 
ataxia  and  sedation  at  “therapeutic”  dosage 
levels  is  shown  by  the  high  Serax  dosage  re- 
quired to  produce  incoordination  in  mice9  as 
opposed  to  the  low  dosage  required  to  over- 
indications: Serax  is  indicated  for  the  management  and 
control  of  anxiety,  tension,  agitation,  irritability  and 
related  symptoms  commonly  seen  in  patients  with  a 
diagnosis  of  psychoneurotic  reaction,  psychophysiological 
reaction,  personality  disorder,  or  in  patients  with  under- 
lying organic  disease. 

Anxiety  associated  with  depression  is  also  responsive  to 
Serax. 

Serax  has  been  found  particularly  useful  in  the  manage- 
ment of  anxiety,  tension,  agitation  and  irritability  in 
older  patients. 

Alcoholics  with  acute  tremulousness,  inebriation  or  with 
anxiety  associated  with  alcohol  withdrawal  are  responsive 
to  Serax  therapy. 

Precautions:  Hypotensive  reactions  are  rare,  but  use  with 
caution  where  complications  could  ensue  from  a fall  in 
blood  pressure,  especially  in  the  elderly.  Carefully  super- 
vise dose  and  amounts  prescribed,  especially  for  patients 
prone  to  overdose  themselves;  excessive,  prolonged  use 
in  susceptible  patients  (alcoholics,  former  addicts,  etc.) 
may  result  in  dependence  or  habituation.  Reduce  dosage 
gradually  after  prolonged  excessive  dosage  to  avoid 
possible  epileptiform  seizures.  Caution  patients  against 
driving  or  operating  machinery  until  absence  of  drowsiness 
or  dizziness  is  ascertained.  Warn  patients  of  possible  reduc- 
tion in  alcohol-tolerance.  Safety  for  use  in  pregnancy  has 
not  been  established. 

Not  indicated  in  children  under  6 years;  absolute  dosage 
for  6 to  12  year-olds  not  established. 

Side  Effects:  Therapy-interrupting  side  effects  are  rare. 
Transient  mild  drowsiness  is  common  initially;  if  per- 
sistent, reduce  dosage.  Dizziness,  vertigo  and  headache 


come  Metrazol®-induced  convulsions.  Among 
the  benzodiazepine  series  of  compounds, 
anti-convulsant  and  anti-anxiety  activity 
appear  to  be  well  correlated.8'10 


Serax 

Chlordiazepoxide 

Diazepam 

LD50  (mg. /Kg.) 

>5000 

620 

720 

Safety  Margint 

8.3 

2.4 

4.8 

f Side  Effective  Dose  4-  Effective  Dose 


have  also  occurred  infrequently;  syncope,  rarely.  Mild 
paradoxical  reactions  (excitement,  stimulation  of  affect) 
have  been  reported  in  psychiatric  patients.  Minor  diffuse 
rashes  (morbilliform,  urticarial  and  maculopapular), 
nausea,  lethargy,  edema,  slurred  speech,  tremor  and 
altered  libido  are  rare  and  generally  controllable  by  dosage 
reduction.  Although  leukopenia  and  hepatic  dysfunction 
have  been  reported,  direct  correlation  with  Serax  therapy 
is  uncertain  (periodic  blood  counts  and  liver  function 
tests  are  advised).  Ataxia,  reported  rarely,  does  not  appear 
related  to  dose  or  age. 

These  side  reactions,  noted  with  related  compounds,  are 
not  yet  reported : paradoxical  excitation  with  severe  rage 
reactions,  hallucinations,  menstrual  irregularities,  change 
in  EEG  pattern,  blood  dyscrasias  (including  agranulo- 
cytosis), blurred  vision,  diplopia,  incontinence,  stupor, 
disorientation,  fever,  euphoria  and  dysmetria. 

Contraindications:  Previous  hypersensitivity  to  Serax; 
psychotic  states. 

Availability:  Capsules  of  10,  15  and  30  mg.  oxazepam. 

1.  Warner,  R.S.:  Scientific  exhibit,  American  Academy  of  General 
Practice,  San  Francisco,  April  12,  1965.  2.  Gilbert,  M.M.:  In- 
ternat.  J.  Neuropsychiat.,  In  press.  3.  Chesrow,  E.J.;  Kaplitz,  S.E.; 
Vetra,  H.;  Breme,  J.T.,  and  Marquardt,  G.H.:  Clin.  Med.  72:1001 
(June)  1965.  4.  Merlin,  H.:  In  manuscript.  5.  Krakowski,  A.J.: 
Psychosomatics  6:26  (Jan. -Feb.)  1965.  6.  Childress,  S.J.,  and 

Gluckman,  M.I.:  J.  Pharm.  Sci.  53:577  (June)  1964.  7.  Smith, 

T.H.F.;  Owen,  G.,  and  Agersborg,  H.P.K.,  Jr.:  Presented  at  Society 
of  Toxicology,  Williamsburg  meeting,  March  1964.  8.  Randall, 

L.O.;  Heise,  G.A.;  Schallek,  W.;  Bagdon,  R.E. ; Banziger,  R.; 
Boris,  A.:  Moe,  R.A.,  and  Abrams,  W.B.:  Current  Therap.  Res. 
3:405  (1961).  9.  Gluckman,  M.I.,  and  Baum,  T.:  In  manuscript. 
10.  Sternbach,  L.H.,  el  al.,  in  Gordon,  M.  (Ed.):  Medicinal 
Chemistry,  Vol.  4-1,  Psychopharmacological  Agents,  New  York, 
Academic  Press,  1964,  pgs.  137-224. 
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stop  nausea 
and  vomiting 
of  pregnancy 
with  confidence 

Bonadoxin 

Meclizine  HCI  (25  mg.)  and  high  B6  content  (50  mg.) 


Documented  record  of  clinical  safety 

References:  1.  Goldsmith,  J.  W.:  Minn.  Med.  (Feb.)  1957.  2.  Groskloss, 
H.  H.,  Clancy,  C.  L.,  Healey,  E.  F.,  McCann,  W.  J.,  Maloney,  F.  D.,  Loritz, 
A.  F.:  Clinical  Medicine  (Sept.)  1955.  3.  Codling,  J.  W.,  Lowden,  R.  J.: 
Northwest  Med.  (March)  1958.  4.  Bethea,  R.  C.:  International  Record  of 
Med.  (May)  1960.  5.  Lenz,  W.,  Second 
International  Conference  on  Congenital 
Malformations,  N.  Y.p  N.Y.,  (July)  1963. 

Side  effects:  the  incidence  of  drowsiness 
and  other  atropine-like  effects  is  low. 

However,  caution  patients  engaged  in 
activities  where  alertness  is  mandatory. 

J.  B.  Roerig  and  Company 
New  York,  New  York  10017 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being^1 


for  a 

nutritionally 

sound 

pregnancy 

0BR0N-6 

Prenatal  nutritional 
supplement  with 
high  B6  content. 
Also  available  with 
fluoride. 
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continued  from  page  770 

and  water  pollution;  occupational  health  and  re- 
habilitation. 

membership  communications 

Authorized  an  increased  but  carefully  structured 
system  of  membership  communications. 

Authorized  a study  and  report  on  ways  and  means 
by  which  the  Board  of  Trustees  may  become  more 
representative  of  membership  relative  to  physician 
population,  medical  specialties,  solo  and  group  prac- 
tice, hospital  staffs,  medical  education,  and  giving 
consideration  to  physicians  active  in  voluntary  and 
government  health  agencies;  and  directed  that  a 
study  be  made  on  the  feasibility  of  holding  monthly 
meetings  of  the  Board  of  Trustees. 

Rejected  a resolution  calling  for  payment  of 
$3,000  per  year  to  AMA  Delegates. 

mental  health  and  sexual  psycopaths 

Directed  the  Committee  on  Mental  Health  to  es- 
tablish the  best  attainable  relations  with  the  De- 
partment of  Institutions,  which  has  been  designated 
the  mental  health  authority  in  this  state,  and,  speci- 
fically, to  conduct  a study  of  the  policies  of  the  De- 
partment of  Institutions  and  of  each  of  the  three 
state  mental  hospitals  with  regard  to  admissions  and 
discharge  of  mental  patients  and  their  follow-up  after 
discharge. 

medical  defense 

Approved  the  continuation  of  the  Medical  Defense 
Committee  to  assist  members  if  and  when  they  may 
be  sued  for  malpractice,  even  though  the  Defense 
Fund  itself  is  dissolved  and  $15.00  Defense  Fund 
subscriptions  will  no  longer  be  collected.  The  Medi- 
cal Defense  Committee  will  also  keep  abreast  of 
developments  concerning  premium  rates,  extents  of 
coverage,  and  quality  of  services  rendered  by  cas- 
ualty insurance  companies.  Preventive  education 
will  also  be  pursued  by  the  Committee. 

continuing  education 

Approved  “curcuit  rider”  continuing  medical  ed- 
ucation programs  and  indicated  approval  of  pro- 
posed increase  in  this  activity. 

industrial  insurance  fees 

Authorized  continued  negotiations  on  fees  by  the 
Industrial  Insurance  Committee  and  indicated  a need 
for  prompt  action  on  this  matter  by  the  State  De- 
partment of  Labor  and  Industries. 

hospital  relations 

Concurred  in  principle  in  the  conclusions  and 
recommendations  of  the  AM A’s  “Report  on  Physi- 
cian-Hospital Relations,  June,  1964,”  and  urged 


Alexander  Bill,  chairman  of  scientific  exhibits  committee, 
presents  Mead  Johnson’s  Aesculapius  Award  to  winning 
exhibit  by  Owen  Mai  tin  and  Leland  L.  Burnett  for  exhibit 
on  Multidirectional  Body  Section  Radiography.  This  is 
second  time  Dr.  Martin  has  presented  an  exhibit  and  the 
second  time  he  has  won  first  prize. 


county  medical  societies  to  carefully  study  the 
Report  and  to  take  positive  and  immediate*  action 
on  applicable  recommendations. 

health  insurance  preferred  list 

Rejected  a resolution  from  Spokane  County  calling 
on  the  AMA  to  investigate  health,  accident  and  hos- 
pital insurance  companies  and  provide  physicians 
with  a list  of  preferred  policies  and  companies  physi- 
cians should  recommend  to  their  patients.  The  Ref- 
erence Committee  thought  highly  of  the  resolution’s 
intent  and  pointed  to  the  Health  Insurance  Council 
as  the  proper  group  to  compile  such  lists.  The  Com- 
mittee also  was  informed  that  a pamphlet  on  criteria 
for  a good  policy  is  now  in  print  and  can  be  ob- 
tained through  local  Health  Insurance  councils  or 
associations  of  agents. 

new  sections 

New  WSMA  sections  on  Anesthesiology  and  Avi- 
ation Medicine  were  authorized  by  the  House. 

Received  a Constitutional  Amendment  from 
Thurston-Mason  County  for  the  purpose  of  clarify- 
ing language  relative  to  the  M.D.-D.O  merger.  The 
text  of  the  Amendment  will  be  published  in  North- 
west Medicine  twice  during  the  coming  year,  in 
accordance  with  the  provisions  of  the  Constitution. 
The  Amendment  will  be  voted  on  by  the  House  of 
Delegates  at  the  next  Annual  Meeting  which  will  be 
held  in  Spokane,  September  18-21,  1966. 

Washington  section  continued  on  page  782 
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Now,  now , Mrs.  Forsythe , we’ve  never  lost  a cold  patient  yet. 


When  she's  experiencing  acute  discomfort  from  cold  symptoms,  it's  small  wonder  the  patient  becomes  distressed 
about  her  condition. 

She  will  breathe  easier  when  you  prescribe  Novahistine  LP. 

Novahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity— physio- 
ogic  mechanisms  which  prevent  infection  of  the  respiratory  tract.  A dose  of  two  tablets  taken  in  the  morning 
and  repeated  in  the  evening  will  usually  keep  air  passages  clear  for  24  hours. 

Use  cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  patients  who  operate  machinery  or  motor  vehicles 
that  drowsiness  may  result. 

ach  Novahistine  LP  tablet  contains:  phenylephrine  hydro- 
hloride,  25  mg.,  and  chlorpheniramine  maleate,  4 mg. 

PITM  AN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


FLP 


For  relief  of  nasal  congestion. 
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PACIFIC  NORTHWEST  CHAPTER  OF  AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS 


The  Pacific  Northwest  Chapter  of  American  Col- 
lege of  Chest  Physicians  will  hold  its  meeting  at  the 
Olympic  Hotel,  Seattle,  Friday  and  Saturday,  No- 
vember 12  and  13.  William  R.  Pace,  Jr.  and  George 


I.  Thomas,  Seattle  are  co-chairmen  of  the  program 
committee.  Among  the  many  guest  speakers  in- 
cluded in  the  program  are  John  Butler,  Seattle,  and 
Albert  Starr,  Portland.  The  program  should  be  of 
importance  to  those  interested  in  chest  disease. 


ALBERT  STARR,  M.D.  WILLIAM  R.  PACE,  JR.,  M.D.  GEORGE  I.  THOMAS,  M.D.  JOHN  BUTLER,  M.D. 


“ Mediastinoscopy ” Arthur  C.  Torgerson,  M.D.  and  Roland  D.  Pinkham,  M.D.,  Seattle 

“Distribution  of  Ventilation  in  the  Lungs  of  Man’’ 

C.  J.  Martin,  M.D.  and  A.  C.  Young,  Ph.D,  Seattle 
“Lung  Volume  and  Pulmonary  Vascular  Resistance”  John  Butler,  M.D.,  Seattle 

“The  Circulation  in  the  Peripheral  Parts  of  the  Human  Lungs” 

K.  K.  Pump,  M.D.,  Vancouver,  B.C. 
“Mediastinal  Lesions  Don’t  Lie”  Waverly  Ellsworth,  M.D.,  Spokane 

“Some  Concepts  on  the  Treatment  of  Obstructive  Pulmonary  Disease” 

Edward  Morgan,  M.D.  and  Rowland  Pearsall,  M.D.,  Seattle 
“Correlation  Between  Clinical  and  Anatomical  Emphysema” 

Shegeaki  Katsura,  M.D.  and  C.  J.  Martin,  M.D.,  Seattle  and  Terrance  Cochrane, 

M.D.,  Portland 

“ Differential  Diffusing  Capacity  in  Giant  Bullous  Disease  of  the  Lung” 

John  Sproul,  M.D.,  Seattle 

“ Experiences  with  Corinary  Arteriography”  Gordon  Logan,  M.D.,  Seattle 

“Some  Functional  Derivations  from  Quantitative  Angiography  of  the  Left  Heart” 

Melvin  M.  Figley,  M.D.,  Ward  Kennedy,  M.D.,  and  John  Blackmon,  M.D.,  Seattle 
“Atrial  Infarction  Pattern  in  Tumor  Metastasis  to  the  Heart” 

C.  Gordon  Hale,  M.D.,  Seattle  and  Walter  C.  Dueger,  Jr.,  M.D.,  Leonard 
W.  Ritzmann  and  Daljit  S.  Sarkaria,  M.D.,  Portland 
“Considerations  Pertinent  to  Timing  of  Operation  and  Selection  of  Procedure  in  Ac- 
quired  Valvular  Heart  Disease” 

Lester  R.  Sauvage,  M.D.  and  Stephen  J.  Wood,  M.D.,  Seattle 
“Selection  of  Alternative  Technics  in  the  Management  of  Valvular  Heart  Disease” 

G.  H.  Lawrence,  M.D.,  L.  Henry  Edmunds,  Jr.,  M.D.,  Robin  R.  Johnston, 

M.D.  and  Robert  M.  Paine,  M.D.,  Seattle 
“ Respiratory  Threshold  with  Temperature  Change” 

Lucien  Morris,  M.D.  and  Allen  Carson,  M.D.,  Seattle 
X-RAY  CONFERENCE—  Byron  F.  Francis,  M.D.,  Moderator 
“Causes  of  Death  in  a Large  Population  of  Tuberculous  Patients” 

Albert  R.  Allen,  M.D.  and  Loxi  Allen,  Selah,  Washington 
“ New  Combined  Chemical  and  Enzymatic  Decortication  of  Collapsed  Lungs” 

J.  Karl  Pojipe,  M.D.,  Portland 

“A  Pulmonary  Infiltrate  Having  the  Appearance  of  Carcinoma  of  the  Lung” 

Paul  M.  Brown,  M.D.,  Portland 
“Systemic  Arterial  Oxygen  Saturation  Studies  in  Patients  Undergoing  Endoscopy  Under 
General  Anasthesia” 

Franklin  R.  Smith,  M.D.,  Paul  Kundahl,  M.D.  and  Robert  Fouty,  M.D.,  Seattle 
“Valve  Replacement , A Five  Year  Review”  Albert  Starr,  M.D.,  Portland 
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When  doctors  talk  to  doctors 


• • 


"Multivitamin  formulas?  — well  there's  Stuart 
Formula  and  — ah,  some  others  that  came 
along  that  are  just  like  it,  more  or  less.” 


"Where  can  you  get  a decent  liquid  multivitamin 
that's  not  part  muscatel? — Stuart  Formula  has 
a liquid.  I don't  know  off-hand  who  else  puts 
one  out  that  is  as  complete.” 


"Why  don't  you  try  prescribing  a physician's 
vitamin  formula — Stuart  Formula?  Once  his  nu- 
tritional status  is  improved,  he  won't  need  all 
that  door-to-door  food-fad  nonsense." 


"Drops  for  a child  his  age??  Put  him  on  Stuart  Give  them  any  sample  you've  got,  but  first  "Take  him  off  the  yogurt!  Put  him  on  Stuart 

Formula  liquid — my  kids  take  it  every  day."  check  to  see  if  we  have  any  Stuart  Formula.”  Formula — you  can  be  sure  it’s  complete." 


"Why,  I can't  see  where  this  is  any  better  than 
Stuart  Formula,  even  if  the  capsule  is  three 
colors.” 


“The  doctor  is  too  busy  today.  See  you  next 
trip.  But  could  you  leave  some  Stuart  Formula 
for  us?” 


^Stuart 

formula* 

Multivitamin-Mineral  Maintenance  Therapy 

prescribe  it! 


The  Stuart  Company 

Pasadena,  California 

Division  of  Atlas  Chemical  Industries,  Inc. 
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IMPROVED 

RITTER  LEOTARD  PROVIDES 
RELIEF 

DURING  PREGNANCY 

Thin,  lightweight,  comfortable,  the 
Ritter  garment  has  found  wide  accept- 
ance in  combating  the  vascular  prob- 
lems attendant  with  pregnancy  and 
is  prescribed  successfully  for  patients 
suffering  from  postural  hypotension. 

COMPRESSION  TREATMENT 
of  Vascular  Insufficiencies 

The  Ritter  Waist  Height  Leotard  Elastic  Sup- 
port, custom-made  with  guaranteed  Venous 
Gradient  Pressure  and  fashioned  instep,  pro- 
vides relief  from  varicosities  of  pregnancy, 
lymphedema,  varicose  veins,  edema  and  other 
vascular  inactivity.  (Available  with  e 
toes.) 

PRICE  $32 

Write  for  references  and  measurement 
with  instructions  to: 

4624  Woodward  Ave. 

Detroit,  Michigan  48201 

Seamless  Elastic  Stockings 
Fully  guaranteed  for  one  year 

Knitters  of  Venous  Gradient  Pressure  Stockings  and  Surgical  Supports 
since  1919 


continued  from  page  754 

abstracto 

Los  adolescentes  estan  un  agradable  grupo, 
una  explosiva  generacion  entre  la  nihez  y la 
adultez,  quienes  son  vistos  con  mas  frecuencia 
por  cl  medico  de  familia  que  por  ningun  otro 
grupo  de  profesionales.  El  regreso  de  estos 
ansiosos,  pero  usualmente  normales,  jovenes 
despues  de  una  primera  visita  a donde  el 
medico,  depende  de  la  actitud  y atmosfera 
que  el  medico  provea  a ellos.  Un  entendi- 
miento  de  los  adolescentes  conduce  directa- 
mente  a ayudarles.  Ellos  normalmente  mues- 
tran  una  egoista  preocupacion  o sobreim- 
portancia  para  ellos  mismos  y estan  princi- 
palmente  intersados  en  llegar  a ser  maduros 
sexualmente,  ganando  el  asentimiento  del  grupo 
de  su  misma  edad,  alcanzando  independence  y 
siendo  respetados  y reconocidos  como  adultos. 
La  respuesta  del  adolescente  al  fuerte  manejo 
sexual  da  senales  de  confusion  y la  ambivalencia 
describe  la  mezcla  de  dependencia  e indepen- 
dence relativa  a los  lazos  familiares.  En  el 
cuidado  de  adolescentes  emocionalmente  pertur- 
bados  se  rquiere  pocas  medicinas,  pero  ellos 
pueden  en  forma  apropiada  aceptar  consejos, 
los  que  dan  efectivos  resultados. 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292-2641  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of  your 
problems  relating  to  Alco- 
holism as  a courtesy  to  the 
profession.  Telephone  at 
any  hour.  Illustrated  litera- 
ture on  request. 

MEDICAL  STAFF 

John  R.  Montague,  M.D. 

Merle  M.  Kurtz,  M.D. 

Marvin  J.  Weinstein,  M.D. 

Norris  H.  Perkins,  M.D. 

John  W.  Evans,  M.D.,  Comult- 

ing  Psychiatrist 

Physicians 
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IDAHO 


Idaho  State  Medical  Association— m sonna  building,  Boise,  Idaho  33702 

president  Wallace  H.  Pierce,  M.D.,  Lewiston 

secretary  William  R.  Tregoning,  M.D.,  Boise 

executive  secretary  Mr.  A.  L.  Bird,  Boise 

annual  meeting  July  6-9,  1966,  Sun  Valley 


officers  and  councilors  meet 

First  meeting  of  the  Officers  and  Councilors  of 
Idaho  State  Medical  Association  since  June  was  held 
in  North  Idaho,  September  16-18,  with  President 
Wallace  H.  Pierce  of  Lewiston,  presiding. 

Attending  the  session  were  President-Elect  A. 
Curtis  Jones,  Boise;  Immediate  Past-President  Cor- 
win E.  Groom,  Pocatello;  Secretary-Treasurer  Wil- 
liam R.  Tregoning,  Boise;  Councilor  John  M.  Ayers, 
Moscow;  Councilor  John  F.  Stecher,  Caldwell;  Coun- 
cilor James  R.  Kircher,  Burley;  A.M.A.  Delegate 
Alexander  Barclay,  Coeur  d’Alene;  A.M.A.  Alter- 
nate Delegate  Donald  K.  Worden,  Lewiston;  John  R. 
Braddock,  Lewiston,  Chairman,  1966  Program  Com- 
mittee and  Executive  Secretary  Bird.  Councilor 
O.  D.  Hoffman,  Rexburg,  recovering  from  an  illness, 
was  unable  to  attend. 

Highlights  of  the  council  sessions  included: 

Approval  of  Minutes  of  the  73rd  Annual  Meeting, 
mailed  to  the  presidents  of  the  component  societies 
and  the  Officers  and  Councilors.  Approval  also  of  a 
comprehensive  report  of  the  73rd  annual  meeting, 
including  registration,  income  and  expenses.  Ap- 
proval of  plans  for  the  scientific  and  social  activi- 
ties for  the  74th  Annual  Meeting  of  the  association 
at  Sun  Valley  July  6-9,  1966,  with  a return  to  the 
famous  “Idaho  Formula— Part  Scientific  and  Part 
Recreation”  format.  Approval  of  a report  on  mem- 
bership for  1965  and  potential  for  1966.  Approval 
of  the  1966  budget  for  Association  income  and 
expenditures. 

Approval  of  plans  to  utilize  the  Parliamentarian 
as  Speaker  of  the  House  for  the  1966  House  of 
Delegates  session  at  Sun  Valley.  Set  meetings  for 
the  House  of  Delegates  to  be  held  at  noon  on  July 
6,  7 a.m.,  July  8 and  7 a.m.,  July  9 at  Sun  Valley  in 
1966.  Agreed  to  ask  the  component  societies  for 
opinions  regarding  possibility  of  changing  dates  of 
annual  meetings  to  September. 

Approval  of  committee  appointments  made  by 
President  Pierce  for  coming  year.  Approval  of  ten- 


tative plans  to  visit  several  component  medical  so- 
cieties during  coming  months.  Approved  prepara- 
tion and  distribution  of  a “President’s  Handbook” 
for  the  assistance  of  component  society  officers. 
Decision  to  request  the  Constitution  and  By-Laws 
Committee  to  undertake  a study  and  modernization 
of  all  component  society  Constitutions  and  By-Laws 
as  well  as  the  state  association  documents.  Decision 
to  direct  the  Medical  Economics  and  Fee  Schedule 
Committee  to  undertake  study  and  preparation  of  a 
new  Relative  Value  Fee  Schedule  to  be  used  for 
all  activities  where  a fee  schedule  is  involved.  This 
would  pertain  to  programs  of  state  and  federal 
agencies  as  well  as  to  private  insurance  programs. 

Approval  of  plans  to  seek  larger  state  office  quar- 
ters. Decision  to  meet  with  dental  association  of- 
ficers regarding  amalgamation  of  state  offices.  Ap- 
proval of  attendance  at  a number  of  national  and 
state  meetings. 

A special  meeting  of  the  AMA  House  of  Delegates 
was  held  at  the  Palmer  House,  Chicago,  October 
2-3  to  “consider  pertinent  items  relating  to  current 
problems  incident  to  health  care  laws  and  pending 
legislation,”  said  Dr.  Milford  O.  Rouse,  Dallas, 
Speaker  of  the  House  of  Delegates. 

Idaho  was  represented  by  Delegate  Alexander 
Barclay,  Coeur  d’Alene,  and  Alternate  Delegate 
Donald  K.  Worden  of  Lewiston. 

welfare  expenditures 

Mr.  Bill  Child,  Commissioner,  Idaho  Department 
of  Public  Assistance,  reported  welfare  checks  in 
June  totalled  $1,228,127.60.  Costs  included:  Aid 
to  Dependent  Children,  $390,834.00;  Medical  Assist- 
ance for  the  Aged,  $343,122.53;  Old-Age  Assistance, 
$307,710.82;  payments  to  permanently  and  totally 
disabled,  $176,965.25,  and  Aid  to  the  Blind,  $9,- 
498.00.  Medical  Assistance  for  the  Aged  payments 
totalled  $359,002.96  in  April  and  $337,728.54  in 
May. 
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new  society  officers  for  1966: 

ADA  COUNTY  MEDICAL  SOCIETY 
Persident,  Frank  W.  Crowe,  Boise 
President-Elect,  Gustav  E.  Rosenheim,  Boise. 
Secretary,  John  M.  Ocker,  Jr.;  Treasurer,  Harold  M. 
Hatten;  Council  Member,  H.  M.  Chaloupka,  Boise. 
Delegates,  S.  Hugh  Atchley  Jr.,  James  H.  Hawley, 
J.  Gordon  Daines,  Robert  G.  Paterson,  Max  D. 
Gudmundsen,  Leon  W.  Nowierski,  Richard  O. 
Vycital,  Gustav  E.  Rosenheim,  William  D.  Forney, 
Clayton  C.  Morgan,  George  E.  Weick. 

All  delegates  from  Boise. 

Alternate  Delegates,  John  T.  Brunn,  Meridian; 
Quentin  E.  Howard,  H.  A.  P.  Myers,  Roy  J.  Ells- 
worth, Quentin  L.  Quickstad,  Everett  N.  Jones,  Sr., 
Ralph  R.  Jones,  Carl  M.  Johnston,  Dale  D.  Cornell, 
Max  F.  Bell  and  Bernard  P.  Strouth,  Boise. 

SOUTHEASTERN  IDAHO  DISTRICT  MEDICAL 
SOCIETY 

President,  Richard  P.  Howard,  Pocatello. 
President-Elect,  Richard  K.  Gorton,  Pocatello. 
Secretary-Treasurer,  David  C.  Miller,  Pocatello. 

IDAHO  ACADEMY  OF  GENERAL  PRACTICE 
New  officers  elected  during  the  recent  meeting  of 
the  Idaho  Academy  of  General  Practice,  held  in 
Boise,  September  13-15,  include: 

President,  V.  Ellis  Knight,  Kimberly. 

President-elect,  Merril  J.  Sharp,  Pocatello. 
Secretary-Treasurer,  Max  W.  Carver,  Twin  Falls. 
Delegate,  Harmon  E.  Halvorson,  Emmett.  Alternate 
Delegate,  Joseph  M.  Thomas,  Boise. 

Board  of  Directors,  John  M.  Ayers,  Moscow,  Tius  W. 
McCowin,  Shelley. 

Ninety  physicians  registered  for  the  meeting. 

immunization 

FYee  immunization  for  tetanus  and  diphtheria 
was  available  to  persons  attending  the  Eastern  Idaho 
State  Fair  at  Blackfoot,  September  14-18.  The  shots 
were  offered  at  a booth  sponsored  by  the  Southeast- 
ern Idaho  District  Medical  Society  under  President 
Arch  T.  Wigle,  Pocatello,  and  the  Southeast  Idaho 
District  Health  Department. 

educational  program 

First  Annual  Caldwell  Memorial  Staff  Educational 
Program,  featuring  six  scientific  lectures,  was  sched- 
uled for  Friday  and  Saturday,  October  15  and  16, 
1965,  in  the  Jewett  Memorial  Chapel  at  the  College 
of  Idaho. 

Arnold  Rustin,  Clinical  Associate,  Department  of 
Urology,  University  of  Oregon  Medical  School,  Port- 
land, spoke  at  the  Friday  night  banquet  on  “Use 
of  Hypnosis  in  Medical  Practice.”  A half-day  pro- 
gram Oct.  16  permitted  attendance  at  the  University 

continued  on  page  788 


Persantirf 

brand  of 
dipyridamole 

Long-term  therapy 
in  chronic 
angina  pectoris 


Therapeutic  effects 

In  chronic  angina  pectoris,  dipyridamole 
eliminates  or  reduces  the  frequency  of 
anginal  attacks,  improves  exercise  tol- 
erance, and  lessens  nitroglycerin  require- 
ments. It  is  not  intended  to  abort  an  acute 
anginal  attack. 

Pharmacologic  effects 

These  include  coronary  vasodilation  and, 
as  shown  in  animal  experiments,  increased 
collateral  coronary  circulation  and  the 
preservation  of  mitochondrial  structure 
and  ATP  levels  in  the  hypoxic  myocardial 
cell. 

Dosage 

Persantin,  brand  of  dipyridamole,  is  avail- 
able as  tablets  of  25  mg.  Two  tablets  (50 
mg.)  3 times  daily,  at  least  1 hour  before 
meals,  is  the  recommended  dosage.  Clini- 
cal response  may  not  be  evident  before 
several  weeks  of  continuous  therapy. 

Contraindications,  Precautions, 

Adverse  Reactions 

No  specific  contraindications  are  known. 
Since  large  doses  can  produce  peripheral 
vasodilation,  the  drug  should  be  used  cau- 
tiously in  patients  with  hypotension  and 
in  acute  myocardial  infarction  when  the 
blood  pressure  may  be  labile.  Headache, 
dizziness,  nausea,  flushing,  weakness  or 
syncope,  and  mild  gastrointestinal  distress 
have  been  reported. 

Under  license  from 
Boehringer  Ingelheim  G.m.b.H. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 
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PE-3747  PO 


Persantin 

brand  of 
dipyridamole 


in  chronic 
angina  pectoris 


“ .definite  improvement  in 
70  per  cent  of  angina 
pectoris  patients,  20  per 
cent  of  whom  obtained 
complete  relief.” 


Geigy 


Results  obtained  in  200  patients  with  an- 
gina pectoris  given  Persantin,  brand  of 
dipyridamole,  for24  months  or  longer. 

Improvement  was  judged  on  the  basis 
of  number  of  anginal  episodes,  nitro- 
glycerin needs,  work  capacity  and 
Master’s  2-step  tests. 

Griep,  A.  H.:  An  Approach  to  Long-Term  Therapy  of 
Ischemic  Heart  Disease,  Vascular  Dis.  1 :299, 1964. 
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of  Idaho— Oregon  State  University  football  game  in 
Boise. 

Lecturers  in  the  program  arranged  by  Gerald  C. 
Bauman,  Caldwell,  included  David  W.  Bennett, 
Donald  J.  Baranco  and  Lyle  L.  Stones,  Caldwell; 
Frank  W.  Crowe  and  Howard  E.  Adkins,  Boise;  Drs. 
Rustin  and  Richard  C.  Zimmerman,  Portland  ortho- 
pedic surgeons. 

Medicare's  problems 

Despite  its  dependence  on  the  cooperation  of 
America’s  physicians.  Public  Law  89-97  promises 
to  drop  a large  bundle  of  problems  into  their  laps. 

Among  the  dilemmas  anticipated  as  the  massive 
program  goes  into  effect  are: 

Further  overcrowding  of  hospitals. 

Increase  of  hospital  costs,  with  rising  rates  to 
be  paid  by  the  patient. 

Proliferating  red  tape,  an  enormous  increase  in 
record  keeping  and  paper  work  in  the  doctor’s  office. 

Intensification  of  the  already  critical  shortage  of 
doctors,  nurses  and  allied  personnel. 

Fear  that  bureaucratic  restrictions  may  impair  the 
quality  of  medical  care  by  substituting  non-medical 
judgement  for  that  of  the  physician. 

The  unknown  quantity— the  hospital  utilization 
committees  required— the  scope  of  their  power,  their 
composition  and  method  of  appointment.  That  they 


may  well  include  lay  representatives. 

Restrictions  upon  the  doctor’s  right  to  set  his  fee 
and  the  possibility  that  standard  fees  may  be  im- 
posed. 

IMP  AC  needs  your  check 

Enclosed  with  the  News  Letter  was  a billing- 
reminder  which  the  Board  of  Directors  of  the  Idaho 
Medical  Political  Action  Committee  hopes  will  en- 
courage you  to  send  a check  to  IMPAC. 

Although  this  is  not  an  election  year,  G.  E.  Rosen- 
heim, Boise,  Chairman  of  the  Board  of  Directors  of 
IMPAC,  feels  every  physician  should  have  an  oppor- 
tunity to  make  a non-tax  deductible  contribution 
to  the  physicians  political  organization. 

Dr.  Rosenheim  urges  that  you  send  your  check 
to  him,  along  with  the  billing,  so  that  IMPAC  will 
be  ready  for  active  political  participation  in  1966. 

hospital  convention 

The  1965  convention  of  the  Idaho  Hospital  Asso- 
ciation was  held  at  Sun  Valley  October  10-13,  1965. 
Matters  of  current  importance,  such  as  Social  Se- 
curity health  care,  were  discussed  at  a special  one- 
day  session  for  hospital  trustees.  A.  Curtis  Jones, 
Boise,  and  Executive  Secretary  Bird  represented  the 
Idaho  State  Medical  Association  at  the  session. 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRADE  MARK ® 


things  go 

better.i 

^with 

Coke 
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narcotics  brochure 

A brochure,  “Prescribing  and  Dispensing  Nar- 
cotic Drugs”,  giving  a brief  refresher  on  narcotic 
law  requirements  for  physicians  and  pharmacists, 
published  by  the  Idaho  State  Pharmaceutical  Asso- 
ciation, is  available  for  the  asking  from  the  state 
office. 

personals 

James  C.  F.  Chapman,  formerly  of  Boise,  currently 
assigned  to  the  Peace  Corps,  Rabul,  Afghanistan, 
spent  a few  days  in  Boise  enroute  to  Portland,  Ore- 
gon, on  business.  He  returned  to  the  far  east  last 
month. 

Lynn  H.  Anderson,  Pocatello,  has  been  notified 
of  his  appointment  to  the  subcommittee  on  Profes- 
sional Economic  Education  for  the  American  Society 
of  Internal  Medicine. 

state  board  of  medicine  section 

Temporary  Licenses  were  granted  in  September 
to: 

J.  Paul  Reimer,  Twin  Falls,  Graduate  of  Univer- 
sity of  Oklahoma  School  of  Medicine,  Oklahoma 
City,  June  9,  1957.  Internship,  The  University  of 
Texas  Medical  Branch  Hospitals,  Galveston,  Texas, 
1958.  Pediatric  Residency,  University  of  Arkansas 
Medical  Center,  Little  Rock,  1958-1961.  Granted 
TL-345  September  8,  1965.  Pediatrics. 

John  M.  McKain,  Twin  Falls.  Graduate  of  Johns 
Hopkins  University  School  of  Medicine,  Baltimore, 
June  10,  1952.  Internship,  The  Johns  Hopkins  Hos- 
pital, Baltimore,  1953.  Surgical  Residency,  Indiana 
University  Medical  Center,  Indianapolis,  1953-58. 
Granted  TL-346,  September  10,  1965.  General  and 
thoracic  surgery. 

John  B.  Burns,  Mountain  Home  AFB.  Graduate  of 
University  of  Vermont  College  of  Medicine,  Bur- 
lington, June  9,  1963.  Internship,  Saint  Mary’s  Hos- 
pital, San  Francisco,  June  30,  1964.  Granted  TL- 
347,  September  20,  1965.  Air  Force. 

Richard  B.  Gresham,  Pocatello.  Graduate  of  Uni- 
versity of  Tennessee  College  of  Medicine,  Memphis, 
1954.  Internship,  U.  S.  Naval  Hospital,  Chelsea, 
Massachusetts,  April,  1955.  Orthopedic  Residency, 
U.  S.  Naval  Hospital,  Chelsea,  1955-1958.  North 
Carolina  Orthopedic  Hospital,  Gastonia,  N.C.,  1958- 
59.  For  the  past  year  has  been  Chairman,  Division 
of  Orthopedic  Surgery,  University  of  Utah  College 
of  Medicine.  Granted  TL-348,  Sept.  28.  Orthopedics. 

E.  Manley  Briggs,  Boise.  Graduate  of  Stanford 
University  School  of  Medicine,  Palo  Alto,  1964.  In- 
ternship, University  Hospital,  University  of  Michi- 
gan, Ann  Arbor,  June,  1965.  Granted  TL-349,  Sep- 
tember 28,  1965.  Army. 


principles  of  ethics 

During  the  next  few  months  the  News  Letter 
will  carry  the  Principles  of  Medical  Ethics  of  AMA 
and  the  Idaho  State  Medical  Association.  Many  feel 
it  is  a good  idea  to  review  this  important  document 
occasionally. 

PREAMBLE 

THESE  PRINCIPLES  ARE  INTENDED  TO  AID  PHYSI- 
CIANS INDIVIDUALLY  AND  COLLECTIVELY  IN  MAIN- 
TAINING A HIGH  LEVEL  OF  ETHICAL  CONDUCT.  THEY 
ARE  NOT  LAWS  BUT  STANDARDS  BY  WHICH  A PHYSI- 
CIAN MAY  DETERMINE  THE  PROPRIETY  OF  HIS  CON- 
DUCT IN  HIS  RELATIONSHIP  WITH  PATIENTS,  WITH  COL- 
LEAGUES, WITH  MEMBERS  OF  ALLIED  PROFESSIONS, 
AND  WITH  THE  PUBLIC. 

section  I.  The  principal  objective  of  the  medi- 
cal profession  is  to  render  service  to  humanity  with 
full  respect  for  the  dignity  of  man.  Physicians  should 
merit  the  confidence  of  patients  entrusted  to  their 
care,  rendering  to  each  a full  measure  of  service  and 
devotion. 

To  be  continued. 

OBITUARY 

dr.  minnie  f.  Howard,  93,  Pocatello,  died  Septem- 
ber 2,  1965.  She  was  born  August  23,  1872,  at 
Memphis,  Missouri.  She  was  a graduate  of  Central 
Normal  College  in  Kansas  and  Cook  County  Normal 
School,  Englewood,  Illinois.  She  received  her  M.D. 
degree  in  1899  from  Kansas  University  Women’s 
Medical  School,  and  took  post  graduate  work  at 
New  York  University  and  in  Vienna,  Austria. 

She  was  married  to  Dr.  William  F.  Howard,  Au- 
gust 23,  1894,  at  Lamed,  Kansas,  while  they  both 
were  working  toward  their  degrees.  She  was  issued 
License  No.  259  to  practice  medicine  and  surgery 
in  Idaho  on  April  7,  1903,  and  practiced  for  20  years 
with  her  husband,  who  died  October  19,  1948. 

She  was  an  early-day  president  of  the  Southeast 
Idaho  Historical  Society  and  an  organizer  and  direc- 
tor of  the  Oregon  Trail  Memorial  Association,  later 
reorganized  as  the  American  Pioneer  Trails  Asso- 
ciation. She  organized  the  Art  and  Travel  Club,  the 
County  Social  Welfare  Board,  and  was  co-chairman 
of  the  first  Red  Cross  organization  for  Bannock  and 
Caribou  counties.  She  wrote  several  articles  on  the 
history  of  the  Oregon  Trail,  Fort  Hall  and  Bannock 
County. 

Four  sons  survive  her,  they  are:  Richard  P.  How- 
ard, M.D.,  Pocatello;  Nelson  J.  Howard,  M.D.,  San 
Francisco;  Francis  E.  Howard,  M.D.,  Redwood  City, 
California,  and  Forrest  H.  Howard,  M.D.,  Santa 
Ana,  California. 

She  teas  a member  of  the  First  Congregational 
Church,  and  was  active  in  several  civic  and  social 
organizations. 
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effective  in 


patients  with 

FUNCTIONAL  CONSTIPATION 

Senokot 

(standardized  senna  concentrate)  TABLETS/GRANULES 

A LAXATIVE  YOU  CAN  PRESCRIBE  WITH  CONFIOENCE 
BECAUSE  IT  IS  RELIABLE  AND  GENTLE 

REMARKABLE  RECORD  OF  EFFECTIVENESS:  Relief  of  constipation  with  SENOKOT 
Tablets/Granules  was  achieved  in  95.5%  of  6,878  cases  reported  in  28  clinical 
studies  (27  published).*  These  cases  comprised  a wide  spectrum  of  functional  consti- 
pation-chronic refractory,  pediatric,  geriatric,  antepartum  and  postpartum,  post- 
surgical,  drug-induced,  and  that  associated  with  psychiatric  and  neurologic  disorders. 
INHERENTLY  GENTLE  ACTION:  SENOKOT  Tablets/Granules  combine  predictable  effec- 
tiveness with  outstanding  gentleness.  Virtually  colon-specific  in  action,  they  are 
essentially  free  of  side  effects  in  proper  individualized  dosage.* 

HIGH  PATIENT  ACCEPTANCE:  Patients  find  this  clinically  established  laxative  pleasant 
and  easy  to  take.  Investigators  frequently  mention  marked  patient  preference  for 
SENOKOT  Tablets/Granules.* 

UNSURPASSED  DOSAGE  FLEXIBILITY:  To  suit  the  needs  of  patients  of  all  ages,  SENOKOT 
Tablets/Granules  offer  dosage  forms  easily  adjustable  to  individual  requirements. 

DOSAGE  AND  ADMINISTRATION:  (Preferably  at  bedtime):  SENOKOT  Tablets:  ADULTS:  2 tablets 
(max.— 4 tablets  b.i.d.).  IN  PREGNANCY:  1 tablet  (max.— 4 tablets  b.i.d.).  CHILDREN:  Above  60  lb.: 
1 tablet  (max.— 2 tablets  b.i.d.).  SENOKOT  Granules:  ADULTS:  1 level  teaspoonful  (max.— 2 level 
teaspoonfuls  b.i.d.).  IN  PREGNANCY:  V2  level  teaspoonful  (max.— 2 level  teaspoonfuls  b.i.d.). 
CHILDREN:  Above  60  lb.:  Y2  level  teaspoonful  (max  — 1 level  teaspoonful  b.i.d.). 

SUPPLIED:  SENOKOT  Tablets — Bottles  of  30  and  100.  SENOKOT  Granules-4  oz.,  8 0 z.  and  1 lb. 
canisters.  "Bibliography  available  on  request. 

The  Purdue  Frederick  company/Yonkers.  New  York 
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TUBERCULIN, TINETEST 

(Rosenthal)  Lederle 

ideally  suited  for  routineTB  screening 


accurate— comparable  to  the  older  standard  intradermal  tests 
practical— can  be  administered  by  nurses  or  ocher  personnel 
convenient— no  refrigeration  or  other  storage  precautions 
economical— stable  for  2 years,  self-contained  disposable  unit 


Side  effects  are  possible  but  very  rare:  vesiculation,  ulceration  or  necrosis  at  test  site. 
Contraindications,  none;  but  use  with  caution  in  active  tuberculosis.  Available  as  the  new 
individually-capped  unit,  boxes  of  5,  or  in  cartons  of  25. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY.  Pearl  River,  New  York 

9 63  5'? 
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One  Neosorb®PlusTablet 

will  neutralize  one-half  glass  (4oz.)  of  0.1  N HC1. 
That’s  a lot  of  antacid  relief. 


| Neosorb  Plus  Tablets  are  chewable  with  no  chalky  aftertaste, 
and  have  a delicate  spearmint  flavor  for  excellent  patient 
mi  acceptance,  week  after  week. 

H For  your  patients  with  gastric  hyperacidity  or  ulcer 
Wr  syndrome,  give  Neosorb  Plus  Tablets  with  the  fast,  protective 
, " and  long-lasting  antacid  action.  They  do  not  cause  acid 
\ rebound  or  electrolyte  imbalance  and  are  free  of  constipating 
if  or  laxative  effects. 

Dosage:  The  usual  dose  is  1 or  2 tablets  one  to  two  hours 
Ik  after  meals  and  at  bedtime.  Tablets  should  be  chewed  or 
M allowed  to  dissolve  slowly  in  the  mouth. 

Wp  Precautions:  Do  not  administer  to  patients  receiving  oral 
tetracycline  since  magnesium  reduces  tetracycline  absorption. 
Administer  cautiously  in  cases  of  severe  renal  impairment. 
Supplied:  Bottles  of  100  tablets. 

I Neosorb®Plus  Chewable  AntacidTablets 

Each  green  and  white  tablet  contains:  Dried  aluminum  hydroxide  gel  300  mg. 

Magnesium  hydroxide  150  mg. /Magnesium  trisilicate  150  mg./Spearmint  flavored. 

Haack  Laboratories,  Inc.  DivisionoILetnmonPharmacalCompany,  Portland,  Oregon  97208 


TOPICAL 

TREATMENT 


TYPICAL 

RESULTS 


PRIMARY  PYODERMA  AFTER  TREATMENT  WITH 

'NEOSPORIN'  ANTIBIOTIC  OINTMENT 
AND  SALINE  COMPRESSES 


with  l 


NEOSPORIN 


brand 


Polymyxin  B- Neomycin -Bacitracin 


ANTIBIOTIC  OINTMENT 


Each  gram  contains: 
Aerosporin'®  brand  Polymyxin  B 


Sulfate 5,000  Units 

Zinc  Bacitracin  . 400  Units 

Neomycin  Sulfate  (equivalent  to 
3.5  mg.  Neomycin  Base) 5 mg. 


Tubes  of  V 2 oz.  and  1 oz. 

■ clinically  effective 

■ comprehensive  bactericidal  action  against  most 
Gram-negative  and  Gram-positive  organisms,  in- 
cluding Pseudomonas 

■ rarely  sensitizes 


ecthyma,  pyodermas,  sycosis  vulgaris,  paronychia, 
traumatic  lesions,  eczema,  herpes  and  seborrheic 
dermatitis.  Prophylactically,  for  protection  against 
bacterial  contamination  in  burns,  skin  grafts,  inci- 
sions and  other  clean  lesions,  abrasions  and  minor 
cuts  and  wounds. 

Caution:  As  with  other  antibiotic  preparations,  pro- 
longed use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

Contraindication:  This  product  is  contraindicated 
in  those  individuals  who  have  shown  hypersensi- 
tivity to  any  of  its  components. 


For  the  eradication  of  infectious  organisms  in  a Complete  literature  available  on  request  from 
wide  range  of  dermatologic  disorders:  impetigo,  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


793 

Northwest  Medicine,  October  1965 


When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  the 
gamut  of  home  remedies  without  success, 
pleasant-tasting  cremomycin  can  answer 
the  call  for  help.  It  can  be  counted  on  to 
consolidate  fluid  stools,  soothe  intestinal 
inflammation,  inhibit  enteric  pathogens, 
and  detoxify  putrefactive  materials  — usu- 
ally within  a few  hours. 


CREMOMYCIN  combines  the  bacteriostatic 
agents,  succinylsulfathiazole  and  neomy- 
cin, with  the  adsorbent  and  protective  de- 
mulcents, kaolin  and  pectin,  for  compre- 
hensive control  of  diarrhea. 


Indications:  Diarrhea.  Contraindications:  Kaolin: 
Withhold  if  diverticulosis  is  present  or  suspected. 
Precautions:  Sulfonamide:  Continued  use  requires 
supplementary  administration  of  thiamine  and  vita- 
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your  for 
Cremomycin 
can  provide  relief 


min  K.  Neomycin:  Patient  should  be  observed  for 
new  infections  due  to  bacteria  or  fungi.  Side  Effects: 
Sulfonamide:  Sensitivity  reactions  may  occur  (e.g., 
skin  rashes,  anemia,  polyneuritis,  fever;  agranulo- 
cytosis with  a fatal  outcome  has  been  reported). 
Reduction  of  thiamine  output  in  the  feces  and  of 
yitamin  K synthesis  has  been  observed.  Neomycin: 
Nausea,  loose  stools  possible. 

Before  prescribing  or  administering,  read  product 
I circular  with  package  or  available  on  request. 

promptly  relieves  diarrheal  distress 

Cremomycin 

ANTIDIARRHEAL  ^ 

i Composition:  Each  30  cc.  contains  neomycin  sulfate 
1 300  mg.  (equivalent  to  210  mg.  of  neomycin  base), 
Jsuccinylsulfathiazole  3.0  Gm.,  colloidal  kaolin  3.0 
r Gm.,  pectin  0.27  Gm. 

@MERCK  SHARP  & D0HME  Division  of  Merck  4 Co  .Inc.,  West  Point,  Pa. 

where  today’s  theory  is  tomorrow’s  therapy 


795 

Northwest  Medicine,  October  1965 


Special  cough  formula  for  children 

Pediacof 

Each  teaspoon  (5  ml.)  contains  codeine  phosphate  5 mg., 

Neo-Synephrine®  hydrochloride  (brand  of  phenylephrine  hydrochloride)  2.5  mg., 
chlorpheniramine  maleate  0.75  mg.  and  potassium  iodide  75  mg. 

soothing  decongestant  and  expectorant 


relieves  cough 
nasal  drip 
congestion 
running  nose 
sneezing 

eases  expectoration 


bright  red, 
plpasant-tasting, 
raspberry-flavored  syrup 

Pediacof  is  different.  It  is  designed  espe- 
cially for  children,  and  each  ingredient  is  in 
the  right  proportion.  The  potassium  iodide 
in  Pediacof  is  so  well  masked  that  it  is  virtu- 
ally unnoticeable.  Children  like  the  sweet 
raspberry  flavor  of  bright  red  Pediacof. 

Dosage:  Children  from  6 months  to  I year, 
14  teaspoon;  from  1 to  3 years,  V5  to  1 tea- 
spoon; from  3 to  6 years,  1 to  2 teaspoons; 
and  from  6 to  12  years,  2 teaspoons.  These 
doses  are  to  be  given  every  four  to  six  hours 
as  needed. 


How  supplied:  Bottles  of  1 6 fl.  oz. 


Available  on  prescription  only. 
Exempt  Narcotic. 


Side  effects:  The  only  significant  untoward 
effects  that  have  occurred  are  mild  anorexia 
and  an  occasional  tendency  to  constipation. 
However,  discontinuance  of  Pediacof  has 
seldom  been  required.  Mild  drowsiness  oc- 
curs in  some  patients  but,  when  cough  is 
relieved,  the  quieting  effect  of  Pediacof  is 
considered  beneficial  in  many  instances. 

Precautions  and  contraindications:  Patients 
with  tuberculosis  or  those  who  are  known 
to  be  sensitive  to  iodides  should  not  be  given 
Pediacof. 

Caution  should  be  exercised  if  Pediacof  is 
administered  to  patients  with  cardiac  dis- 
orders, hypertension  or  hyperthyroidism. 

Warning:  May  be  habit  forming. 

Winthrop  Laboratories 
New  York,  N.Y. 


Winfhrop 
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CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  20th  of  month  preceding  date  of 
issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared  in  the 
journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


GENERAL  PRACTITIONER-WANTED-Two  - man  partnership 
needs  associate  for  very  busy  office.  Excellent  opportun- 
ity for  one  who  has  had  residency  in  surgery.  Greater  Se- 
attle area  with  choice  of  hospital  facilities.  Write  Box  41-A. 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wash.  98121. 


ALLIED  PERSONNEL  OFFICES,  INC.-Our  recruiting,  screening 
and  referral  services  can  be  of  valuable  assistance  to  you 
in  securing  the  medically  trained  person  or  situation  you 
desire.  Seattle  offices  247  Logan  Bldg.,  MA.  4-4793,  Everett 
office,  703  Medical  Dental  Bldg.,  AL.  2-3157. 


PEDIATRICIAN  & INTERNIST-Board  certified  or  eligible, 
subspecialty  training  encouraged.  The  Permanente  Clinic — 
50-man  specialty  group  associated  with  141 -bed  Bess  Kaiser 
Hospital,  Portland,  Oregon.  Oregon  license  required. 
$20,000  if  eligible;  $21,200  starting  income  if  certified.  Part- 
nership after  2 years.  Insurance  benefits  and  retirement 
program.  Write  to  Peter  L.  Hurst.  M.D.,  Chief,  Dept,  of 
Pediatrics,  or  Arnold  V.  Hurtado,  M.D.,  Chief,  Dept,  of 
Medicine,  5055  N.  Greeley,  Portland,  Oregon  97217. 


PHYSICIAN  UNDER  35  WANTED-T°  assist,  then  share  busy 
general  practice  in  Long  Island  area  of  Metropolitan  New 
York,  with  young  GP.  Must  have  or  be  eligible  for  NY 
license,  be  able  to  do  uncomplicated  OB’s,  and  assist  with 
surgery.  Salary  first  year  then  increasing  percentage  to 
full  partnership.  Write  Ralph  E.  Schlossman,  M.D.,  130-56 
Lefferts  Blvd..  So.,  Ozone  Park.  L.I.,  New  York  11420. 


PEDIATRIC  ASSOCIATION  AVAILABLE,  YAKIMA,  WASH.- 

Excellent  established  practice  with  associate.  Would  con- 
Contact  Eugene  Patterson,  M.D.,  210  So.  11th  Ave.,  Yaki- 
ma., Wash.  98902. 


GP  URGENTLY  NEEDED— By  established  group  of  GPs  close 
to  Seattle.  Call  Dr.  Andersen,  Issaquah  EX  2-6456  or  Sno- 
qualmie  Valley  Clinic,  TU  8-3352. 


GENERAL  PRACTICE  OPPORTUNITY— SEATTLE  - Associate  in 
general  practice  with  2-man  group.  Write  Box  15-B,  North- 
west Medicine,  500  Wall  Street,  Seattle,  Wash.  98121. 


A REWARDING  GP  PRACTICE— Associate  with  another  young 
general  practitioner  in  a growing,  adult  neighborhood.  Out- 
standing office  space  and  facilities.  Dudley  W.  Houtz, 
M.D.,  5702  N.  26th  St.,  Tacoma,  Wash.,  98407. 


GP  OPPORTUNITY  IN  SOUTHERN  OREGON-Busy  practitioner 
desires  an  associate.  Suggest  a trial  period,  then  if  mu- 
tually agreeable,  a permanent  association  with  adequate 
remuneration.  Guarantee  $1,500  to  start.  Contact  Mr.  H.  N 
Butler,  Manager,  Myrtle  Creek  Hospital  and  Medical  Cen- 
ter. P.O.  Box  629,  Myrtle  Creek.  Oregon,  phone  863-3111 


GP  ASSOCIATE  WANTED  NORTH  SEATTLE  LOCATION  - 

Write  or  call  Wm.  F.  Meade,  M.D.,  8118  Greenlake  Dr.  No., 
Seattle,  Wash.  98103,  LA  2-2314. 


PHYSICIAN  FOR  GENERAL  PRACTICE— With  a small  group 
at  Deer  Park,  Wash.  Clinic  located  in  a fully  equipped 
26  bed  general  hospital,  licensed  and  accredited.  Com- 
munity located  20  miles  north  of  Spokane.  Generous  bene- 
fits. Wonderful  year  round  recreational  area.  Write  S. 
Hiemstra,  M.D.,  Tri-County  Hospital  Association.  Box  547, 
Deer  Park,  Wash.,  99006. 


GP  WANTED— EUGENE,  OREGON— Modern,  new  office  in  fast 
growing  suburb.  Ample  parking.  Good  medical  com- 
munity, excellent  hospital  facilities.  Time  off  for  hunting, 
fishing,  skiing.  Near  lakes  and  ocean.  $18,000  guaranteed 
first  year.  Contact  M.  L.  Buck,  M.D  . 1110  Fairfield  St., 
Eugene,  Oregon  97402. 


OBSTETRICIAN-GYNECOLOGIST  WANTED  - Young,  board 
qualified,  to  join  well  established  9-man  group  in  thriving 
community  in  Southwest  Oregon.  Initial  salary  leading 
to  partnership.  Excellent  opportunity.  Apply  Mr.  V.  E. 
Thompson,  Manager,  Grants  Pass  Clinic,  Grants  Pass, 
Oregon  97526. 


OFFICE  SPACE 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA-Fully  serviced 
professional  offices,  from  $2.00  to  $3.50  per  sq.  ft.  annually. 
Mr.  Jack  Hayes,  Henry  Broderick,  Inc.,  MA  2-4350.  Seattle 


CLINIC  BUILDING,  KENT,  WASH.-Rapidly  growing  Lake 
Meridian  area.  Two  suites  of  1,684  total  sq.  ft.  in  new 
building.  Ample  black  top  parking.  Contact  H.  H.  Heaton, 
AL  5-6066  or  WE  5-5203. 


PHYSICIAN'S  OFFICE-PHILOMATH,  OREGON— Only  5 miles 
from  Corvallis  Hospital.  1,500  sq.  ft.  large  waiting  room, 
general  store,  physician’s  office,  4 consultation  rooms,  lab 
and  storage  room.  Large  trading  area.  Physician  of  15 
years  has  built  a good  practice.  Mr.  L.  A Nystrom.  Cor- 
vallis. Oregon,  phone  753-3981. 


EQUIPMENT 


MEDICAL  EQUIPMENT Examining  table,  instrument  table, 

sterilizer,  microscope,  etc.  Very  reasonable.  Inquire  2208 
N.W.  Market  St..  Rm.  224,  Seattle. 
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MEDICAL  SOCIETIES 

AMA  Annual— Chicago,  June  26-30, 
1966. 


AMA  Clinical— Philadelphia,  Nov.  28- 

Dec.  1,  1965,  Las  Vegas,  Nov.  27-30, 
1966. 

Idaho  State  Medical  Association — July 
6-9,  1966,  June  28-July  1,  1967,  Sun 
Valley. 


Medical  Society  of  United  States  and 
Mexico,  Tenth  Annual— Nov.  18-20, 
1965,  Hermisillo,  Mexico.  . 

Sec..  James  Nauman,  Tucson,  Ariz. 


North  Pacific  Pediatric  Society — Spring 
Meeting  March  2-4,  1966,  Hilton 

Hotel,  Portland,  Oregon. 

Pres.,  J.  Arthur  May.  Portland 
Sec  Leroy  O.  Carlson,  Portland 


North  Pacific  Society  of  Neur.  & Psy.- 
Annual— March  30-April  1,  1966. 
Pres.,  Glenn  T.  Strand,  Seattle 
Sgc.,  W.  W.  Thompson,  Portland 


Northwest  Regional  Meeting,  American 
College  of  Physicians,  Oct.  28-29, 
1966,  Vancouver. 


Northwest  Rheumatism  Society 

Pres.,  John  E.  Stanwood,  Lebanon 
Sec.,  A.  C.  Jones,  Portland 


Northwestern  Medical  Association- 
Sun  Valley,  Feb.  15-18,  1966 
Pres.,  Frank  C.  Henry,  Seattle 
Sec.,  L.  H.  Garland,  San  Francisco 
Pacific  Northwest  Radiological  Society— 
Pres.,  J.  Boyd  Roberts,  Victoria,  B.C. 
Sec.,  Willis  J.  Taylor,  Seattle 
West  Coast  Allergy  Society— 

Pres.,  James  E.  Stroh.  Seattle 
Sec.,  A.  G.  Corrado,  Richland 


OREGON 

Ore.  Acad.  Ophth.  & Otolar.— Cosmo- 
politan Motor  Hotel,  4th  Tues., 
Sept.-May 

Pres.,  R.  L.  Erickson,  Salem. 

Sec.,  S.  C.  Stenerodden,  Salem. 
Oregon  Dermatologic  Society — Portland, 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  William  J.  Hemphill,  Eugene 
Sec.,  Albert  E.  Larner,  Portland. 
Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April, 
Oct.). 

Pres.,  Kenneth  D.  Gaver,  Salem. 
Sec.,  Wayne  M.  Pidgeon,  Portland. 


Oregon  Pathologists  Association — Port- 
land, 2nd  Friday  (Feb.,  Apr.,  Oct., 
Dec.) 

Pres.,  John  Christopher,  Salem 
Sec.,  K.  D.  McMilan,  Eugene 

Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
October-April 

Pres.,  J.  Robert  Lee.  Portland 
Sec.,  Robert  S.  Miller,  Beaverton 

Oregon  Society  of  Internal  Medicine 
Pres.,  Wm.  P.  Galen,  Portland 
Sec.,  Estill  N.  Deitz,  Portland 

Ore.  Soc.  Obst.  & Gynec. — Portland, 
Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.  thru  May) 

Pres.,  Martin  Sichel,  Portland 
Sec.,  J.  W.  Fergus,  Portland 

Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland 
Pres.,  Gerald  Whitlock,  Portland. 
Sec.,  Emerson  J.  Collier,  Portland. 

Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Congress  Hotel 
Pres.,  Irl  Clary,  Portland. 

Sec.,  David  Sellers,  Portland 

Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  J.  L.  Stevenson,  Jr.,  Portland. 
Sec.,  R.  J.  Meechan,  Portland. 

Portland  Surgical  Society — 4th  Tuesday 
(Sept.-May),  University  Club,  Port- 
land, Annual — Sept.  28,  1965 
Pres.,  Clare  Peterson,  Portland 
Sec.,  Wm.  R.  Sweetman,  Portland. 


WASHINGTON 

King  County  Acad.  Gen.  Pract. — 4th 
Mon.,  exc.  June,  July,  Aug.,  Dec. 
Pres.,  David  W.  Rabak,  Seattle 
Sec.,  Howard  R.  Pyfer,  Seattle 

Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct.-May)  Seattle,  Tacoma, 
or  Everett 

Pres.,  Louis  J.  Sarro,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 


Seattle  Academy  of  Surgery — 3rd  Wed. 
bi-monthly;  Seattle  Yacht  Club 
Pres.,  Paul  O’Hallaren,  Seattle. 
Sec.,  Nicholas  Sarro,  Seattle 

Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
July,  Aug.,  Dec. 

Pres.,  Charles  G.  Stipp,  Seattle. 
Sec.,  Glen  E.  Hayden,  Seattle. 

Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  Arctic  Club 
Pres.,  Charles  Kaplan,  Seattle 
Sec.,  Richard  Dion,  Seattle 

Seattle  Surg.  Soc. — 4th  Mon.  (Sept.- 
June)  Annual — January  28,  29,  1966, 
Olympic  Hotel 

Pres.,  Rodney  Hearne,  Seattle. 

Sec.,  J.  Garth  Mooney,  Seattle. 

Spokane  Society  of  Internal  Medicine — 
Quarterly,  Ridpath  Motor  Inn, 
Annual — March  5,  1966. 

Pres.,  Arch  Logan,  Jr.,  Spokane 
Sec.,  Roy  T.  Pearson,  Spokane 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  F.  Barronian,  Tacoma 
Sec.,  Calvin  R.  Lantz,  Tacoma 

Tacoma  Surgical  Club  — 3rd  Tuesday 
(Sept.-May)  Annual — May  7,  1966 
Pres.,  Ernest  E.  Banfield,  Tacoma 
Sec.,  Wm.  W.  Mattson,  Jr.,  Tacoma 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept. -June) 

Pres.,  L.  L.  Herr,  Seattle. 

Sec.,  John  E.  Nelson,  Seattle 

Washington  Academy  of  General  Prac- 
tice— May  12-14,  1966,  Ridpath  Mo- 
tor Inn,  Spokane 
Pres.,  Elmer  Wahlberg,  Tacoma 
Sec.,  Helene  M.  Templeton,  Seattle 

Washington  State  Radiological  Society 
— Seattle,  Quarterly 

Pres.,  Kenneth  E.  Gross,  Tacoma 
Sec.,  Owen  Martin,  Seattle. 

Wash.  St.  Soc.  of  Anesthesiologists 

Pres.,  John  S.  Siverts,  Spokane 
Sec.,  Robert  C.  Dickson,  Spokane 

Wash.  St.  Soc.  of  Allergy. 

Pres.,  Paul  Van  Arsdel,  Jr.,  Seattle. 
Sec.,  S.  H.  Tarica,  Seattle. 

Yakima  Surgical  Society— Last  Thurs- 
day (Sept.-May) 

Pres.,  Ralph  Foster,  Yakima 
Sec.,  G.  Douglas  Romney,  Yakima 
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Should  it  make  any  difference  to  her 
that  the  “500  Viso”  won  every  major 
design  award  this  last  year? 


Two-dozen  judges  think  so ... 

What  these  professional  designers  and  engineers  saw  in  the 
“500  Viso”  is  what  anyone  taking  a cardiogram  is  looking  for: 
H quick  and  simple  patient  connection  . . . easy-to-find-and-use 
..  |Wp  instrument  controls  . . . clear,  accurate  recordings  free  from 

‘ plfel  common  artifacts  and  “AC”  . . . rugged  construction  to 

withstand  the  inevitable  jolts  of  day-to-day  usage  . . . and  real 
portability  proven  by  light  weight  and  a slim,  compact  size. 


From  Industrial  Research,  the  1964  Western  Electronics 
Conference,  Product  Engineering,  Industrial  Design,  and  the 
Aluminum  Company  of  America,  many  distinguished  panels 
of  judges  cited  the  “500  Viso”  for  its  outstanding  achievement 
of  the  objectives  of  superior  ECG  design. 


And  during  the  past  year,  these  same  merits  of  the  “500  Viso” 
have  also  been  recognized  by  several  thousand  other  “judges” 
— your  colleagues  in  the  medical  profession  who  now  own 
a “500”.  To  them  the  convenience,  performance  and 
attractiveness  of  this  modern  ECG  represents  excellent 
value  at  $695  delivered,  continental  U.S. 


Sanborn  Division,  Hewlett-Packard  Company,  Waltham,  Mass.  02154. 
Sales  and  service  offices  in  principal  cities  throughout  the  world. 


HEWLETT 
PACK  A RD  M 


SANBORN 

DIVISION 


Bellevue  Hewlett-Packard,  Neely  Sales  Division,  11656  N.  E.  8th  Street,  (206)  454-3977 
Bellevue,  Washington  98004 

Portland  Hewlett-Packard,  Neely  Sales  Division,  2737  S.  W.  Corbett  Ave.,  (503)  22S-5107 

Portland,  Oregon  97201 


Shock 

warns 

before 

it 

strikes 


How 
do  you 
reverse  it 
more 
safely? 


When  a rapid  fall  in  blood  pressure  signals  impending  shock, 
you  have  a choice  of  therapy  to  reverse  the  threat.  You  could 
call  for  a “synthetic  expander,”  whole  plasma  or  whole  blood. 
But  what  are  the  chances  of  introducing  other  risks? 

With  Plasmanate,  Plasma  Protein  Fraction  (Human)  5 % Solution, 
there  are  no  reported  allergic  reactions,  coagulation  defects, 
instances  of  viral  hepatitis,  no  danger  of  human  typing  or 
crossmatching  errors.  You  initiate  twin  benefits:  1)  shock 
therapy  with  a plasma  protein  fraction;  2)  restoration  of  volume 
with  greatly  reduced  possibility  of  untoward  reactions  during 
and  following  surgery. 

Wouldn't  it  be  logical  to  specify  Plasmanate  for  your  next  case 
requiring  a volume  expander?  Truly,  no  other  transfusion 
preparation  offers  a comparable  ratio  of  safety  to  benefits. 


Plasmanate  PLASMA  PROTEIN  FRACTION  [HUMAN]  5%  SOLUTION 

A 5%  solution  of  selected  human  plasma  protein  with  stabilizers  in  0.67%  saline  solution.  Contains 
88%  serum  albumin,  7%  alpha  globulin,  5%  beta  globulin.  The  first  heat-treated  plasma  fraction 
licensed  by  the  Division  of  Biologic  Standards  of  the  National  Institutes  of  Health. 

Heat-treated  at  60°  C.  for  10  hours  against  the  possibility  of  transmitting  the  hepatitis  virus.  Since. there 
is  no  known  method  of  proving  presence  or  absence  of  hepatitis-producing  viral  agents,  no  absolute 
statement  can  be  made  concerning  their  presence  or  absence  from  blood  plasma  preparations. 

□ Administration:  Plasmanate,  Plasma  Protein  Fraction  (Human)  5%  Solution,  should  be  administered 
by  intravenous  route  only.  For  full  details,  please  examine  literature.  □ Precautions:  Should  be 
administered  cautiously  in  patients  with  normal  or  increased  blood  volume.  □ In  250  and  500  cc.  bottles 
complete  with  ready-to-use  administration  set. 


World  Leader  in  Blood  Fractions  Research 

CUTTER  JlaMoA&tasUeA. 

Berkeley  10,  California 
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The  Congenitally  Malformed,  IV.  Cleft  Lip  and  Palate  Habilitation 
RICHARD  L.  SLEETER,  M.D.,  Portland,  Oregon 

Cervical  Carotid  Arterial  Disease 

JOHN  S.  TYTUS,  M.D.  / LUCIUS  D.  HILL,  M.D.,  Seattle,  Washington 

Spirometry  Made  Easy 

WILLIAM  R.  PACE,  JR.,  M.D,  Seattle,  Washington 
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fMtur  a wxicattHLHv. OM-H.HKJ!**.  imi 

Complete  information  for  usage  available  to  physicians  upon  request. 


The  ^Pain  Is  Qone 

Despite  introduction  of  synthetic  substitutes,  efficacy  of 
‘Empirin’  Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®Compound  with  Codeine  Phosphate  gr.  1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warning— May  be  habit  forming),  Phenacetin  gr.  2V2, 
Aspirin  gr.  3V2,  Caffeine  gr.  V2. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y. 
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Some  people  get  awag  front  colds  and  sinusitis 


by  getting  away  from  frigid  weather 


. . . but  if  your  patient  can’t  get  away,  relieve  sneezing,  running  nose, 
and  congestion  of  colds  and  sinusitis  all  day  or  all  night  with  one 


ORNADE®  SPANSULE®  CAPSULE 

Trademark  brand  of  sustained  release  capsule 

Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of  chlorpheniramine 
maleate),  50  mg.  of  phenylpropanolamine  hydrochloride,  and  2.5  mg. 
of  isopropamide,  as  the  iodide. 

Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with  glaucoma,  pro- 
static  hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  obstruction  or  bladder  neck  obstruction. 
Use  with  caution  in  the  presence  of  hypertension,  hyperthyroidism,  or  coronary  artery  disease. 
Drowsiness;  excessive  dryness  of  nose,  throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare 
occasions  but  usually  are  mild  and  transitory. 

Before  prescribing,  see  SK&F  product  Smith  Kline  & French  Laboratories  §{r 

Prescribing  Information. 
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Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown* 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 
Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular, 
WALLACE  LABORATORIES 
W TeCranbury,  N.J.  cM-srsi 


PPOTAMinF  "“on 

I m I I V I I \J  Lbi  proteolytic  enzyme 


provides  the  selective  fast-acting  relief . . . 


Repeatedly  in  published  clinical  studies,1'10 

investigators  stress  the  following  thera- 
peutic characteristics: 

• relief  of  inflammatory  pain  (non-trau- 
matic)  is  prompt— particularly  when  ad- 
ministered early.1'4 

• disability  time  is  shortened  from  weeks 
to  days.7 

• so  specifically  effective  is  Protamide  that 
a positive  response  is  diagnostic  of  in- 
flammatory neuritis.3’4 

• prompt  relief  is  observed  even  in  oph- 
thalmic herpes  zoster.5’6 

• incidence  of  sequelae  such  as  posther- 
petic neuralgia  is  reduced.1'4 

• consistently  described  as  the  therapy  of 
choice.1-3'6 


Administration: 

In  neuritis  and  herpes  zoster,  one  ampul 
I.M.  daily  for  2 to  5 days  usually  relieves 
pain  completely  in  patients  treated  early. 
Well  tolerated.1'10  However,  inadvertent  in- 
travenous administration  may  cause 
anaphylactoid  reaction. 

— Boxes  of  10  ampuls,  1.3  cc.  each.— 

References:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63: 697- 
698  (May)  1960.  (2)  Smith,  R.  T.:  New  York  Med. 
8:16-19  (Aug.  20)  1952.  (3)  Smith,  R.  T.:  Med.  Clin.  N. 
America  (March)  1957.  (4)  Lehrer,  H.  W.;  Lehrer,  H.  G., 
and  Lehrer,  D.  R.:  Northw.  Med.  54: 1249-1252  (Nov.) 
1955.  (5)  Sforzolini,  G.  S.:  Arch  Ophthal.  62-381-385 
(Sept.)  1959.  (6)  Shupala,  E.:  W.  Virginia  Med.  J. 
56:191-193  (June)  1960.  (7)  Xander,  G.  W.:  Western 
Med.  J:  14-17  (Sept.)  1960.  (8)  Combs,  F.  C.,  and 
Canizares,  O.:  New  York  J.  Med.  (Mar.  15)  1952,  pp. 
706-708.  (9)  Marsh,  W.  C.:  U.S.  Armed  Forces  Med.  J. 
J:1045  (Sept.)  1950.  (10)  Love,  T.  R.:  Rocky  Mountain 
Med.  J.  50:873  (Nov.)  1953. 


Detroit,  Michigan  48211 
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When  doctors  talk  to  doctors 


• • 


"Multivitamin  formulas?  — well  there's  Stuart  "Where  can  you  get  a decent  liquid  multivitamin  "Why  don't  you  try  prescribing  a physician's 
Formula  and — ah,  some  others  that  came  that's  not  part  muscatel? — Stuart  Formula  has  vitamin  formula — Stuart  Formula?  Once  his  nu- 
along  that  are  just  like  it,  more  or  less."  a liquid.  I don't  know  off-hand  who  else  puts  tritional  status  is  improved,  he  won't  need  all 


one  out  that  is  as  complete.”  that  door-to-door  food-fad  nonsense.” 


"Drops  for  a child  his  age??  Put  him  on  Stuart  Give  them  any  sample  you've  got,  but  first  "Take  him  off  the  yogurt!  Put  him  on  Stuart 

Formula  liquid — my  kids  take  it  every  day.”  check  to  see  if  we  have  any  Stuart  Formula.”  Formula — you  can  be  sure  it's  complete." 


"Why,  I can’t  see  where  this  is  any  better  than 
Stuart  Formula,  even  if  the  capsule  is  three 
colors.” 


"The  doctor  is  too  busy  today.  See  you  next 
trip.  But  could  you  leave  some  Stuart  Formula 
for  us?" 


Stuart 

formula* 

Multivitamin- Mineral  Maintenance  Therapy 

prescribe  it! 


The  Stuart  Company 

Pasadena,  California 

Division  of  Atlas  Chemical  Industries,  Inc. 
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Time  after  time,  in  patient  after  patient, 
Percodan’s  pain-killing  action  is  fast,  potent  and 
predictable.  Enthusiasm  for  Percodan  by  physi- 
cians is  almost  directly  proportional  to  their  expe- 
rience with  this  analgesic  formula.  Just  one 
Percodan  tablet  usually  brings  relief  within  5 to 
15  minutes  and  maintains  it  for  6 hours  or  more. 
It  rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours. 
Precautions,  Side  Effects  and  Contraindications 
— The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and 
somewhat  greater  than  those  of  codeine.  The  usual 
precautions  should  be  observed  as  with  other  opi- 


ate analgesics.  Although  generally  well  tolerated, 
Percodan  may  cause  nausea,  emesis,  or  constipa- 
tion in  some  patients.  Percodan  should  be  used 
with  caution  in  patients  with  known  idiosyn- 
crasies to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias. 


Also  available:  Percodan®-Demi,  each  scored 
pink  tablet  containing  2.25  mg.  oxycodone  HC1 
(Warning:  May  be  habit-forming),  0.19  mg.  oxy- 
codone terephthalate  (Warning:  May  be  habit- 
forming), 0.19  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg. 
caffeine. 


throughout  the  wide  middle  range  of  PAIN. . . 


£r»do 


Literature  on  request 

ENDO  LABORATORIES  INC.  Garden  City,  New  York 


Each  scored  yellow  Percodan*  Tablet  contains 
4.50  mg.  oxycodone  HC1  (Warning:  Maybe  habit- 
forming), 0.38  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.38  mg.  hom- 
atropine terephthalate,  224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 

•U.S.  Pats.  2,628,185  and  2,907,768 


LOOK  AT  THE  RISK  IN  TERMS  OF  GAIN 


It  would  appear  then  that  the  future  family  physician  will  discuss  the  hazards 
of  medical  therapy  in  advance  with  the  patient  and  family  much  as  the  surgeon  does 
at  present.  As  medical  complications  become  less  covert,  the  practitioner,  like  the 
investor,  the  politician,  or  the  surgeon,  will  have  to  weigh  risk  in  terms  of  gain. 

John  F.  Stapleton,  M.D.,  in  Archives  of  Environmental  Health  11:140  (August)  1965. 


when  abnormal  capillary 
permeability  and  fragility  are  factors  in 

bleeding 

in  such  conditions  as: 

habitual  abortion 
threatened  abortion 
purpura  (nonthrombocytopenic) 

gingivitis 


CVP 

duo-CVP 


(double-strength  CVP) 


C.V.P.  and  duo-C.V.P.  are  believed  to  act  by 

decreasing  abnormal  permeability  and  fragility  of  capillaries, 

and  thereby  reducing  bleeding  or  diapedesis  from  these 

vessels.  C.V.P.  and  duo-C.V.P.  provide  the  original  and  exclusive 

bioflavonoid  compound  from  citrus,  which  is  a specially 

processed  concentrate  of  the  biologically  active  water-soluble  factors. 


Each  C.V.P.  capsule,  or  5 cc. 

(approx.  1 teaspoonful)  syrup  provides: 


CITRUS  BIOFLAVONOID  COMPOUND 


ASCORBIC  ACID  (vitamin  C) 


capsules  — bottles  of  100  and  500 
syrup  — bottles  of  4 oz.,  16  oz.  and  gallon 


Each  duo-C.V.P.  capsule  provides: 


bottles  of  50,  100  and  500 


samples  and  literature  from 


u.  s.  vitamin  & pharmaceutical  corporation 


800  Second  Avenue,  New  York,  New  York  10017 
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TRAHGO-OESIG 

CHLORMEZANONE  wm,  ASPIRIN 

100  mg.  300  mg. 


NON-NARCOTIC 
ANALGESIC, 
with  tranquilizing 
and  muscle  relaxant 
properties 


Because  pain  is  frequently  aggravated  and  perpetuated  by 
both  anxiety  and  muscular  tension,  the  combination  of  aspirin 
with  a well  tolerated  tranquilizer— muscle  relaxant  (Trancopal® 
(brand  of  chlormezanone) ) is  exceptionally  effective. 
TRANCOPAL  is  a “Tranquilaxant”  which  calms  anxiety  and 
tension,  relieves  muscle  spasm,  and  enhances  the  analgesic 
effect  of  aspirin  by  subduing  emotional  responses  to  pain. 


in  low  back  pain 

sciatica,  lumbago;  musculoskeletal  pain 
associated  with  strains  and  sprains 

in  tension  headache 

premenstrual  tension  and  dysmenorrhea 


Side  effects  such  as  gastric  distress,  occasional  weakness,  sedation  or  dizziness 
may  be  noted.  Ordinarily,  these  may  be  reversed  by  a reduction  in  dosage  or 
temporary  withdrawal  of  the  drug.  TRANCO-GESIC  should  not  be  administered  to 
persons  known  or  suspected  to  have  an  idiosyncrasy  to  acetylsalicylic  acid. 

Dosage  for  adults  is  usually  2 tablets  three  or  four  times  daily,  the  suggested  dosage 
for  children  from  5 to  12  years  is  1 tablet  three  or  four  times  daily. 

Supplied  in  bottles  of  100  and  1000  tablets.  »9«7m 


W/nfhrop 

Winthrop  Laboratories 
New  York,  N.  Y.  10016 
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for  all  you  cold  sufferers  who’ve  been  looking  for  a cure-all. 


'hey  can't  cure  a cold.  We  can't  cure  a cold.  You  can't  cure  a cold.  But  what  you  can  do  is  relieve  the  symptoms, 
naking  the  patient  comfortable  and  the  cold  bearable. 

'he  patient  suffering  from  head  cold  congestion,  for  instance,  should  breathe  easier  when  you  prescribe 
tovahistine  LP. 

Jovahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity — physi- 
logic  mechanisms  which  prevent  infection  of  the  respiratory  tract.  Two  tablets  in  the  morning  and  two  in  the  evening 
/ill  provide  around-the-clock  relief  by  helping  to  keep  congested  air  passages  clear,  thus  enabling  your  cold  patient 
o enjoy  normal  and  free  breathing. 

Jse  cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention.  Tell 
iatients  who  operate  machinery  or  motor  vehicles 
hat  drowsiness  may  result, 
iach  Novahistine  LP  tablet  contains:  phenyle- 
ihrine  hydrochloride, 25  mg., and  chlorpheniramine, 
naleate,  4 mg. 

'ITMAN-MOORE 

ivision  of  The  Dow  Chemical  Company,  Indianapolis,  Indiana 


For  relief  of  nasal  congestion. 
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Dizzy  with  vertigo,  Ponce  de  Leon 


staggered  in  search  of  the  Fountain  of  Youth. 


Then  a doctor  prescribed  Antivertj 


clear-headed,  Ponce  went  straight  to  his  goal, 


Anti  vert® 

(meclizine  HCI,  nicotinic  acid) 

Tablets:  (meclizine  HCI  12.5  mg.  and 
nicotinic  acid  50  mg.) 

Syrup: (each  5 cc. teaspoonful  contains 
meclizine  HCI  6.25  mg.  and  nicotinic 
acid  25  mg.) 

stops  vertigo 

complete  to  moderate  relief 
in  9 out  of  10  patients1 

Antivert,  the  leading  anti-vertigo  prod- 
uct,2 combines  meclizine  HCI,  an  out- 
standing drug  for  treatment  of  vestibular 
dysfunction,  with  nicotinic  acid,  a drug 
of  choice  for  prompt  vasodilation.  Out  of 
50  patients  with  Meniere’s  syndrome,  re- 
mission of  symptoms  followed  Antivert 
therapy  in  41  (82%);  another  10%  (5 
patients)  experienced  moderate  relief.' 
Prescribe  Antivert  for  your  patients  with 
vertigo,  Meniere’s  syndrome  and  allied 
disorders. 

Dosage:  One  tablet  or  one  to  two  teaspoonfuls 
(5-10  cc.)  t.i.d.  just  before  meals.  Specific 
requirements  for  individual  patients  should  be 
determined  by  the  physician. 

Supplied:  Tablets  in  bottles  of  100  and  500. 
Syrup  in  pint  bottles.  Rx  only. 

Antiverf 

(meclizine  HCI,  nicotinic  acid) 

most  widely  prescribed 
anti-vertigo  agent2 

Precautions  and  side  reactions:  Frequent, 
short-lived  reactions  include:  cutaneous  flush- 
ing, sensations  of  warmth,  tingling  and  itch- 
ing, burning  of  skin,  increased  gastrointestinal 
motility,  and  sebaceous  gland  activity.  In  ex- 
plaining these  reactions  to  the  patient,  it  is 
suggested  that  they  be  regarded  as  a desirable 
physiological  sign  that  the  nicotinic  acid  is 
carrying  out  its  intended  function  of  vasodila- 
tion. Because  of  this  vasodilation,  severe 
hypotension  and  hemorrhage  are  obvious 
contraindications  to  Antivert  therapy. 

References:  1.  Seal,  J.  C.:  Eye  Ear  Nose  & 
Throat  Month.  38:738  (Sept.)  1959.  2.  Based 
on  1964  data  from  independent  physicians' 
market  survey  organization. 

J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
New  York,  N.Y.  10017 
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and  when  your  Antivert® 
patients  are  near  or  past 
retirement  age 


Neobon# 

geriatric  supplement 

helps  keep  them 
‘on  the  go’ 


Neobon  combines  hormones,  essential  hematopoietic  factors,  a digestive 
enzyme,  and  vitamins  and  minerals  with  the  importantamino  acids  L-lysine 
and  glutamic  acid.  When  used  as  adjunctive  therapy,  such  medication  has 
been  shown  to  be  of  value  in  treating  patients  with  the  geriatric  syndrome.'  1 
You,  too,  can  help  your  geriatric  patients  — with  or  without  vertigo  — lead  a 
more  active  life  by  prescribing  Neobon. 


Each  capsule  contains: 


(1)  Vitamins  and  Minerals 

Vitamin  A (acetate)  2000  U.  S.  P.  units 
Vitamin  D (irradiated 

ergosterol)  . 200  U.  S.  P.  units 

Vitamin  B|  (thiamine 

mononitrate,  U.  S.  P.) 0.5  mg. 

Vitamin  B2  (riboflavin, 

U.  S.  P.) 0.5  mg. 

Vitamin  B6  (pyridoxine  HCI, 

U.  S.  P.) 0.5  mg. 

Niacinamide,  U.  S.  P 50  mg. 

Calcium  pantothenate, 

U.  S.  P 5 mg. 

Vitamin  E (from  alpha 

tocopherol  acetate) 5 I.U. 

Rutin,  N.F 5 mg. 

Cobalt  (from  cobalt 

sulfate) 0.033  mg. 

Molybdenum  (from  sodium 

molybdate) 0.066  mg. 

Copper  (from 

copper  sulfate) 0.33  mg. 

Manganese  (from 

manganese  sulfate) 0.33  mg. 


Magnesium  (from 

magnesium  sulfate)  2 mg. 

Iodine  (from 

potassium  iodide) 0.05  mg. 

Potassium  (from 

potassium  sulfate) 1.66  mg. 

Zinc  (from 

zinc  sulfate) 0.4  mg. 

(2)  Hematopoietic  Factors 

Iron  (from 

ferrous  sulfate) 3.40  mg. 

Vitamin  BI2  (cobalamin 
concentrate,  N.F.,  as 

Stablets®)  1 meg. 

Vitamin  C (ascorbic  acid, 

U.  S.  P.)  50  mg. 

(3)  Digestive  Enzyme 

Pancreatic  substance* 50  mg. 

(4)  Gonadal  Hormones 

Methyltestosterone 1.0  mg. 

Ethinyl  estradiol 0.006  mg. 

(5)  Amino  Acids 

L-lysine  50  mg. 

Glutamic  acid 30  mg. 


*Enzymatically  active  defatted  material  from  250  mg.  of  whole  fresh  pancreas. 

Precautions:  Contraindicated  in  patients  in  whom  estrogen  or  androgen 
therapy  should  not  be  used,  as  in  carcinoma  of  the  breast  or  prostate. 
Dosage:  One  capsule,  t.i.d.  with  meals,  or  as  directed  by  physician. 
Supplied:  Bottles  of  60  capsules.  Rx  only. 

References:  1.  Dufficy,  R.  G.,  Jr.:  J.  Am.  Geriatrics  Soc.  5:936  (Nov.)  1957. 
2.  Ende,  M.:  Southwestern  Med.  38:625  (Oct.)  1957. 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
New  York,  N.Y.  10017 
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in  scalp  dermatitis 


(fluocinolone  acetonide) 


the  results  shore . . . the  treatment  doesn't 

. . 50  of  the  85  patients  enjoyed  complete  remission. . . . 
Thirty-one  patients  exhibited  moderate  improvement....”* 


Synalar  Solution  provides  the  most  potent 
topical  corticosteroid,  fluocinolone  acetonide, 
at  the  site  of  the  problem— without  the  stain, 
odor,  residue  of  lotions  and  other  scalp  medi- 
cations. 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Precautions:  In  some  patients  with  dry  lesions,  the 
solution  may  increase  dryness,  scaling,  or  itching. 
Application  to  denuded  or  fissured  areas  may  pro- 
duce burning  or  stinging.  Although  propylene  glycol 
has  some  antiseptic  activity,  infected  lesions  require 
appropriate  evaluation  and  therapy.  As  with  all  drugs, 


use  with  caution  in  pregnant  patients.  Side  Effects: 
Side  effects  are  not  encountered  ordinarily  with 
topically  applied  corticosteroids.  As  with  all  drugs, 
however,  a few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  Availability: 
Synalar  (fluocinolone  acetonide)  Solution  0.01%  in 
a vehicle  of  propylene  glycol  with  citric  acid  as  pre- 
servative—20  cc.  and  60  cc.  plastic  squeeze  bottles. 

•Lubowe,  I.  I.:  Scalp  dermatoses:  Treatment  with  fluocinolone 
acetonide  in  propylene  glycol.  Skin  3:267  (Sept.)  1964. 


fluocinolone  acetonide  — an  original  steroid  from 

SYNTEXE3 

LABORATORIES  INC,  PALO  ALTO.  CALIF. 
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following 


infection 


STRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  t 
mobilize  defenses  during  convalescence. ..aid  response  to  primary 
The  patient  with  a severe  infection,  and  many  others  undergoing 


Stress  Formula  Vitamins  Lederle 


logic  stress,  may  benefit  from  STRESSCAPS. 


he  body 
therapy, 
physio- 


Each  capsule  contains: 

Vitamin  B i (as  Thiamine  Mononitrate)  10  mg. 

Vitamin  B2  (Riboflavin)  lOmg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  B6  (Pyridoxine  HCI)  2mg. 

Vitamin  B 1 2 Crystalline  4mcgm. 

Calcium  Pantothenate  20  mg. 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  (one  month's  supply)  and  100 
(three  months'  supply) 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y 


When  things  are  really  not  as  bad  as  they  seem 


give  Adipex. 


Each  Adipex  Ty-Med 'tablet  or  capsule  contains: 

Methamphetamine  hydrochloride  1 0 mg. 

Amobarbital  (Warning,  may  be  habit  forming)  50  mg. 
Homatropine  methylbromide  7.5  mg. 

* Lemmon  brand  of  timed-release  medication. 

The  stress  that  gives  rise  to  nervous  depression  is 
frequently  situational  in  origin  and  self-limiting  in  nature. 
Often  this  mild  tension-depressive  state  is  accompanied 
by  some  degree  of  Gl  hyperactivity. 

Adipex  is  ideal  for  short  term  therapy  in  mildly 
depressed  patients.  The  combination  of  mood-elevating 
and  antispasmodic  ingredients  helps  to  control  the 
symptoms  of  nervous  depression  and  tension-induced  Gl 
distress.  With  your  professional  counselling  and  short 


term  supportive  therapy  with  Adipex,  these  patients  will 
soon  learn  to  cope  with  or  overcome  the  depression 
caused  by  temporary  stress. 

Dosage:  The  usual  dose  of  Adipex  Ty-Med  is  one  tablet 
or  capsule  daily,  taken  on  arising. 

Side  Effects:  Insomnia,  excitability,  central  excitatory 
symptoms  or  cardiovascular  reactions. 

Precautions:  Discontinue  use  if  rapid  pulse,  dizziness 
or  blurring  of  vision  occurs. 

Contraindications:  Coronary  or  cardiovascular 
disease,  hypertension,  hyperthyroidism,  hyperexcitable  or 
psychotic  states,  glaucoma,  or  idiosyncrasy  or 
habituation  to  any  of  the  components. 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 

Supplied:  Bottles  of  1 00  and  1 000  tablets  or  capsules. 


HAACK  LABORATORIES,  INC.,  DIVISION  OF  LEMMON  PHARMACAL  COMPANY,  PORTLAND,  OREGON  97208 


new 

Measurin 

the  first  8-hour  aspirin 

for  continuous  relief 
of  pain  and  stiffness  in 
rheumatoid  arthritis 
up  to  8 hours 
with  each  dose 


new 

Measurin 

(timed-release  aspirin) 

the  first 
8-hour  aspirin 


MEASURIN  provides  the  full  analgesic  benefits  of  pure  aspirin  both  promptly 
and  for  up  to  8 hours... with  each  oral  dose. 

MEASURIN  is  the  only  long-lasting  pure  aspirin  arthritic  patients  can  take  at 
bedtime  for  analgesia  throughout  the  night.. .and  prevailing  relief  of  pain 
and  stiffness  upon  arising. 


MEASURIN  is  the  aspirin  of  choice  for  chronic,  low-grade  pain. 


The  prolonged  benefits  of  new  Measurin 

Less  nighttime  discomfort,  less  morning  stiffness,  fewer  nighttime  awakenings, 
less  pain  upon  arising  with  new  Measurin  compared  to  two  bedtime  dosages  of 
regular  aspirin— shown  in  double-blind,  crossover  study  of  26  patients  with  rheu- 
matoid arthritis  and  fibrositis* 


FIG.  7 


MEAN  STIFFNESS/ DISCOMFORT  INDEX 


FIG.  3 


MEAN  PAIN  INDEX 


Morning 

Stillness 


Over  30%  reduction  in 
mean  stillness  index 


Nighttime 

Discomfort 


Over  33%  reduction  in 
mean  discomfort  index 


FIG.  2 NO.  OF  TIMES  AWAKE 


Average 
Number  of 
Times 
Awakened 


Over  47°/o  fewer 
awakenings 
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On  arising 


Morning 


Afternoon 


Evening 


MEASURIN  20  gr.  q.  8 h. 
(60  gr./day) 


20  gr.  Aspirin  q 8 h. 
(60  gr./day) 


12  gr.  Aspirin  q.  4 h. 

(60  gr./day - 

no  middle-of-night  dose) 


Results  clearly  indicate  the  superiority  of  Measurin  timed-release  aspirin  to  two  bedtime  dos- 
ages of  regular  aspirin.  Measurin  patients  had  significantly  less  nighttime  discomfort,  significantly 
less  morning  stiffness  (fig.  1),  and  significantly  fewer  nighttime  awakenings  (fig.  2). 

Measurin  patients  also  displayed  significantly  less  pain  upon  arising,  lasting  into  the  morning 
(fig.  3).  During  the  afternoon  and  evening,  both  8-hour  Measurin  and  regular  q.  4 h.  aspirin 
proved  superior  to  20  gr.  regular  aspirin  q.  8 h.  — the  difference  reaching  high  statistical  signifi- 
cance in  the  evening. 

Objectively,  the  investigator  considered  Measurin  superior  to  either  dosage  schedule  of  regular 
aspirin  in  23  of  the  26  patients.  Only  one  patient  preferred  either  of  the  other  regimens  to 

Measurin.  * Clinical  reports  on  file,  Chesebrough-Pond's  Inc.,  New  York,  N.Y. 


The  unique  mechanism 
of  new  Measurin  . . . 

One  20-grain  dose 
(2  Measurin  tablets) 
releases  10  grains 
promptly,  followed  by 
sustained  release  of 
the  remainder. . . 
controlled  by  this  new 
principle  of  action: 


Unlike  enteric  coatings  or  capsules  of  delay-action 
pellets,  a Measurin  tablet  is  composed  of  over  6,000 
microscopic  reservoirs  of  aspirin. 

Each  reservoir  is  an  individual  aspirin  granule  enclosed 
by  an  inert  polymer,  insoluble  in  body  fluids.  Upon  in- 
gestion, the  tablet  immediately  breaks  apart  and  the 
reservoirs  disperse. 

M0- 

Gastric  fluids  (black)  diffuse  into  reservoirs  through  semi- 
permeable  walls;  dissolved  aspirin  (blue)  diffuses  out  at 
a controlled  rate  (governed  by  wall  thickness)  designed 
to  provide  optimum  8-hour  blood  levels. 

new 

Measurin 

(timed-release  aspirin) 

for  continuous  relief 
of  pain  and 
stiffness  up  to  8 hours 
with  each  dose 


Chesebrough-Pond's  Inc. 

485  Lexington  Ave.,  New  York,  N.  Y.  10017 


Indications:  Measurin  is  indicated  for  the  relief  of 
low-grade  pain  amenable  to  relief  with  salicylates, 
such  as  in  rheumatoid  arthritis,  osteoarthritis, 
spondylitis,  bursitis  and  other  forms  of  rheuma- 
tism, as  well  as  many  common  musculoskeletal 
disorders.  It  possesses  the  same  advantages  for 
other  types  of  prolonged  aches  and  pains,  such  as 
minor  injuries,  dental  pain,  and  dysmenorrhea. 
Its  sustained  effectiveness  should  also  make  it 
valuable  as  an  analgesic  in  colds,  grippe,  flu  and 
other  similar  conditions  in  which  aspirin  is  indi- 
cated for  symptomatic  relief,  either  by  itself  or 
adjunctive  to  specific  therapy. 

Dosage:  Two  Measurin  tablets  q.  8 h.  have  been 
effective  for  most  analgesic  needs.  This  two-tablet 
(20-grain)  dose  releases  the  blood  level  equiva- 
lent of  10  grains  of  aspirin  promptly  followed  by 
sustained  release  of  the  remainder.  The  10-grain 
(650  mg.)  scored  Measurin  tablets  permit  admin- 
istration of  aspirin  in  multiples  of  5 grains  (325 
mg.),  allowing  individualization  of  dosage  to  meet 
the  specific  needs  of  the  patient. 

With  regular  aspirin  dosage  schedules,  one  10 
grain  Measurin  tablet  may  replace  any  5-grain 
tablet,  but  with  twice  the  duration  of  activity. 
Whenever  possible,  two  tablets  (20  grains)  should 
be  given  before  retiring  to  assure  relief  through- 
out the  night— and  prevailing  pain  relief  upon 
arising. 

Measurin  has  been  made  in  a special  capsule- 
shaped tablet  to  permit  easy  swallowing.  How- 
ever, for  any  patients  who  have  difficulty,  Measurin 
tablets  may  be  crumbled  without  loss  of  sus- 
tained-release effect. 

Side  Effects:  Side  effects  encountered  with  regu- 
lar aspirin  may  be  encountered  with  Measurin. 
Tinnitus  and  dizziness  at  saturation  dosage  are 
the  ones  most  frequently  encountered. 
Contraindications  and  Precautions:  Measurin  is 
contraindicated  in  patients  with  marked  aspirin 
hypersensitivity,  and  should  be  given  with  ex- 
treme caution  to  any  patient  with  a history  of 
adverse  reaction  to  salicylates.  It  may  cautiously 
be  tried  in  patients  intolerant  to  aspirin  because 
of  gastric  irritation,  but  the  usual  precautions  for 
any  form  of  aspirin  should  be  observed  in  pa- 
tients with  gastric  ulcers,  bleeding  tendencies,  or 
hypoprothrombinemia. 


Tareyton...with  the  taste  worth  fighting  for 

America’s  largest-selling  charcoal-tip  cigarette 


©The  American  Tobacco  Company 


823 

Northwest  Medicine,  November  1965 


Intragastric  photography  studies' 


A/  E.  B„  male,  age  48.  Normal  antral  contraction. 
Pyloric  opening  is  not  seen.  It  is  difficult  to  differ- 
entiate a deep  prepyloric  contraction  from  a “py- 
loric fleurette”  or  true  pylorus. 


B/Same  subject  after  6 mg.  of  propantheline  bro- 
mide intravenously;  antral  contractions  ceased. 
The  pyloric  orifice  remained  open  and  was  easily 
identified.  Better  visualization  of  the  antrum  was 
also  obtained. 


Now  you  can  see  Pro-Banthine at  work 

(propantheline  bromide) 


Pro-Banthme  is  so  effective  in  anticholin- 
ergic action  that  it  may  be  employed  in 
visualizing  the  entire  pyloric  region. 

In  addition  to  the  intragastric  photo- 
graphs, cinegastroscopic  studies2  have 
demonstrated  graphically  not  only  its 
effectiveness  but  the  superiority  of  Pro- 
Banthlne  over  belladonna  alkaloids. 

Pro-Banthine  produced  complete  cessa- 
tion of  gastric,  antral  and  pyloric  motor 
activity  with  a dose  of  6 mg.  intrave- 
nously. This  is  approximately  one-third 
the  usual  oral  dose  of  15  mg. 

Atropine  at  full  normal  dosages  did  not 
produce  such  cessation.  It  required  dou- 
ble the  usual  oral  dose  of  atropine,  0.8 
mg.  intravenously,  to  duplicate  the  aper- 
istaltic  action  of  Pro-Banthine.  This  dose 
of  atropine  produced  pronounced  discom- 
fort and  tachycardia  with  ventricular 
rates  as  high  as  150  per  minute. 

It  is  this  pharmacologic  superiority  of 


Pro-Banthine  which  has  made  it  the  most 
widely  prescribed  anticholinergic  in  such 
conditions  as  peptic  ulcer,  functional  hy- 
permotility, irritable  colon,  pylorospasm 
and  biliary  dyskinesia. 

Dosage  —The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15  mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many  as 
two  tablets  four  to  six  times  daily.  Pro-Banthine 
(brand  of  propantheline  bromide)  is  supplied  as 
tablets  of  15  mg.,  as  prolonged-acting  tablets  of 
30  mg.  and,  for  parenteral  use,  as  serum -type 
ampuls  of  30  mg. 

Side  Effects  and  Contraindications-Urinary  hesi- 
tancy, xerostomia,  mydriasis  and,  theoretically, 
a curare-like  action  may  occur.  The  drug  is  con- 
traindicated in  patients  with  glaucoma  or  severe 
cardiac  disease. 

1.  Barovvsky,  H.;  Greene.  L.,  and  Bennett,  R.:  Investi- 
gators’ Clinical  Report.  Photographs  courtesy  of  Drs.  H. 
Barovvsky,  L.  Greene  and  R.  Bennett. 

2.  Barovvsky,  H.;  Greene.  L.,  and  Paulo,  D. : Paper  read 
at  Meeting  of  American  Society  for  Gastrointestinal 
Endoscopy,  Montreal,  Canada,  May  25-27,  1965. 
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The  Team  and  the  Family  Physician 


Last  May,  in  their  study  introducing  the  series 
on  congenital  malformations,  Osterud  and  Men- 
ashe  reported  that  congenital  anomalies  either 
were  not  always  observed  or,  if  observed,  were 
not  always  recognized.  Fourth  article  of  the 
series,  appearing  in  this  issue,  represents  a 
departure  from  that  situation  since  it  is  quite 
impossible  for  a cleft  lip  to  escape  observation 
and  it  is  inconceivable  that  cleft  palate  would 
not  be  recognized.  The  problem  here  is  in 
treatment. 

Sleeter  believes  that  results  will  be  better  if 
treatment  is  provided  by  a team.  This  does  not 
mean  that  the  family  physician  is  squeezed  out 
by  specialists.  To  the  contrary,  he  may  be  the 
most  important  member  of  the  team.  Although 
not  necessarily  acting  as  a captain,  since  he 
may  not  wish  to  direct  each  special  procedure, 
he  does  keep  himself  informed  on  what  has 
happened  to  his  patient  and  what  is  to  be  done 
in  the  future.  He  must  also  keep  in  close  touch 
with  the  family,  explaining  every  aspect  of  the 
treatment  and  helping  parents  keep  their  courage 
up  during  the  long  program  that  may  continue 
for  several  years. 

Sleeter  feels  that  other  members  of  the  team 
can  be  most  helpful  to  the  family  physician  by 
providing  the  information  he  then  transmits  to 
the  parents,  in  language  they  can  understand.  He 


feels,  however,  that  the  information  provided 
must  be  accurate.  In  a letter  written  after  the 
paper  had  been  set  in  type  he  states: 

“One  of  the  major  points  I should  like  to 
get  across  is  that  the  family  physician  should  be 
informed  and  should  be  considered  part  of  the 
team  but  not  necessarily  have  the  complete 
direction  placed  on  his  shoulders.  If  he  can  trust 
the  team,  his  patient  will  be  cared  for  and  yet 
he  still  is  responsible  for  a segment  of  care  the 
team  cannot  provide.  He  must  rely  on  the  team 
and  not  tie  their  hands  by  assuming  the  role  of 
paternalism.  As  a practitioner  for  a good  num- 
ber of  years  in  southern  Oregon,  I believe  one  of 
my  greatest  faults  was  advising  parents  in  the 
care  of  their  children  in  certain  areas,  such  as 
special  education  and  speech  training,  in  which 
I was  uninformed  yet  felt  compelled  to  give 
advice  that  may  have  been  contrary  to  the 
patient’s  best  interest.” 

By  adding  these  gentle  comments  to  his  article, 
Sleeter  has  explained  a fine  working  relation- 
ship between  general  practitioners  and  specialists 
that  is  designed  to  give  the  best  possible  service 
to  the  patient.  Somewhere  in  this  plan  there 
seem  to  be  the  seeds  of  a better  system  of 
providing  medical  care  in  the  future.  ■ 

H.  L.  H. 


HOT  LINE  FOR  DRUG  REACTIONS 

No  responsible  person  can  quarrel  with  the  vast  communications  network 
set  up  throughout  the  world  to  exchange  information  on  the  side  effects  of  drugs. 
But  this  necessarily  imposes  the  obligation  on  observers  to  be  reasonably  certain 
there  is  a fire  before  pulling  this  world-wide  alarm  system.  A drug’s  side  effects 
should  be  measured  against  the  good  it  does,  else  the  benefits  of  therapeutic  advances 
are  nullified.  Let  us  remember  that  illness  itself  creates  adverse  manifestations,  some- 
times unexpected  and  bizarre.  To  assume  that  all  of  the  patient’s  complaints  and 
distress  are  due  to  an  administered  drug  can  be  the  worst  kind  of  post  hoc,  ergo 
propter  hoc  reasoning,  serving  only  to  damage  the  good  name  of  a drug  and  perhaps 
cause  its  withdrawal. 


Theodore  G.  Klumpp,  M.D.,  in  Massachusetts  Physician  23:208  (June-July)  1965. 
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V-Cillin  K now  costs  approximately  21  percent  less. 
This  significant  price  decline  constitutes  a substantial 
saving  and  still  offers  these  important  benefits  over 
penicillin  G: 

The  effectiveness  of  intramuscular  penicillin.  Just  three 
250-mg.  doses  daily  provide  total  twenty-four-hour 
penicillin  blood  levels  equal  to  those  achieved  by  injec- 
tion of  600,000  units  of  procaine  penicillin  G.  A 
fourth  dose  increases  daily  penicillemia  to  levels  35 
percent  above  those  achieved  by  injection. 

Consistent  dependability — even  in  the  presence  of  food. 
Comparative  pharmacologic  data  show  that  V-Cillin  K 
produces  peak  blood  levels  twice  as  high  as  those  of 
penicillin  G,  with  half  the  dose. 

New,  thin  coating  . . . new  size  and  shape.  The  new  coat- 
ing eliminates  the  characteristically  bitter  taste  of  oral 
penicillin  and  makes  V-Cillin  K tablets  easy  to  swallow. 
The  new  shape  makes  them  easy  for  physicians  and 
pharmacists  to  identify. 


Indications:  V-Cillin  K is  an  antibiotic  useful  in  the  treatment  of 
streptococcus,  pneumococcus,  and  gonococcus  infections  and 
infections  caused  by  sensitive  strains  of  staphylococci. 
Contraindications  and  Precautions:  Although  sensitivity  reac- 
tions are  much  less  common  after  oral  than  after  parenteral 
administration,  V-Cillin  K.  should  not  be  administered  to  pa- 
tients with  a history  of  allergy  to  penicillin.  As  with  any  anti- 
biotic, observation  for  overgrowth  of  nonsusceptible  organisms 
during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units)  three  times  a day 
to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.,  and  V-Cillin  K, 
Pediatric,  125  mg.  per  5-cc.  teaspoonful,  in  40,  80,  and  150- 
cc.-size  packages. 

V-Cillin  K 

Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to  phy- 
sicians upon  request.  Eli  Lilly  and  Com- 
pany, Indianapolis,  Indiana. 
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The  Congenitally  Malformed 

IV.  Cleft  Lip  and  Palate  Hahilitation 

RICHARD  L.  SLEETER,  M.D.,  Portland,  Oregon 


Program  for  care  of  the  child  born  with  cleft  lip  or  palate  begins  at  birth 
and  continues  until  surgery,  training,  and  growth  have  produced  an  individual 
near  normal  in  facial  appearance,  speech,  and  dental  function.  It  should  be 
directed  with  sympathy  and  understanding  by  the  family  physician  who  enlists 
the  aid  of  a team  of  specialists.  Plastic  bottles  may  solve  the  feeding  problem. 
T ube  feeding  may  be  necessary  in  rare  cases.  Lips  may  be  closed  when 
the  infant  is  three  weeks  old  or  has  gained  to  ten  pounds,  but  surgery  on  the 
palate  should  be  deferred  until  the  child  is  twelve  to  eighteen  months  of  age. 
Speech  training  and  expert  dental  care  are  essential  parts  of  the  program. 


Birth  of  a congenitally  malformed  infant  is  an 
unexpected,  often  frightening,  even  terrifying  ex- 
perience for  young  parents  who  have  anxiously 
anticipated  a normal  baby.  Cleft  lip  and  cleft 
palate,  either  one  alone  or  the  two  in  combina- 
tion, are  such  congenital  malformations.  Cleft 
lip  cannot  be  hidden  by  clothes  or  by  booties. 
Many  parents  are  immediately  distraught,  and 
guilt  feelings  sometimes  supercede  good  judg- 
ment. 

It  is  at  this  crucial  period  that  an  under- 
standing physician  can  initiate  sympathetic 
guidance  and  give  positive  assurance  to  the 
young  couple  that  correction  of  the  cleft  lip,  or 
palate,  or  both,  is  possible  and,  that  in  most 
instances,  complete  habitation  of  the  child  can 
be  accomplished.  It  must  be  explained  early, 
by  the  family  physician  to  the  parents,  that  a 
habitation  program  will  take  many  years.  Each 
step  in  a planned  program  must  be  completed 
in  order  that  all  steps  in  the  chain  of  events 
will  lead  to  near  normal  facial  appearance, 
speech,  and  dental  function.  Complete  parental 
understanding  and  cooperation  is  essential.  Spe- 
cialized professional  guidance  is  available  to 
accomplish  this  habilitation  program,  but  the 
family  physician  must  participate  as  an  active 
member  of  such  a team  enterprise. 

General  health  care  of  the  infant  or  child  in 
coordination  with  the  habilitation  program 
should  be  through  him.  The  physician  caring 
for  the  infant,  if  acquainted  with  the  steps  in 
habilitation,  can  convey  to  the  parents  the  prin- 


ciples involved  and  thus  alleviate  many  of  their 
fears  and  worries.  He  can  initiate  the  counseling 
while  the  infant  is  still  in  the  nursery.  The  pic- 
ture of  before  and  after  surgery  shown  to  the 
parents  is  sometimes  quite  comforting  to  them, 
(Figure  1). 

steps  in  habilitation  program 

Immediately  after  birth,  search  should  be 
made  for  associated  congenital  malformations. 
Correction  of  these  defects  must  be  considered  in 
the  total  habilitation  program.® 

A serious  complication  of  isolated  cleft  palate 
is  the  Pierre  Robin  syndrome.  It  occurs  in  ap- 
proximately 14  per  cent  of  all  cleft  palate 
patients.  This  can  be  classified  as  an  emergency 
in  the  newborn  period.  The  infant  born  with 
micrognathia,  glossoptosis  and  cleft  palate  may 
suffer  from  respiratory  embarrassment  and  epi- 
sodic choking  spells.  The  tongue,  which  is  of 
normal  size,  cannot  be  accommodated  by  the 
small,  cleft,  oral  cavity. 

Treatment  is  directed  at  maintaining  a patent 
airway.  Several  operative  procedures  have  been 
devised  for  anchoring  the  tongue  anteriorly  to 
prevent  airway  obstruction.  The  Douglas  pro- 
cedure utilizes  the  principle  of  scarification  of 
adjacent  surfaces  of  the  tongue  and  lower  lip 
and  suturing  the  two  structures  together.  This 

♦In  a recent  survey,  26  per  cent  of  infants  born  with  a 
cleft  lip  or  palate  or  both  were  found  to  have  associated, 
major,  congenital  malformations.  These  malformations  in- 
cluded lesions  of  the  cardiovascular,  musculo-skeletal,  cen- 
tral nervous,  gastrointestinal,  and  genitourinary  systems. 
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Fig.  1.  Severe  bilateral  cleft  lip  and  palate,  a,  Infant 
soon  after  birth,  b.  Same  patient  at  age  11  years. 
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tension  produced  by  the  tongue  and  prevent  the 
glossoptosis. 

If  these  procedures  fail,  the  one  surgical  pro- 
cedure that  will  prevent  the  effects  of  glossop- 
tosis and  possible  strangulation  is  a tracheos- 
tomy. However,  a tracheostomy  will  increase  the 
morbidity  and  prolong  hospitalization.  Growth 
of  the  jaw  will,  in  four  to  six  months,  accommo- 
date the  tongue  and  alleviate  effects  of  the  glos- 
soptosis, (Figure  2). 

A plastic  surgeon  usually  will  suggest  closure 
of  the  cleft  lip  when  the  infant  weighs  approxi- 
mately 10  pounds  or  is  two  to  three  weeks  of 
age.  As  this  is  an  elective  procedure,  a preoper- 
ative examination  should  be  done  a day  prior 
to  surgery  by  the  family  physician.  Examination 
may  rule  out  upper  respiratory  infections  or 
other  contraindications  for  surgery  and  thus 
avoid  cancellation  of  the  surgery  prior  to  hos- 
pital admission. 

The  habilitation  program  for  isolated  cleft 
palate  is  similar  to  that  described  for  the  lip 
and  palate  except  that  repair  of  the  palate  is 
delayed  until  the  infant  is  approximately  12 
to  18  months  of  age.  Consultation  with  a speech 
pathologist,  a social  worker  and  a pediatrician 
should  not  be  delayed  until  this  time,  however, 
but  should  follow  the  same  program  as  described 
for  the  infant  with  a cleft  lip.  Instructions  by  the 
speech  pathologist  regarding  babbling,  cooing, 
and  sucking  will  lay  the  framework  upon  which 
the  infant  will  receive  his  early  speech  training. 


should  anchor  the  tongue  anteriorly  and  prevent 
glossoptosis.  However,  muscle  strength  of  the 
tongue  is  so  great  that  the  sutures  frequently 
will  slice  through  the  tip  of  the  tongue  permitting 
it  to  fall  posteriorly.  Another  procedure,  de- 
scribed by  Goldberg  and  Eckblom,  utilizes  a 
triple-O  silk  suture  passed  through  the  mid-body 
of  the  tongue,  halfway  between  the  tip  and  the 
foramen  caecum.1  The  suture  is  attached  to  a 
rubber  band  which  in  turn  is  attached  to  a 10 
mm  penicillin  vial  suspended  over  a dowel  which 
functions  as  a pully.  The  vial  then  can  be  filled 
with  water  in  amounts  sufficient  to  overcome  the 


Fig.  2.  Pierre  Robin  syndrome.  Note  micrognathia.  The 
tracheostomy  and  naso-gastric  feeding  tube  were  neces- 
sary for  four  and  one-half  months. 


feeding 

Many  mechanical  feeders  have  been  developed 
to  supply  milk  to  the  infant  with  a cleft  lip  and 
palate.  Each  has  its  merits  but,  unfortunately, 
few  meet  with  the  degree  of  success  described 
by  the  original  proponent.  Several  simple  feeders 
have  proven  to  be  quite  useful  and  are  readily 
available.  A plastic  nursing  bottle  with  enlarged 
holes  in  the  rubber  nipple  is  the  method  of 
preference  for  mothers. 

A plastic  ketchup  or  mustard  bottle  is  another 
type.  The  nozzle  is  of  sufficient  length  to  be 
placed  on  the  posterior  aspect  of  the  tongue  and 
the  hole  is  large  enough  to  allow  a free  flow  of 
milk  (especially  when  solids  are  used  to  thicken 
the  formula)  with  gentle  squeezing  pressure  on 
the  plastic  bottle.  An  asepto-syringe  with  an 
attached  nipple  (Breck  feeder)  also  employs  the 
gentle  pressure  flow  principle. 

The  milk  formula  in  each  of  these  methods 
should  flow  just  fast  enough  for  the  infant  to 
swallow  without  choking.  Gradually  the  nipple 
holes  should  be  decreased  in  size  to  encourage 
the  infant  to  begin  sucking  and  stimulate  anterior 
placement  of  the  tongue  which  will  eventually 
be  so  important  in  speech. 

The  infant  should  be  held  in  an  upright  posi- 
tion because  of  the  increased  amount  of  swallow- 
ed air.  Also,  it  is  mandatory  that  the  baby  be 
burped  much  more  frequently  than  a normal 
infant.  Tube  feeding  should  be  resorted  to  only 
if  an  infant  is  losing  weight.  Many  mothers  are 
fearful  of  inserting  a tube. 

The  mother  should  have  an  opportunity  to 
feed  her  baby  under  nursery  supervision,  prior 
to  her  discharge  from  the  hospital,  using  one  of 
the  above  mentioned  techniques.  Most  infants 
can  leave  the  hospital  shortly  after  the  mother 
has  been  discharged. 

speech,  hearing  and  dental  hygiene 

Development  of  good  speech,  normal  hearing, 
and  proper  dental  hygiene  are  extremely  import- 
ant aspects  of  the  habilitation  program.  The 
hypemasal  voice  of  a cleft  palate  patient  re- 
duces speech  intelligibility,  is  distracting  to  the 
listener,  and  is  embarrassing  to  the  patient.  Early 
speech  counseling  and  therapy  will  be  manda- 
tory and  plans  for  this  part  of  the  program  must 
be  made  at  a relatively  early  age. 

In  Oregon,  the  cleft  lip  and  palate  patients 
are  seen  by  the  speech  pathologist,  social  work- 


er, and  pediatrician  at  the  time  the  infant  is 
admitted  for  his  cheiloplasty.  An  outline  of  the 
speech  regimen  is  discussed  with  the  parents. 
This  initial  interview  is  followed  by  a series  of 
letters  from  the  speech  pathologist,  timed  to 
coincide  with  the  infant’s  growth  and  develop- 
ment milestones.  The  parents  are  continually 
apprised  of  what  to  expect  from  their  infant’s 
speech  and  what  they  should  do  to  foster  devel- 
opment of  normal  voice  tone  and  speech  intel- 
ligibility. 

The  danger  of  middle  ear  infection  and  result- 
ing hearing  loss  is  explained  and  parents  are 
urged  to  check  immediately  with  the  family 
physician  when  there  is  an  upper  respiratory 
infection. 

As  the  teeth  begin  to  erupt,  it  is  important  to 
introduce  the  parents  and  patient  to  the  dentist. 
The  teeth  will  play  a vital  role  in  speech,  in  facial 
appearance,  and  in  nutrition.  Therefore,  every 
effort  is  made  early  to  impress  upon  the  parents 
the  need  for  dental  care  par  excellence.  Instruc- 
tion regarding  cleansing  of  the  teeth  and  proper 
diet  should  be  continually  reiterated  by  the 
family  physician  and  dentist.  Systemic  fluorida- 
tion should  be  introduced  with  vitamins  early  in 
the  infant’s  diet. 

A social  worker  on  the  Oregon  cleft  lip  and 
palate  team  interprets  the  medical,  dental  and 
speech  terminology  to  the  parents,  who  are 
frequently  reluctant  to  pursue  questions  with 
other  professional  personnel  but  are  at  ease  with 
the  trained  social  worker.  In  addition,  the  social 
worker  helps  coordinate  the  plans  with  the 
various  professions  and  the  parents  in  order  that 
a specific  timetable  may  be  followed. 

At  about  three  years  of  age  dental  impressions 
are  made  and  orthodontic  consultation  is  obtain- 
ed. Because  of  the  deformed  upper  alveolar 
ridge,  caused  by  the  cleft,  the  teeth  will  be 
damaged  or  malaligned.  Realignment  is  a neces- 
sary but  tedious  process.  Nutrition  and  prostho- 
dontia  will  be  dependent  on  as  near  normal 
alignment  as  possible. 

Further  surgery  may  be  carried  out  at  four 
to  six  years  of  age  to  correct  distortion  of  fea- 
tures which  may  occur  with  growth. 

At  times,  speech  therapy  will  not  correct  the 
severe  hypemasality  of  voice.  Several  procedures 
may  be  considered.  A prosthetic  device  can  be 
constructed  to  close  the  posterior  pharyngeal 
gap  created  by  insufficient  palatal  closure,  or 
a posterior  pharyngeal  flap  procedure  may  be 
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preferable.  At  times,  some  combination  of  sur- 
gery and  wearing  of  a prosthesis  produces  even 
more  favorable  results.  A silicone  implant  in  the 
posterior  pharyngeal  wall  is  a new  method,  de- 
vised to  prevent  the  hvpernasality  by  providing 
complete  palatal  pharvngeal  closure,  (Figures 
3,4). 


Fig.  3.  A prosthesis  with  speech  bulb.  Note  that  clasps 
anchor  the  prosthesis  to  the  patient’s  permanent  teeth. 


Fig.  4.  The  prosthesis  in  place.  The  speech  bulb  serves 
as  an  extension  of  the  surgically  shortened  palate. 


Another  phase  of  habilitation  relates  to  hear- 
ing and  the  Eustachian  tube.  Infants  with  a cleft 
have  a higher  incidence  of  otitis  media  and  con- 
ductive hearing  loss  than  normal  children. 
Serous  otitis  media  is  quite  common  in  this 
group  of  children.  Not  infrequently,  because  of 
repeated  bouts  of  otitis  media  and  hearing  loss, 
tonsillectomy  and  adenoidectomy  are  considered. 
However,  adenoidectomy  may  prove  to  be  con- 
traindicated and  other  methods  of  treatment 
should  be  considered  by  the  family  physician 
and  otolaryngologist.  The  adenoid  mass  in  the 
nasopharynx  serves  as  a cushion  against  which 
the  scarred  and  shortened  palate  closes.  Removal 
of  this  mass  may  precipitate  immediate,  severe 
hypemasality.  Although  the  adenoids  will  even- 
tually atrophy,  the  process  is  so  gradual  that 
speech  is  not  affected  as  it  is  with  sudden 
removal.  Consequently,  otitis  media  should  be 
corrected  by  early  diagnosis,  antibiotic  therapy, 
and  myringotomy.  Insertion  of  plastic  tubes  into 
the  tympanic  membrane  can  serve  as  a drainage 
mechanism  for  prolonged  serous  otitis  media. 

etiology,  risk  rates  and  family  counseling 

Every  fetus  has  a cleft  of  the  lip  and  palate 
until  approximately  the  eighth  week  of  fetal 
life.  At  about  the  eighth  week,  in  the  course  of 
homeoplasia,  fusion  occurs.  Why  in  one  out  of 
617  births  in  Oregon,  the  normal  process  is  in- 
terrupted and  a cleft  persists  is  still  unknown. 
Results  of  classic  animal  experiments  of  Wark- 
any,2  in  which  he  was  able  to  produce  clefts  in 
mouse  fetuses  by  deficiency  in  diet  of  the  preg- 
nant mice,  are  difficult  to  interpolate  into  hu- 
man embryology.  Other  animal  experimenta- 
tion, with  teratogens,  such  as  cortisone,  has 
produced  clefts,3-4  but  application  of  these  find- 
ings to  human  embryological  development  is 
difficult  and  speculation  as  to  cause  and  effect, 
paritcularly  in  uncontrolled  experiments,  is  almost 
impossible  in  humans. 

risk  rates 

Frequently  parents  will  ask  the  family  physi- 
cian about  the  risk  of  future  pregnancies  pro- 
ducing another  infant  with  a cleft  lip  or  palate, 
or  both.  The  risk  for  recurrence  of  cleft  lip  and 
palate  has  been  suggested  by  Motulsky  and 
Hecht  in  Table  l.5  Success  of  the  counseling  will 
be  partially  dependent  upon  successful  habilita- 
tion of  an  affected  infant  or  child. 
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Table  1 

Risks  for  occurrence  of  cleft  lip  and  cleft  palate1 2 3 * 5 

Approximate  Risks 


Cleft  Lip  Cleft  Palate 
(Alone  or  Alone 
with  Cleft 
Palate) 

Parents  Siblings  % % 


Both  Normal 
Both  Normal 
Both  Normal 
One  Affected 
One  Affected 


All  Normal  0.1 

One  Affected  5 
Two  Affected  10 

All  Normal  2 

One  Affected  10  to  15 


0.04 

3 

Not  Known 
7 
17 


chromosome  aberrations 

Chromosome  aberrations  have  been  described 
in  certain  types  of  clefts.  Smith  reviews  the  D] 
trisomy  (13-15)  syndrome."  The  features  of  this 
syndrome  are  cleft  lip  and  palate,  mental  re- 
tardation, deafness,  seizures,  ocular  defects,  and 
deformed  ears.  In  addition,  cutaneous  hem- 
angiomas and  anomalies  of  the  hands,  heart, 
and  kidneys  were  found  in  some  cases.  ■ 

3181  S.W.  Sam  Jackson  Park  Road  (97201) 


abstracto 

El  programa  para  el  cuidado  del  recien  nacido 
con  fisura  labial  o con  fisura  del  paladar 
comienza  al  nacer  y continue  hasta  que  la 
cirugia,  el  entrenamiento,  y crecimiento  ban 
producido  un  individuo  casi  normal  en  su 
apariencia  facial,  el  habla,  y la  funcion  dental. 
Esta  programa  seria  dirigido  con  simpatia  y 
comprension  por  el  medico  de  la  familia  el  cual 
indicaria  la  ayuda  del  especialistas  tanto  como 


sea  necesario.  Botellas  plasticas  pueden  resolver 
el  problema  de  la  alimentacion  pero  en  algunos 
casos  puede  ser  necesario  el  uso  de  tubos 
para  la  alimentacion.  Las  labias  pueden  ser 
cerrados  cuando  el  infante  tiene  3 semanas  de 
edad  o ha  ganado  10  libras,  pero  la  cirugia  en  el 
paladar  no  seria  realizada  hasta  el  niho  tenga 
de  12  a 18  meses  de  edad.  Entrenamiento  para 
el  habla  y experto  cuidado  dental  son  esenciales 
del  programa. 
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Cervical  Carotid  Arterial  Disease 

Five  Years  Experience  in  Treatment 

JOHN  S.  TYTUS,  M.D.  / LUCIUS  D.  HILL,  M.D.,  Seattle,  Washington 

A series  of  33  patients  with  carotid  arterial  disease  previously  reported 
on  one  year  ago  have  been  reassessed  six  months  to  five  years  following  operation. 
Operative  mortality  teas  nine  per  cent.  The  operation  was  accomplished 
successfully  in  73  per  cent. 

Over  all  good  results  occurred  in  58  per  cent  but  when  subdivided,  it 
teas  shown  that  75  per  cent  of  those  patients  presenting  with  transient  neuro- 
logical symptoms  had  good  results.  Good  results  were  obtained  in  70  per  cent  of 
those  patients  having  mild  to  moderate  neurological  changes  when  seen  initially, 
but  in  only  one  of  those  patients  with  completed  stroke  was  a good  re- 
sult evident.  In  four  patients  with  cervical  carotid  occlusion,  back  flow  could 
be  established  by  endarterectomy.  Our  results  in  this  group  indicate  the 
necessity  for  prompt  surgical  intervention.  Surgical  techniques  are  reviewed 
together  with  reasons  for  operations:  to  prevent  infarction  from  thrombosis 
or  embolism;  to  improve  total  cerebral  circulation,  and  to  attempt  reversal  of 
profound  neurological  changes  in  the  face  of  acute,  cervical-carotid  occlusion. 


It  has  been  over  five  years  since  our  first  carotid 
endarterectomy  was  undertaken  in  a 48-year-old 
man  who  developed  aphasia  and  right  hemiplegia 
following  an  automobile  accident.  Carotid  arteri- 
ograms shortly  after  admission  demonstrated  sten- 
osis of  the  left  internal  carotid  artery,  ( Figure  1 ) . 
Following  endarterectomy  his  left  internal  caro- 
tid artery  thrombosed  completely;  but  like  many 
patients  with  similar  vascular  disorders,  this 
man’s  neurological  condition  progressively  im- 
proved. This  patient  and  others  have  not  only 
profoundly  influenced  the  evolution  of  our  sur- 
gical technique  but  also  forced  us  to  examine 
closely  the  role  of  carotid  endarterectomy  in 
cerebral-vascular  ischemic  disorders. 

One  year  ago  we  reported  our  experience 
with  carotid  endarterectomy  in  33  patients  hav- 
ing what  we  believed  to  be  significant  extra- 
cranial, arterial  disease.1  The  present  report  con- 

From  the  Division  of  Neurosurgery  and  the  Department 
of  Surgery.  The  Mason  Clinic,  Seattle,  Washington. 

Dr.  Tytus  is  Chief,  Neurosurgical  Division.  Department  of 
Surgery,  The  Mason  Clinic;  Clinical  Associate  Professor 
in  Neurosurgery,  University  of  Washington  School  of 
Medicine;  attending  neurosurgeon  Virginia  Mason,  Uni- 
versity, King  County  and  Children’s  Orthopedic  Hospitals, 
Seattle,  Washington. 

Dr.  Hill  is  at  the  Department  of  Surgery,  The  Mason 
Clinic;  clinical  asst,  professor  in  surgery,  University  of 
Washington  School  of  Medicine;  attending  surgeon  Virginia 
Mason,  University,  King  County  and  Children's  Orthopedic 
Hospitals,  Seattle,  Washington. 


Fig.  1.  Left  carotid  arteriogram  in  a 48-year-old  man 
demonstrating  moderate  stenosis  of  the  internal  carotid 
artery. 


cems  itself  with  a reappraisal  of  our  results  in 
this  series,  six  months  to  five  years  after  opera- 
tion. 

surgical  technique 

In  the  presence  of  cervical  carotid  stenosis, 
simple  endarterectomy  is  our  treatment  of  choice. 
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We  employ  general  anesthesia  and,  using  neo- 
synephrine,  induce  hypertension  during  the  per- 
iod of  arterial  occlusion  to  maintain  adequate 
cerebral  circulation.  In  the  past,  we  used  a tem- 
porary shunt  on  patients  who  could  not  tolerate 
carotid  occlusion  preoperatively.  Early  in  our 
experience,  however,  we  found  this  procedure 
both  cumbersome  and  unnecessary  and  have 
abandoned  it. 

We  do  not  employ  hypothermia,  having  found 
no  need  for  it,  even  in  those  patients  with  com- 
plete occlusion  of  the  contralateral  carotid  artery. 
Moreover,  to  be  effective,  this  technique  must 
increase  the  risk  of  fibrillation  in  the  face  of 
possible  coronary  artery  disease  so  frequently 
encountered  in  patients  of  the  age  group  usually 
involved  in  carotid  disease. 

A Y-type  incision  is  made  in  the  distal  common 


Fig.  2.  Exposure  of  common,  internal  and  external 
carotids. 


o R«movoi  of 


pioqi* 


Fig.  3.  Removal  of  plaque  and  technique  of  closure. 


carotid  artery  to  include  both  the  internal  and 
external  carotids.  The  plaque  is  removed  by 
gentle  dissection,  care  being  taken  to  preserve 
the  media.  Every  attempt  is  made  to  remove  all 
of  the  plaque  proximally  and  distally,  leaving 
cuffs  of  intact  intima.  In  only  a few  instances 
have  we  found  it  necessary  to  employ  cuff  su- 
tures distally,  since  the  intima  here  is  relatively 
normal  and  adherent  to  the  media.  The  incision 
is  reapproximated  in  such  a way  that  the  carotid 
bifurcation  is,  if  anything,  larger  than  before, 
(Figures  2-4).  If  possible,  the  external  carotid 
circulation  is  preserved  because  of  its  importance 
as  collateral  blood  supply. 


Fig.  4.  A — Right  carotid  arteriogram  demonstrating 

marked  stenosis  of  the  internal  carotid  artery  2 cm  beyond 
its  bifurcation.  B — Postoperative  arteriogram  demonstrat- 
ing a satisfactory  plastic  repair  of  the  bifurcation. 
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Fig.  5.  Demonstration  of  our  method  of  re- 
pairing carotid  kinks  by  downward  traction 
on  the  common  carotid  artery  suturing  it  in 
this  position  to  the  carotid  sheath. 


Fig.  6.  Pre  and  post  operative  arteriograms  in  a patient 
having  a carotid  kink  demonstrating  a satisfactory  repair. 


Patients  with  significant  aortic  arch  disease 
are  treated  by  inserting  bypass  grafts  from  the 
aorta  to  the  subclavian  and  common  carotid 
arteries  or  by  endarterectomy  of  the  take-offs  of 
the  great  vessels. 

In  dealing  with  cervical  carotid  kinks,  it  has 
not  been  necessary  to  perform  arterial  resection 
and  end-to-end  anastomosis,  nor  have  we  had  to 
transpose  the  carotid  artery.  It  has  been  possible 
to  straighten  the  kinks  by  downward  traction 
on  the  carotid  artery,  suturing  the  vessel  in  this 
position  to  the  carotid  sheath,  (Figures  5,  6). 

Intra-arterial  pressure  studies  above  and  below 
the  level  of  obstruction  at  the  time  of  operation 
have  been  most  helpful,  especially  in  determining 
the  adequacy  of  the  procedure,  (Figure  7). 
There  have  been  at  least  two  instances  where 
significant  gradient  between  the  two  pressures 
after  endarterectomy  has  heralded  the  presence 
of  residual  stenosis.  Re-exploration  with  removal 
of  an  additional  plaque  has,  in  each  instance, 
reduced  the  gradient  to  zero. 

We  have  been  concerned  about  the  dura- 
bility of  carotid  endarterectomy,  believing  that, 
because  of  the  absent  intima  and  rough  edges 
above  and  below  the  excised  portion,  stenosis 
might  rapidly  recur.  Carotid  arteriograms  as  long 
as  two-and-one-half  years  after  operation,  how- 
ever, have  failed  to  demonstrate  any  such  re- 
currences, (Figures  8,  9). 

clinical  material 

Thirty-three  patients  comprise  the  present  ser- 
ies, (Table  1 ).  Carotid  stenosis,  demonstrated  ar- 
teriographically,  was  deemed  significant  enough 
to  warrant  surgical  intervention  in  24  patients.  Six 
of  these  also  had  occlusion  of  the  opposite  in- 
ternal carotid  artery.  In  five  others  both  carotid 
arteries  had  significant  stenosis  and  bilateral 
procedures  were  done  in  two  of  them.  Carotid 
endarterectomy  alone  was  carried  out  in  21 
patients.  In  one  patient,  suspected  of  having 
carotid  artery  stenosis,  the  arteriogram  was  false- 
ly positive  and  endarterectomy  was  not  carried 
out  since  no  abnormalities  were  encountered  at 
operation.  Two  patients  underwent  aortic  by-pass 
grafting  and,  in  addition,  endarterectomy  was 
performed  in  one  of  them. 

Eighteen  patients  were  believed  to  have  ob- 
tained good  results  when  reviewed  one  year  ago. 
All  of  them  are  now  accounted  for  from  one 
to  five  years  since  operation. 


834 

Northwest  Medicine,  November  1965 


Table  1 

Infernal  Carotid  Artery  Disease 


B.W. 


Number  of 
Patients 

Stenosis  24 

(6  with  contralateral  carotid  occlusion) 

Occlusion  4 

Kinking  5 

33 

Eight  patients  with  carotid  stenosis  presented 
with  a history  of  transient  cerebral  ischemia  and 
had  no  objective  neurological  abnormalities  at  the 
time  of  examination,  (Table  2).  None  of  them 
have  had  any  ischemic  episodes  since  endarterec- 
tomy, although  one  patient  died  seven  months 
afterward,  of  acute  myocardial  infarction. 

Seven  patients  having  carotid  stenosis  gave  a 
history  of  transient  episodes  of  cerebral  ischemia 
but  developed  mild  to  moderate  neurological 
signs  with  fair  recovery  of  function  over  a period 
24  to  72  hours,  (Table  3).  One  patient  had 
thrombosis  of  the  left  posterior-inferior  cerebellar 
artery  eight  months  after  the  second  of  bilateral 
carotid  endarterectomies  so  has  become  a poor 
result.  All  of  the  others  have  continued  to  improve 
following  endarterectomy  and  have  minimal  or 
no  residual  neurological  deficits.  One  patient  re- 
mained asymptomatic  neurologicallv  until  his 
death  six  months  after  operation  from  a ruptured 
aortic  aneurysm. 

One  of  these  patients  deserves  further  com- 
ment. This  75-year-old  man  remained  well  for 
one-and-a-half  years  after  endarterectomy  for 
moderate  carotid  stenosis,  (Figure  10),  then 
returned  with  severe  pulmonary  congestion  and 
gallop  cardiac  rhythm.  During  the  course  of  his 


COMMON 

CAROTID 

ARTERY 


GRADIENT  WAAMlWMW/WW 

29  nn/Hg 


INTERNAL 

CAROTID 

ARTERY 


<2*/75 


,z5/60 


*/  75 


PRE-ENDARTERECTOMY  POSTENOARTERECTOMY  I POST  ENDARTERECTOMY  II 


Fig.  7.  Intra-arterial  pressure  studies  before  and  after 
carotid  endarterectomy  demonstrating  a persistent  gradient 
of  30  mm  mercury  after  what  was  thought  to  be  a satis- 
factory procedure.  Following  re-exploration  and  removal 
of  an  additional  plaque,  the  gradient  between  the  com- 
mon and  internal  carotid  arteries  finally  became  zero. 


Fig.  8.  A — 9/25/63,  Right  carotid  arteriogram  demonstrat- 
ing severe  stenosis  of  the  internal  carotid  artery  just  above 
the  bifurcation.  B — 1/19/65,  Postoperative  arteriogram 
nearly  a year-and-a-half  following  endarterectomy  dem- 
onstarting a satisfactory  repair. 


Fig.  9.  A — Right  carotid  arteriogram  demonstrating  nearly  complete  occlusion  of  the  internal 
carotid  artery  just  beyond  its  bifurcation.  B — Postoperative  arteriorgram  nearly  six  months 
following  endarterectomy  demonstrating  a satisfactory  repair.  C — Repeat  carotid  arteriogram 
nearly  two-and-a-half  years  after  endarterectomy  showing  the  repair  essentially  unchanged. 
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Fig.  10.  A — 1/17/63,  Left  arteriogram  demonstrating 
moderate  stenosis  of  the  internal  carotid  artery  2.5  cm 
beyond  the  bifurcation.  B — 2/28/63,  Postoperative  arterio- 
gram demonstrating  satisfactory  endarterectomy  but,  un- 
fortunately, loss  of  the  external  carotid  artery. 


evaluation,  he  suddenly  became  dyspneic  and 
developed  cardiac  arrest.  Cardiac  function  was 
re-established  by  external  massage  and,  with 
treatment,  bis  cardiac  status  has  continued  to 
improve.  Of  interest  is  the  fact  that  at  no  time 
during  the  course  of  bis  illness  did  he  develop 
signs  of  focal  cerebral  ischemia,  thus  demonstrat- 
ing well  the  competency  of  his  cerebral  arterial 
supply  under  most  adverse  conditions. 

Two  patients  having  carotid  stenosis  present- 
ed with  completed  strokes,  (Table  4).  One  of 
them,  who  also  had  an  occlusion  of  the  contra- 
lateral carotid  artery  when  seen  initially,  has 
experienced  no  added  neurological  changes  near- 
ly three  years  after  endarterectomy.  The  other 
developed  signs  suggesting  cerebral  arterial 
disease  two-and-a-half  years  after  operation 
and  has  been  excluded  from  the  list  of  good 
results.  The  final  patient  in  this  group  of  18 
patients  with  good  results,  who  presented  with 
syncopal  attacks,  is  well  two  years  after  carotid 
endarterectomy.  Of  the  original  group  of  eighteen 
having  had  good  results,  16  remain  in  the  same 
classification,  with  15  still  living.  One  death  was 
from  vascular  disease  other  than  of  the  carotid. 

The  operative  results  were  considered  unsatis- 
factory in  two  patients  with  carotid  artery  sten- 
osis. One  patient  progressed  to  total  occlusion 
after  endarterectomy.  The  other’s  neurological 
symptoms  have  been  uneffected  by  this  pro- 
cedure. 

There  were  three  operative  deaths  in  this 


group  with  carotid  stenosis,  an  over-all  mortality 
for  the  entire  series  of  9 per  cent,  (Table  5). 
Two  of  these  were  attributed  to  technical  errors 
that  occurred  early  in  our  experience,  problems 
which,  hopefully,  have  been  resolved.  Two  of  the 
patients  had  occlusions  of  the  opposite  internal 
carotid  artery  and,  in  addition,  both  vertebral 
arteries  were  also  occluded  in  one  of  them  which 
made  him  an  extremely  poor  surgical  risk. 

Four  patients  presented  with  cervical  carotid 
occlusion  demonstrated  arteriographically.  These 
together  with  the  six  patients  already  listed  with 
carotid  stenosis  and  contralateral  carotid  occlu- 
sion make  a total  of  ten  patients  with  complete 
occlusion  of  the  internal  carotid  artery,  (Table 
6).  Five  of  them  presented  as  completed  strokes 
with  profound  neurological  deficits.  One  other 
had  severe  left  hemiplegia  that  rapidly  cleared 
before  surgery.  The  other  patients  had  mild  to 
moderate  focal  neurological  changes  and  one 
patient  presented  with  dementia  and  a history 
of  repeated  syncopal  attacks. 

Six  of  them  were  explored  on  the  side  of 
occlusion  and  in  only  one  patient  could  back- 
flow  be  established  by  endarterectomy.  Five  of 
these  patients  underwent  contralateral  carotid 
endarterectomy  alone  and  one  other  had  an 
aortic  by-pass  graft  as  well  as  carotid  endarter- 
ectomy. 

As  already  mentioned,  two  of  our  deaths 
occurred  in  the  group  with  carotid  occlusion. 
One  other  patient  with  only  mild  neurological 
changes  recovered  after  a contralateral  endarter- 
ectomy but  died  of  a ruptured  abdominal  aneur- 
ysm six  months  later.  All  the  others  are  alive 
one  to  three-and-a-half  years  since  first  seen 
one  to  three  and  a half  years  since  first  seen 
and  in  none  of  them  have  any  additional  neuro- 
logical changes  occurred.  Three  of  them  remain 
on  anticoagulants,  however. 

Five  patients  in  this  series  demonstrated, 
arteriographically,  significant  kinking  of  the 
cervical  internal  carotid  artery,  (Table  7).  In 
one  the  process  was  bilateral  and  associated  with 
moderate  carotid  stenosis.  In  none  was  the  kink- 
ing considered  to  be  of  congenital  origin.  Three 
of  these  patients,  presenting  with  a history  of 
repeated  attacks  of  syncope,  were  relieved  by 
repair.  One  with  bilateral  involvement  under- 
went endarterectomy  as  well  and  remained  free 
of  syncopal  attacks  until  her  death  one  year 
later  from  myocardial  infarction. 

One  other  patient  continued  having  episodic 
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alterations  in  consciousness  following  operation 
until  relieved  by  appropriate  anticonvulsants.  In 
the  last  patient,  the  kink  was  not  believed  to  be 
significant  at  operation  and  repair  was  not  car- 
ried out. 

To  summarize  our  experience  with  these  33 
patients,  six  months  to  five  years  after  opera- 
tion: 

The  operative  mortality  was  nine  per  cent, 
three  patients  having  succumbed  two  days  to 
two  months  after  operation. 

The  operation  was  successful  in  24  patients, 
73  per  cent  of  this  series.  That  is  to  say,  the 
circulation  was  restored  or  the  kink  repaired 
without  significant  morbidity. 

Good  results;  cessation  of  preoperative  symp- 
toms, recovery  from  or  continued  improvement 
in  preoperative  neurological  abnormalities  with- 
out the  occurrence  of  additional  abnormal  neuro- 
logical findings  were  evident  in  19  patients  (58 
per  cent). 

Significant,  however,  is  the  evaluation  of  our 
good  results  considering  the  degree  of  neuro- 
logical deficit  present  when  these  patients  were 
first  seen.  In  16  patients  presenting  with  a history 
of  transient  symptoms  without  objective  neuro- 
logical changes,  good  results  were  obtained  in 
75  per  cent.  Good  results  occurred  in  70  per  cent 
of  ten  patients  having  mild  to  moderate  ab- 
normal neurological  findings  at  the  time  of  ad- 
mission. In  only  one  of  the  seven  patients  present- 
ing with  completed  strokes,  however,  was  a good 
result  obtained. 

While  this  series  is,  statistically,  quite  small, 
our  results  would  suggest  that  the  degree  of 
success  in  patients,  having  extracranial  occlusive 
vascular  disease  depends  to  a certain  extent 
upon  their  neurological  status  when  they  are 
treated.  It  logically  follows  that  the  presenting 
neurological  status  of  these  patients  deteriorates 
the  longer  treatment  is  delayed.  Hopefully,  long 
term  good  results  should  be  anticipated  in  at 
least  75  per  cent  of  patients  in  whom  endarter- 
ectomy has  successfully  re-established  good  caro- 
tid arterial  flow  ( 19  of  24  patients ) . 

During  the  past  year,  15  additional  patients 
have  been  operated  upon  for  extracranial  vas- 
cular disease.  Since  they  are  so  recent,  they  have 
not  been  included  in  this  report.  Three  of  them, 
however,  should  be  mentioned.  In  each  case, 
endarterectomy  was  successful  in  re-establishing 
carotid  blood  flow  in  the  face  of  total  cervical 
internal  carotid  artery  occlusion.  Our  total  ex- 


perience, then,  includes  four  such  cases,  (Table 

8). 

All  of  these  patients  presented  as  completed 
strokes  with  profound  neurological  defects  at  the 
time  of  operation.  Retinal  artery  pressures  when 
determined  were  significantly  decreased  on  the 
side  of  occlusion.  Three  patients  were  operated 
upon  with  14  hours.  Excellent  results  are  evident 
in  two  of  these  patients.  A third  man  has  im- 
proved considerably,  but  not  necessarily  more 
rapidly  than  one  might  anticipate  had  he  been 
left  alone.  The  fourth  patient,  in  whom  opera- 
tion was  delayed  72  hours,  has  made  no  recoverv 
and  remains  incapacitated. 

Endarterectomy,  then,  can  be  effective  in 
total  occlusion  of  the  cervical  carotid  artery  and, 
when  undertaken  promptly— within  a matter  of 
hours— has  resulted  in  reversal  of  a profound 
neurological  deficit.  We  are  aware,  of  course, 
that  such  striking  improvement  can  occur  spon- 
taneously in  certain  patients  with  severe  neuro- 
logical changes,  especially  when  the  cause  is 
embolic.  On  the  other  hand  when  such  changes 
occur  in  the  face  of  cervical  carotid  occlusion, 
one  seems  compelled  to  consider  a possible 
causal  relationship.  Decreased  retinal  artery  pres- 
sure strongly  suggests  that  the  cause  for  the 
acute  process  lies  in  the  cervical  carotid  artery. 
We  are  not  at  all  sure  that,  when  confronted 
with  an  acute  cerebral  infarction  with  signifi- 
cant reduction  in  ipsilateral  retinal  artery  pres- 
sure, one  should  waste  valuable  time  perform- 
ing arteriography.  Instead,  one  should  explore 
the  cervical  carotid  artery  immediately. 

comment 

Integrity  of  all  four  cervical  arteries  is  para- 
mount in  maintaining  cerebral  vascular  suffi- 
ciency under  conditions  of  stress  as  well  as  dur- 
ing the  resting  stage.  This  is  especially  true  when 
the  capricious  nature  of  the  collateral  circulation 
is  considered.  At  least  one-half  of  all  circles 
of  Willis  encountered  at  autopsy  are  defective.2  3 
Xor  can  the  external  carotid  and  middle  menin- 
geal arterial  systems  be  relied  upon  to  augment 
a compromised  internal  carotid  artery.4  5 

Because  of  their  small  caliber,  the  vertebral 
arteries  are  not  amenable  to  direct  surgical 
attack.6  One  must  therefore  rely  on  methods  of 
improving  the  capacity  of  the  internal  carotid 
arteries  in  the  face  of  cerebral  ischemic  states; 
namely,  carotid  endarterectomy,  carotid  arterio- 
plasty,  or  the  use  of  aortic  by-pass  grafts. 
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The  reasons  for  such  procedures  are  three- 
fold: 

1. — To  prevent  cerebral  infarction  from 
thrombosis  or  embolism.  It  has  been  shown 
that  80  per  cent  of  patients  having  transient 
neurological  symptoms  in  the  presence  of 
cervical  carotid  occlusion  will  develop  perm- 
anent neurological  changes  within  one  year.7 

2. — To  improve  total  cerebral  circulation. 
The  margin  of  safety  is  thereby  increased 
and  cerebral  anoxia  in  the  face  of  situations 
of  stress  may  be  avoided.1 2 3 4  Deleterious  effects 


of  further  arteriosclerotic  changes  in  the  re- 
maining cervical  arteries  also  may  be 
lessened. 

3.— To  attempt  reversal  of  profound  neuro- 
logical changes  in  the  face  of  an  acutely 
occluded  cervical  carotid  artery.  Obviously 
time  is  an  important  factor  here  and  our 
experience,  although  not  extensive,  would 
suggest  that  recovery  depends  directly  upon 
the  promptness  with  which  these  patients 
are  treated.8  ■ 
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abstracto 

Una  serie  cle  33  pacientes  con  enfermedad 
de  la  arterias  carotidas  previamente  reportados 
hace  un  aho,  han  sido  re-evaluaclos  clespues  de 
6 meses  a 5 ahos  de  realizada  la  operacion.  La 
mortalidad  operatoria  fue  del  9 por  ciento.  La 
operacion  fue  llevada  a cabo  exitosamente  en 
el  73  por  ciento.  Buenos  resultados  se  obtuvo  en 
el  58  per  ciento  ij  subdivididos  mostraron  que  el 
85  por  ciento  de  esos  pacientes  que  presentaron 
transitorios  sintomas  neurologicos  tuvieron 
buenos  resultados.  Buenos  resultados  flier  on 
obtenidos  en  67  por  ciento  de  esos  pacientes  que 
habiendo  teniclo  medianos  o moderados  cambios 
neurologicos  cuando  fueron  vistos  inicialmente, 


pero  en  solamente  el  25  per  ciento  de  esos 
pacientes  con  accidente  cerebro-vascular  com- 
plete, tuvieron  evidentes  buenos  resultados.  En 
4 pacientes  con  oclusion  de  la  carotida  cervical 
el  retorno  de  la  corriente  sangumea  fue  estable- 
cido  por  medio  de  la  endarterectomia.  Nuestros 
resultados  en  este  grupo  indica  la  necesidad  para 
una  pronto  intervencion  quirurgica.  Las  tecnicas 
quirurgicas  son  revisadas  junto  con  las  razones 
para  la  operacion:  Prevenir  el  infarto  que  puede 
ocurrir  como  consequencia  de  la  trombosis  o 
embolismo ; Alejorar  la  circulacion  cerebral; 
Procurar  que  los  profundos  cambios  neuro- 
logicos que  ocurren  en  la  fase  de  la  oclusion 
aguda  de  la  carotida  cervical,  sean  reversivos. 
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Spirometry  Made  Easy 

WILLIAM  R.  PACE,  JR.,  M.D.,  Seattle,  Washington 

The  spirogram  is  as  essential  to  the  study  of  respiratory  disease  as  the 
cardiogram  to  the  study  of  heart  disease.  Major  difference  in  their  ease  of 
application  is  in  the  mathematics  required  before  the  spirogram  becomes 
meaningful.  A new  method  involves  use  of  new,  transparent,  plastic  instruments 
designed  for  precise  placement  over  the  spirograpliic  tracing.  Readings  thus 
obtained  eliminate  much  of  the  mathematical  labor  previously  necessary  and 
save  at  least  three-fourths  of  the  time  usually  required.  The  instruments  are:  a 
tabular  pattern,  called  the  Spirogrid;  a swinging  pointer  used  to  measure  angles, 
called  the  Spirosector;  a protractor  type  device,  called  the  Spirotractor;  and  a 
sliding  scale  instrument,  called  the  Ventilogrid  Sliderule. 


Spirometer  is  a half-breed  word,  of  combined 
Roman  and  Hellenic  lineage.  Sired  by  the  Latin 
spirare,  and  out  of  the  Greek  metron,  it  is  the 
name  of  an  instrument  to  measure  breathing. 
Since  construction  of  the  first  such  device  by 
John  Hutchinson  in  the  last  century,1  spirometry 
has  become  the  fundamental  source  of  physio- 
logical and  clinical  information  about  ventilatory 
function.  During  the  past  decade,  the  reading 
and  interpretation  of  the  spirograpliic  tracing 
has  become  as  essential  to  the  understanding  of 
respiratory  disorders  as  analysis  of  electrocardio- 
grams is  to  cardiology. 

Unfortunately,  however,  many  clinicians  to 
whom  the  electrocardiogram  is  an  everyday 
familiarity  continue  to  regard  the  spirometer  as 
an  esoteric  device.  This  attitude  is  probably 
conditioned  by  several  factors.  In  the  familiar 
EKG  tracing,  the* horizontal  time  factor  of  2.5 
cm  per  second,  and  the  representation  of  each 
millivolt  of  potential  difference  by  1 cm  of  verti- 
cal measurement,  are  long  established  standards. 
By  contrast,  the  value  of  the  spirograpliic 
abscissa  depends  upon  which  of  several  possible 
speeds  may  be  used  in  turning  the  kymograph 
drum,  and  the  ordinate  of  the  tracing  (which 
is  a measure  of  gas  volume  inside  the  spirometer ) 
is  determined  by  the  bell  factor  of  the  particular 
type  of  instrument  used.  Additionally  confusing 
to  the  uninitiated  interpreter  is  the  necessity  of 
reading  from  right  to  left  on  the  tracings  made 
by  most  spirometers,  because  the  kymograph 
drum  is  usually  constructed  to  turn  counter- 
clockwise. 

Probably  the  greatest  obstacle  to  populariza- 
tion of  more  frequent  clinical  use  of  spirometry, 


however,  is  the  prolonged  time  ordinarily  spent 
making  measurements  and  doing  the  calcula- 
tions required  to  convert  the  information  from 
the  tracing  into  numerical  values. 2-1  By  use  of  the 
methods  to  be  described  here,  this  laborious 
task  may  actually  be  completed  in  less  than  one- 
fourth  the  time  demanded  when  measurements 
and  computations  are  done  in  the  conventional 
manner. 

principles  of  spirometry 

Various  clinically  used  spirometers,  while  dif- 
fering in  design,  are  all  constructed  according 
to  the  same  principle.  Each  such  instrument  con- 
sists of  some  sort  of  easily  expansible  sealed 
chamber,  the  interior  of  which  is  connected 
through  a section  of  tubing  or  other  open  passage 
to  the  airways  of  the  subject,  usually  by  a mouth- 
piece fitted  to  prevent  any  leak  of  gas  around 
the  lips  while  a noseclip  prevents  entrance  or 
escape  of  gas  through  the  nostrils. 

In  some  instruments,  such  as  the  Krough,  or 
Wedge  type  spirometers,  the  expansible  volume 
chamber  is  a bellows.  The  more  commonly  used 
Benedict-Roth  type  has  a volume  chamber 
formed  by  a bell,  or  thin-walled  metal  cylinder 
closed  at  the  top,  the  lower  edge  of  its  wall 
fitting  into  and  moving  up  and  down  in  the 
water-filled  space  between  the  inner  and  outer 
walls  of  a double-walled  cylinder,  (Figures  1, 
2).  The  tubing  from  the  subject  is  connected 
through  an  opening  at  the  bottom.  In  this 
mechanism,  the  water  produces  a seal  without 
causing  significant  friction  and  also  minimizes 
the  effect  of  the  weight  of  the  bell. 
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Fig.  1.  Diagrammatic  representation  of  Benedict-Roth 
type  water-filled  spirometer,  with  Reichert  Ventilograph 
attachment. 


Fig.  2.  Benedit-Roth  type  spirometer  with  Reichert  Ven- 
tilograph, manufactured  by  the  Warren  E.  Collins  Com- 
pany, Boston,  Massachusetts. 


A chain,  attached  to  the  top  of  the  bell,  rides 
over  a pulley  suspended  directly  above,  and 
comes  down  to  be  fixed  at  its  other  end  to  a 
weight  counter-balanced  marking  pen  that  slides 
freely  up  and  down  on  a vertical  rod,  writing  on 
paper  wrapped  around  a revolving  kymograph 
drum.  Thus,  as  the  subject  breathes  into  the 
spirometer,  raising  the  bell,  the  pen  is  lowered  on 
the  paper;  with  inhalation,  the  opposite  occurs. 
The  pulley,  over  which  the  chain  from  the  top  of 
the  bell  rides,  is  connected  by  a ratchet  gear  to 
another  pulley  only  one-twenty-fifth  as  large  in 
circumference.  A second  chain,  attached  to  this 
smaller  wheel,  is  connected  with  a second  writing 
pen,  which,  like  the  first,  slides  freely  up  and 
down  another  vertical  rod  placed  parallel  to  and 
a short  distance  away  from  that  carrying  the 
other  pen. 

This  second  pen  also  writes  on  the  kymograph 
paper,  but  its  tracings  differ  in  two  ways  from 
those  made  by  the  first.  Because  of  the  difference 
in  size  of  the  pulleys,  its  excursions  cover  a 
vertical  distance  only  one-twenty-fifth  as  great. 
In  addition,  because  of  the  ratchet  gear,  it  moves 
only  upward— with  inhalation,  and  remains  level 
during  exhalation.  Thus,  after  a sequence  of 
several  breaths,  this  second  pen  will  have  moved 
upward  a total  vertical  distance  equal  to  one- 
twenty-fifth  the  sum  of  the  upward  excursions 
of  the  first  pen,  and  in  this  way  the  total  venti- 
lation may  be  measured  over  a period  of  time. 
This  device,  known  as  the  Reichert  Ventilo* 
graph,5  is  a feature  of  the  Collins  Benedict-Roth 
type  spirometer. 

The  Stead-Wells  Spirometer  has  recently  be- 
come popular  in  some  diagnostic  centers.6  7 This 
instrument  is  designed  with  a light  weight  plastic 
bell  and  wide  diameter  conduit  tubing  to  reduce 
resistance  to  air  flow  and  increase  sensitivity 
of  response,  particularly  during  those  tests 
requiring  rapid  breathing  by  the  subject.  Instead 
of  the  chain  and  pulley  system,  it  has  its  marking 
pen  attached  directly  to  the  bell,  so  that  tracings 
are  inscribed  in  the  same  direction  as  the  bell’s 
excursions— downward  with  inspiration  and  up- 
ward on  expiration.  The  usefulness  of  this  spi- 
rometer is  limited  by  its  lack  of  the  Reichert 
Ventilograph  feature. 

features  of  the  spirographic  tracing 

Tracings  produced  on  the  moving  kymograph 
drum  by  the  above  described  apparatus  will 
provide  two  basic  types  of  information  about 
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any  breath  or  series  of  breaths— measurements 
of  volumes,  and  rote  of  air  flow. 

First,  the  volume  of  gas  inhaled  or  exhaled 
during  any  breath  (or  portion  thereof)  is  repre- 
sented by  the  vertical  distance  of  the  corres- 
ponding spirographic  marking.  The  value  of  the 
actual  volume  represented  may  be  obtained  by 
multiplying  the  vertical  distance,  as  measured 
on  the  paper,  by  the  bell  factor  of  the  spirometer 
used.  This  factor  is  equal  to  the  volume  change 
that  occurs  within  the  spirometer  with  a 1 cm 
vertical  excursion  of  the  pen.  It  must  be  remem- 
bered, however,  that  this  value  is  that  of  the 
volume  occupied  by  this  amount  of  gas  while 
it  is  in  the  spirometer.  This  same  quantity  of 
gas  fills  more  space  inside  the  lung  because  of 
the  higher  temperature  there.  Therefore,  to  cor- 
rect this  value  to  that  of  the  volume  of  this  same 
amount  of  gas  at  body  temperature  and  pressure 
and  saturated  with  water  vapor  ( BTPS ) , one 
must  multiply  it  by  a factor  which  varies  with 
the  temperature  of  the  spirometer  at  the  time 
of  measurement. 

If  the  kymograph  drum  turns  at  a known 
constant  speed  while  the  tracing  is  being  written, 
we  will  be  able  to  determine  the  flow  rate 
during  any  portion  of  a breath  by  dividing  the 
volume  (as  computed  from  the  vertical  distance) 
by  the  period  of  time  represented  by  the  hori- 
zontal distance  covered  by  that  portion  of  the 
tracing.  In  like  manner  we  can  also  readily 
determine  the  total  ventilation  per  unit  time, 
using  the  tracing  produced  by  the  Reichert  Ven- 
tilograph  pen  described  above.  If  this  is  clone 
from  a tracing  produced  by  a subject  breathing 
as  rapidly  and  effectively  as  he  is  able  for  a 
12-second  period,  the  resulting  value  (converted 
to  liters  per  minute)  is  known  as  the  maximum 
breathing  capacity  (MBC),8  also  called  the  max- 
imal voluntary  ventilation  (MW).’ 

measurement  of  lung  volumes 

For  many  years,  the  volume  of  gas  inhaled 
or  exhaled  during  a particular  breath  (or  por- 
tion of  a breath)  was  the  only  information  sought 
when  testing  patients  for  ventilatory  function.10'14 
These  static  volumes,  which  the  lung  is  able  to 
take  in  or  expell  at  various  depths  of  inhalation 
and  exhalation,  today  constitute  one  of  the  two 
major  groups  of  measurements  made  by  clinical 
spirometry.  Reading  of  low  values  of  these  vol- 
umes, in  comparison  with  predicted  normals, 
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Fig.  3.  LUNG  VOLUME  MEASUREMENTS.  Spirometric 
tracing  produced  by  the  Collins  spirometer  shown  in 
Figure  2,  with  kymograph  drum  rotating  at  slow  speed,  of 
32  mm  per  minute.  Tracing  reads  from  right  to  left.  After 
taking  a series  of  normal  tidal  breaths,  subject  inhales  as 
much  air  as  he  is  able,  and  then  exhales  to  the  maximal 
possible  extent.  Then,  after  returning  to  normal  tidal 
breathing  for  several  more  breaths,  he  empties  his  lungs 
as  completely  as  possible  by  exhalation,  and  then  inhales 
maximally  with  the  following  inspiration.  Dotted  lines 
indicate  those  static  volumetric  divisions  which  are  cus- 
tomarily measured  by  spirometry.  VC=vital  capacity; 
IC=inspiratory  capacity;  ERV=expiratory  reserve  volume; 
IVC=inspiratory  vital  capacity;  TV^tidal  volume. 

is  the  basis  for  diagnosis  of  the  restrictive  ventil- 
atory defects,  common  to  those  respiratory  dis- 
eases characterized  by  pulmonary  fibrosis  and 
other  conditions  that  limit  the  expansibility  of 
the  lungs  or  thoracic  cage.13 

When  making  these  volume  measurements 
with  the  spirometer,  the  kymograph  drum  is 
usually  turned  at  a fairly  slow  speed,  so  that 
tracings  of  a sequence  of  several  breaths  may  be 
included  in  a conveniently  small  area  of  the 
paper,  (Figure  3).  The  subject  is  instructed  to 
inhale  and  exhale  at  his  normal  resting  rate  and 
depth  until  the  marking  pen  has  inscribed  several 
respiratory  cycles  on  the  kymograph  paper.  The 
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height  of  these  excursions  may  be  measured  to 
determine  the  tidal  volume.  The  subject  is  then 
requested  to  inhale  maximally,  and  after  filling 
his  lungs  completely,  to  attempt  to  empty  his 
lungs  totally  during  the  following  expiration, 
continuing  to  exhale  as  long  as  he  is  able  to 
blow  out  any  air.  The  vertical  distance  between 
the  peak  of  this  curve  at  full  inspiration  and  the 
lowest  point  reached  at  the  end  of  expiration 
represents  the  vital  capacity.  The  distance  from 
the  level  reached  at  end  expiration  during  quiet 
tidal  breathing  down  to  the  lower  end  of  the 
vital  capacity  tracing  is  a measurement  of  the 
expiratory  reserve  volume.  Remaining  upper 
portion  of  the  vital  capacity  curve  (that  part 
above  the  end  tidal  expiration  level ) is  the 
inspiratory  capacity. 

While  the  residual  volume  (that  amount  of 
gas  remaining  in  the  lungs  after  maximal  ex- 
halation) may  be  measured  by  laboratory  meth- 
ods, the  techniques  required  are  so  complex  as 
to  proscribe  this  being  done  as  a routine  clinical 
procedure.  For  practical  purposes,  this  value 
may  usually  be  satisfactorily  estimated  from  the 
vital  capacity  ( approximately  one-third ) . The 
sum  of  the  vital  capacity'  and  residual  volume  is 
of  course  the  total  lung  capacity,  or  the  total 
volume  of  gas  present  in  the  fully  expanded 
lungs.16 

calculation 

The  conventional  method  of  determining  the 
actual  values  of  gas  volumes  represented  by 
these  tracings  is  a quite  simple  but  laborious 
procedure.  From  the  top  of  the  particular  curve 
a vertical  line  is  dropped  to  the  point  at  which 
it  intersects  a horizontal  line  drawn  at  the  level 
of  the  lowest  point  of  the  tracing.  This  vertical 
distance  is  measured  in  centimeters.  This  figure 
is  multiplied  by  the  bell  factor  to  obtain  the 
volume  of  gas  in  the  spirometer.  This  value  must 
be  multiplied  by  the  BTPS  factor  corresponding 
to  the  spirometer  temperature  to  obtain  the  true 
volume  of  the  gas  while  it  was  in  the  lung. 

This  task  was  made  somewhat  easier  by 
invention  of  the  Segal-Herschfus  ruler,2  and 
later,  the  Kory  “slide  rule”  modification  of  it.3 
This  device  consists  of  a transparent  sheet,  mark- 
ed with  equidistant  vertical  lines  for  time  meas- 
urement and  a scale  along  the  side  for  measur- 
ing the  vertical  distance,  constructed  to  be 
superimposed  over  the  tracing.  The  vertical 
distance  measurements  so  obtained  may  be  con- 


VOLUME  in  ml.  correcled  to  BTPS 


Fig.  4.  THE  SPIROGRID.  The  design  illustrated  above 
is  reproduced  on  a transparent  plastic  sheet,  making  it 
possible  to  superimpose  it  directly  over  the  spirometric 
tracing.  Horizontal  lines  of  grid  divide  vertical  distance 
into  50  ml  graduations  of  spirometer  volume.  Bolder 
black  horizontal  lines  occur  at  each  20th  division,  marking 
one  liter  intervals.  Vertical  lines  partition  space  into  16 
mm  columns,  the  first  of  which  (reading  from  right  to 
left)  is  bisected  by  another  vertical  line  into  two  columns, 
each  8 mm  in  width.  With  fast  kymograph  speed,  of  192 
cm  per  minute,  these  vertical  lines  indicate  0.5  second 
intervals,  the  first  of  which  is  further  split  into  0.25  second 
subdivisions.  Numbers  on  horizontal  lines  represent  vol- 
ume measurements,  from  top  of  grid  down,  corrected  to 
BTPS  according  to  spirometer  temperature. 

verted  to  volumes  by  consulting  a prepared 
table. 

We  have  simplified  this  process  considerably' 
more  by  the  preparation  of  a carefully  drawn 
grid  (Figure4),  consisting  of  a parallel  horizontal 
lines  separated  from  each  other  by  a vertical 
distance  corresponding  to  50  ml  of  spirometer 
volume.  Intersecting  vertical  lines  form  seven 
columns,  one  for  each  degree  of  spirometer 
temperature  from  20  to  26  C inclusive.  BTPS 
corrected  values  corresponding  to  spirometer 
volumes  are  placed  at  50  ml  intervals  in  each 
column.  Range  accommodates  readings  from 
0 to  5 liters.  This  design  has  been  printed  on  a 
transparent  sheet  of  plastic  which  may  be  laid 
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over  the  tracing  on  the  spirograph  paper  fixed 
to  a drawing  board.  For  want  of  a better  name, 
I have  termed  this  device  Spirogrid.  With  it 
superimposed  over  the  tracing  (Figure  5),  the 
vertical  distance  is  measured  in  BTPS  corrected 
terms  by  merely  glancing  at  the  figure  printed 
in  the  proper  temperature  column. 


< l_l  MIN.  < 

Fig  5.  USE  OF  SPIROGRID  FOR  VOLUME  MEASURE- 
MENTS. Illustration  shows  transparent  Spirogrid  super- 
imposed over  spirometric  tracing  seen  in  Figure  3,  with 
top  horizontal  line  of  grid  at  level  of  onset  of  vital  capac- 
ity tracing.  Proper  value  of  VC  is  number  on  that  hori- 
zontal grid  line  at  level  of  termination  of  tracing,  read 
from  proper  temperature  column.  Values  for  other  vol- 
umes (IC,  ERV,  etc.)  may  be  obtained  in  like  manner. 

flow  rate  measurements 

While  reduction  of  lung  volume  is  the  major 
ventilatory  defect  characteristic  of  restrictive 
lung  disease,  obstructive  bronchopulmonary7  dis- 
ease is  always  associated  with  lowered  expiratory 
flow  rates.17  With  such  conditions  as  asthma, 
chronic  bronchitis,  and  so-called  clinical  emphy- 
sema, in  which  obstructive  airway  disease  is  the 
main  alteration  of  pulmonary  function,  the  im- 
pairment of  expiratory  flow  is  detected  from 


spirographic  tracings  by  a number  of  methods. 
Far  from  least  important  of  these  is  the  careful 
examination  of  appearance  of  the  tracing  itself, 
although  quantitative  appraisal  by  this  means 
is  hardly  possible.  With  the  exception  of  the 
MBC  (or  MW),  which  I shall  later  discuss  in 
detail,  nearly  all  the  various  spirometric  tests 
of  expiratory  flow  rate  utilize  the  tracing  pro- 
duced by  forceful  exhalation,  sometimes  referred 
to  as  the  forced  expirogram,  (Figure  6). 


Fig.  6.  FORCED  EXPIROGRAM.  Tracing  produced  by 
9 liter  Collins  spirometer,  kymograph  rotating  at  fast 
speed,  of  192  cm  per  minute,  (32  mm  per  second).  Section 
of  tracing  shown  is  from  onset  to  termination  of  maximal 
forced  expiration  performed  immediately  following  maxi- 
mal inhalation. 

One  such  currently  popular  clinical  test  is 
the  timed  vital  capacity,  or  forced  expiratory 
volume  for  0.5  second  and  1.0  second  (FEV0.5 
and  FEVi-o).0  These  values  (for  the  actual  vol- 
umes exhaled  at  the  end  of  the  first  half-second 
and  first  second  during  forced  expiration)  are 
ordinarliy  obtained  by  projecting  a horizontal 
line  from  the  point  of  onset  of  the  forced  expi- 
ration curve  for  a distance  equal  to  that  traveled 
by  the  kymograph  drum  (which,  incidentally,  is 
usually  turned  at  a faster  speed  for  these  tests) 
in  one-half  second  (or  one  second,  as  the  case 
may  be ) . At  this  point  a vertical  line  is  dropped 
to  a point  of  its  intersection  with  the  expiratory 
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tracing.  This  vertical  distance  is  measured,  its 
value  multiplied  by  the  bell  factor,  and  the 
result  corrected  by  the  BTPS  factor,  in  the 
manner  previously  described,  (Figure  7). 


1 < time < 


Fig.  7.  TIMED  VITAL  CAPACITY,  OR  B'ORCED  EXPI- 
RATORY VOLUME,  AND  OTHER  FLOW  RATE  MEA- 
SUREMENTS. Same  forced  expiration  tracing  shown  in 
Figure  6.  Time,  A>  T,  is  0.5  second.  At  point  T in  time, 
0.5  second  after  onset  of  forced  expiration,  tracing  has 
reached  point  X,  and  volume  expelled  is  represented  by 
vertical  distance  AB.  Since  total  volume  of  the  expiration 
is  represented  by  vertical  distance  AC,  the  percent  of  total 
FEV  expelled  during  initial  0.5  second  is  determined  by 
AB/AC.  (FEV  for  1 second  may  be  considered  in  like 
manner.) 

If  vertical  distance  AC  is  divided  into  four  equal  parts, 
and  the  initial  and  terminal  quarters  of  the  expiration 
disregarded,  the  maximal  midflow,  or  MMF,  is  determined 
from  that  section  of  the  curve  between  points  M and  M'. 
Flow  rate  during  this  period  is  equal  to  the  volume  equiv- 
alent of  vertical  distance  MO  divided  by  time  correspond- 
ing to  M'O. 

It  will  be  noted  that  the  interrupted  line  AC'  completes 
the  right  triangle  ACC'.  The  horizontal  line  B'B,  drawn 
through  point  X,  is  parallel  to  C'C;  thus  right  triangles 
ACC'  and  ABB'  are  similar.  Therefore,  AB' /AC'  =AB/AC= 
per  cent  of  volume  AC  expelled  during  time  AT.  (This 
construction  explains  the  principle  underlying  design  of 
the  Spirosector,  shown  in  Figure  9.) 

The  reader  will  note  from  the  illustration  of 
the  Spirogrid  that  immediately  to  the  right  of 
the  series  of  parallel  vertical  lines  bounding 
the  columns  of  numbers  are  two  additional 
vertical  lines  which  are  apart  by  only  one-half 
the  distance  separating  the  others.  Beginning 
on  the  far  right,  the  distance  between  the  first 


Fig.  8.  USE  OF  SPIROGRID  TO  OBTAIN  FEV  0.5  AND 
10.  Spirogrid  superimposed  over  forced  expirogram  (same 
tracing  as  Figure  6).  Point  of  intersection  between  top 
horizontal  line  and  zero  vertical  line  in  upper  right  corner 
of  grid  placed  to  coincide  at  point  A with  onset  of  tracing. 
Expirographic  tracing  is  intercepted  at  points  X and  Y by 
vertical  grid  lines  representing  0.5  and  1.0  seconds.  Heavy 
broken  horizontal  lines  extending  from  points  X and  Y 
show  how  FEV  0.5  and  FEV  1.0  would  be  read  from 
Spirogrid  if  spirometer  temperature  were  23  C. 

and  second  lines,  and  that  between  the  second 
and  third  are  the  same  as  that  traveled  by  the 
drum  in  one-fourth  second  when  the  kymograph 
turns  at  the  usual  fast  speed  of  32  mm  per  sec- 
ond. Obviously,  the  distance  between  each  ad- 
jacent pair  of  the  remaining  vertical  lines  is 
equal  to  that  traveled  by  the  paper  in  one-half 
second.  Thus,  if  the  Spirogrid  is  placed  over  the 
tracing  in  such  fashion  that  the  point  of  inter- 
section of  the  topmost  (zero)  horizontal  line 
with  the  vertical  line  farthest  to  the  right  is 
superimposed  over  the  point  of  onset  of  the 
forced  expiratory  tracing,  and  the  grid  aligned 
so  that  its  horizontal  lines  are  parallel  to  the 
bottom  and  top  of  the  spirographic  paper  (this 
may  be  accomplished  quickly  and  easily  with 
use  of  a T-square  placed  on  the  drawing  board), 
then  each  succeeding  vertical  line  will  intersect 
the  tracing  at  points  0.25  second,  0.5  second,  1.0 
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Fig.  9.  THE  SPIROSECTOR.  Principle  has  been  ex- 
plained in  Figure  7.  Illustration  here  shows  Spirosector  in 
position,  the  arrow  point  having  been  swung  up  from 
point  B to  point  C where  it  touches  the  horizontal  line 
drawn  through  point  E (which  is  point  of  termination  of 
forced  expiration).  It  will  be  noted  that  in  its  original 
vertical  position  (indicated  by  dotted  outline)  the  Spiro- 
sector strip  may  be  used  to  locate  point  X on  the  tracing, 
since  its  left  border  lies  along  a vertical  line  exactly  0.5 
second  from  the  onset  of  expiration.  A horizontal  line 
projected  from  point  X will  intercept  the  Spirosector 
scale  (when  the  instrument  has  been  swung  into  position) 
at  the  value  of  the  per  cent  of  total  FEV  expelled  during 
the  first  0.5  second.  Illustration  also  shows  method  of 
locating  points  M and  M'  (for  making  MMF  measurement) 
at  levels  25  and  75  on  Spirosector  scale. 

second,  2.0  seconds,  etc.,  from  the  onset  of  the 
curve,  (Figure  8).  If  one  follows  the  horizontal 
line  at  the  level  of  this  intercept  to  that  column 
corresponding  to  the  proper  temperaure,  the 
corrected  BTPS  value  may  be  immediately  seen. 

In  the  event  it  is  desired  to  report  the  half- 
or  one-second  vital  capacity  (FEV0.5  or  FEVi.0) 
as  percentage  of  the  total  forced  expiratory  vol- 
ume, one  would  ordinarily  expect  to  obtain  this 
figure  by  arithmetic  computation  or  use  of  a 
slide  rule.  By  using  the  Spirogrid,  this  may  be 
accomplished  much  more  quickly  and  with  less 
effort.  Using  a T-square,  a horizontal  line  is 


Fig.  10.  SPIROSECTOR  AS  USED  WITH  SPIROGRID. 
Same  illustration  as  Figure  9,  with  Spirogrid  attached  as 
ordinarily  used. 

drawn  on  the  spirographic  paper  at  the  level 
of  the  termination  of  the  expiratory  tracing.  Now, 
the  Spirogrid  is  placed  over  the  forced  expiro- 
graphic  tracing  in  the  same  manner  as  described 
above  for  determining  the  FEV0.5,  with  the  point 
of  intersection  of  the  top  horizontal  line  with 
the  vertical  line  farthest  to  the  right  overlying 
the  apex,  or  beginning,  of  the  curve.  An  elon- 
gated, narrow  strip  of  transparent  plastic  has 
been  prepared  in  such  fashion  that  it  can  be 
attached  at  one  end  by  a pin  or  grommet  to  the 
Spirogrid  at  that  point  of  intersection  of  the  right 
vertical  and  top  horizontal  lines  just  described, 
(Figures  9,  10).  This  point  of  fixation  of  one  end 
of  the  strip  is  a pivot,  allowing  the  other  end 
of  the  strip  to  swing  freely,  describing  an  arc. 
A straight  line  is  printed  down  the  middle  of  the 
plastic  strip,  beginning  at  the  point  of  attach- 
ment to  the  upper  right  corner  of  the  Spirogrid, 
and  terminating  in  a narrow  point  at  the  other 
end.  This  line  is  graduated  with  a scale  of  ten 
units,  each  decimally  subdivided.  This  trans- 
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parent  plastic  strip  (for  which  I have  coined  the 
term  Spirosector)  is  now  swung  at  its  free  end 
into  such  position  that  the  arrow  point  lies 
exactly  on  the  horizontal  line  which  was  drawn 
at  the  level  of  the  termination  of  the  expiratory 
curve.  With  the  Spirosector  in  this  position, 
the  point  of  intersection  of  the  tracing  with 
that  vertical  line  representing  the  time  period 
desired  is  noted,  and  the  horizontal  grid  line 
nearest  this  point  is  followed  out  to  its  inter- 
section with  the  graduated  line  down  the  middle 
of  the  arrow-like  plastic  strip.  The  value  on  the 
Spirosector  scale  at  this  point  will  be  the  per  cent 
of  the  total  for  that  amount  of  time. 

This  device  for  quickly  determining  the  value 
of  a fractional  part  of  the  curve  is  based  on  the 
proposition  of  geometry  which  states  that  the 
ratios  of  corresponding  parts  of  similar  triangles 
are  equal.  This  same  method  may  be  used  to 
locate  the  horizontal  levels  corresponding  to  the 
expulsion  of  the  first  quarter  and  third  quarter 
of  the  total  expiration,  in  order  to  determine  the 
limits  of  that  portion  of  the  curve  used  in  meas- 
uring the  maximal  mid  flow  (MMF).18 

Other  methods  express  flow  rate  as  volume 
of  gas  expired  per  unit  time  (liters  per  minute) 
during  a particular  portion  of  a forced  expira- 
tion. Such  tests  include  the  maximal  expiratory 
flow  rate  (MEFR),19  which  measures  rate  of  air 
flow  during  forced  exhalation  of  the  first  liter 
immediately  following  expulsion  of  the  initial 
200  ml  during  a forced  expiration;  the  maximal 
mid  flow  (MMF),  which  is  a measurement  of 
flow  during  that  part  of  the  curve  between  expul- 
sion of  the  initial  and  terminal  fourths  of  the 
entire  exhalation;  and  measurements  of  flow  rate 
during  other  parts  of  the  curve  which  may  be 
arbitrarily  chosen  and  standardized  for  special 
studies. 

Customarily  to  express  rate  of  flow  in  this 
manner  for  such  a particular  segment  of  the 
curve,  one  would  proceed  as  follows:  (see  Figure 
11).  A vertical  line  is  dropped  from  the  point 
of  origin  of  the  segment  down  to  intersect  with 
a horizontal  line  projected  back  (to  the  right) 
from  the  point  of  the  segment’s  termination.  The 
measured  distance  of  the  vertical  line,  multi- 
plied by  the  bell  factor  (to  convert  it  to  its 
equivalent  in  volume,  expressed  as  liters),  is 
divided  by  the  value  of  the  horizontal  line, 
expressed  as  time  in  minutes.  The  answer  must, 
of  course,  then  be  multiplied  by  the  proper  BTPS 
factor. 


Fig.  11.  TRI ANGULATION  METHOD  OF  FLOW  RATE 
CALCULATION.  Illustrating  principle  of  the  Spirotractor. 
For  section  of  curve  between  points  A and  C,  flow  rate  is 
equal  to  volume  represented  by  vertical  distance  AB  di- 
vided by  time  corresponding  to  BC.  It  is  evident  from 
the  construction  that  the  slanted  line  drawn  through 
points  A and  C forms  the  hypotenuse  of  right  triangle 
ABC,  and  extension  of  this  line  downward  to  point  of  inter- 
section with  any  arbitrary  horizontal  line  will  produce 
similar  right  triangle  AB'C'.  Thus,  since  the  tangent  of 
angle  theta  equals  AB/BC,  it  is  only  necessary  to  multiply 
the  value  of  the  tangent  of  this  angle  by  a constant  (ob- 
tained by  dividing  kymograph  speed  by  the  reciprocal  of 
spirometer  bell  factor — 40  for  9 liter  Collins  with  speed 
of  192  cm/min.)  to  obtain  flow  rate. 

If  we  pause  a moment  to  consider  the  results 
of  this  draftsmanship  performed  according  to 
the  above  instructions,  we  are  struck  with  the 
possibilities  of  a mathematical  relationship,  the 
exploitation  of  which  may  greatly  simplify  this 
measuring  process.  The  vertical  and  horizontal 
lines  we  have  just  drawn  form  the  legs  of  a right 
triangle,  the  hypotenuse  of  which  is  constructed 
by  drawing  a line  between  the  point  of  origin 
and  point  of  termination  of  the  curve  segment 
with  which  we  are  working.  If  the  acute  angle 
formed  by  this  latter  slanting  line  and  the  hori- 
zontal is  measured  with  a protractor,  it  is  a simple 
single  step  to  obtain  the  value  of  the  flow  rate  by 
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Fig  12.  THE  SPIROTRACTOR.  This  special  protractor 
designed  to  read  angles  in  terms  of  value  of  tangent  times 
flow  rate  factor,  as  described  in  Figure  11. 


reference  to  a table  of  natural  functions  of  angles, 
or  use  of  the  trig  scfile  of  a slide  rule.  We  know 
from  trigonometry  that  the  tangent  of  an  angle 
equals  the  ratio  of  the  side  opposite  to  the  side 
adjacent,  and  in  the  case  considered  here  we  will 
note  that  the  “side  opposite”  is  actually  the  mea- 
surement of  volume,  while  the  “side  adjacent” 
measures  time.  (The  answer,  in  terms  of  liters 
per  minute,  is  obtained  by  multiplying  the  value 
obtained  for  the  tangent  by  a constant  factor 
derived  bv  dividing  the  kymograph  speed  by 
the  reciprocal  of  the  bell  factor  of  the  spirometer. 
In  the  case  of  the  9-liter  Collins  Spirometer, 
with  kymograph  speed  of  192  cm  per  minute, 
this  factor  will  be  40.  The  final  result  must,  of 
course,  be  multiplied  by  the  appropriate  BTPS 
factor,  if  such  accuracy  is  desired.) 

Application  of  this  principle  makes  it  possible 
to  compute  effortlessly  the  flow  rate  of  any 


segment  of  the  curve  by  simply  laying  a straight 
edge  on  the  paper  so  that  it  intersects  the  points 
of  origin  and  termination  of  the  segment  of 
curve  considered,  and  drawing  a line.  The  angle 
of  slope  of  this  line  with  the  horizontal  is  readily 
determined  with  the  aid  of  a protractor  and  T- 
square.  Having  measured  the  angle  in  degrees, 
one  performs  three  simple  successive  movements 
of  the  slide  rule  to  provide  the  tangent,  multi- 
ply it  by  the  factor  described,  and  correct  to 
BTPS.  The  instantaneous  flow  rate  at  any  mo- 
ment may  be  found  by  drawing  a line  tangent 
to  the  expiratory  flow  curve  at  that  point,  and 
dealing  with  its  slope  in  the  same  manner. 

an  easier  way 

I have  simplified  the  procedure  even  further 
by  constructing  a special  transparent,  plastic 
protractor,  prepared  with  a scale  reading  the 
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Fig.  13.  THE  SPIROTRACTOR.  Illustrating  application 
by  superimposing  over  construction  shown  in  Figure  11. 


final  values  of  flow  rates  in  liters  per  minute. 
This  eliminates  the  intermediate  steps,  (Figures 
12,  13).  I have  applied  the  term  S pirotractor  to 
this  instrument.  While,  as  initially  constructed, 
the  scale  is  applicable  to  tracings  made  using 
the  9-liter  Collins,  it  is  readily  adaptable  to  other 
types  of  spirometers  by  use  of  a simple  con- 
version factor  which  may  be  derived  from  the 
bell  factor  and  kymograph  speed  of  the  instru- 
ment used. 

maximum  breathing  capacity 

As  previously  noted,  the  MBC  (or  MW)  trac- 
ing is  made  by  the  subject  breathing  as  rapidly 
and  effectively  as  possible  for  12  seconds.  The 
total  volume  of  ventilation  during  this  time  may 
be  determined  by  measuring  the  volume  of  each 
breath  and  adding  up  the  total.  Much  more 
practical,  however,  is  the  use  of  the  Reichert 


Ventilograph  pen  attachment,  described  earlier 
in  this  article.  The  distance  climbed  by  the  step- 
like ventilographic  tracing  during  the  12-second 
period  of  the  test  is  multiplied  by  125  times  the 
bell  factor  to  obtain  the  result  expressed  as  liters 
per  minute,  which  must  then  be  converted  to 
BTPS  conditions,  (Figure  14). 

These  several  multiplications  may  be  elimin- 
ated by  use  of  a special  Spirogrid  which  has 
been  designed  specifically  for  use  with  the  ven- 
tilographic tracing  produced  during  the  12-sec- 
ond  MBC  test  performance,  (Figure  15).  This 
device,  like  that  used  in  making  volumetric  meas- 
urements from  a single  breath  tracing,  is  used 
to  measure  the  vertical  distance  in  the  proper 
column  for  the  spirometer  temperature,  and 
therefrom  read  the  value  of  the  MBC  in  liters 
per  minute,  BTPS.  The  bottom  border  of  this 
grid  is  fixed  by  a sliding  attachment  to  the 
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12  seconds 


Fig.  14.  MBC  TRACING.  Kymograph  speed  is  192  cm/min.,  (32  mm/sec.).  Lower 
tracing  made  by  Reichert  Ventilograph.  Vertical  distance  traveled  by  ventilograph 
tracing  during  12-second  period,  multiplied  by  125  times  BTPS  factor,  equals  MBC 
in  liters  per  minute. 


Fig.  15.  VENTILOGRID  SLIDE  RULE.  Illustrating  application  in  measurement 
of  MBC  directly  from  Ventilograph  tracing  shown  in  Figure  14. 


left  end  of  a long,  narrow,  transparent,  plastic 
straight  edge,  that  is  marked  off  for  the  horizon- 
tal distance  represented  by  the  12-second  time 
period  when  the  kymograph  turns  at  speeds  of 
160,  480,  and  1920  mm  per  minute.  Thus,  by 
placing  this  straight  edge  horizontally  on  the 
paper  so  that  it  contacts  the  origin  of  the  ven- 
tilographic  tracing  at  a point  on  the  scale  a 
distance  which  is  the  time  equivalent  of  12 
seconds  from  that  column  to  be  used  for  meas- 
urement, the  result  may  then  be  read  directly 
from  this  column,  expressed  as  liters  per  minute, 
BTPS. 

It  will  be  noted  that  in  addition  to  the  scale 
marking  off  12-second  periods  for  use  with  the 
mentioned  speeds  (for  MBC  measurements), 
another  scale  designates  several  distance  equiv- 
alents of  time,  in  minutes,  for  use  when  the  drum 
runs  at  the  slow  speed  of  32  millimeters  per 
minute.  These  additional  markings  make  it  pos- 
sible to  use  this  same  device,  which  I have  called 
the  Ventilogricl  slide-rule,  to  measure  resting 
minute  ventilation.  When  the  slow  speed  is  used, 
however,  the  value  read  from  the  proper  temper- 


ature column  must  be  multiplied  by  the  factor 
printed  beneath  each  time  division  marked  on 
this  slow-speed  scale.  Thus,  if  the  segment  of 
ventilograph  tracing  measured  is  for  a 4-minute 
period,  the  value  taken  from  the  proper  temper- 
ature column  must  be  multiplied  by  .05;  if  5 
minutes,  by  .04;  and  if  the  rise  in  the  tracing 
has  occurred  over  10  minutes,  by  .02. 

summary 

Measurements  and  calculations  may  be  made 
from  spirometric  tracings  with  surprising  rapid- 
ity and  minimal  effort  by  the  use  of  new  instru- 
ments offering  mathematical  short-cuts.  These 
include  the  combined  Spirogrid  and  Spirosector, 
the  Spirotractor,  and  the  V entilogrid  slide-rule. 
By  superimposing  these  transparent  plastic  de- 
vices directly  over  the  spirographic  tracings, 
and  following  simple  directions,  values  are  rapid- 
ly obtained  for  all  the  usual  volume  measure- 
ments, corrected  to  BTPS;  minute  ventilation 
and  maximum  breathing  capacity,  also  corrected 
to  BTPS;  and  all  the  conventionally  used  meas- 
urements of  flow  rate,  including  timed  vital  ca- 
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pacity  measurement  in  its  various  forms,  max- 
imal expiratory  flow  rate,  and  maximal  mid- 
expiratory  flow. 

Details  provided  are  applicable  to  the  con- 
struction and  use  of  these  instruments  with  the 
9-liter  Collins  ( Benedict-Roth  type)  Spirometer. 


By  simple  changes  of  scale  in  construction  of 
these  devices  or  use  of  conversion  factors,  with 
the  manufactured  instruments,  this  concept  may 
be  applied  to  any  graphic  recording  system  in 
which  volume  is  plotted  against  time.  ■ 

951  Medical-Dental  Bldg.  (98101) 


abstract  o 

El  espirograma  es  tan  esencial  para  el  estudio 
de  las  enfennedades  respiratorias  como  es  el 
electrocardiograma  para  el  estudio  de  la  en- 
fermedades  cardiacas.  La  mayor  deferencia  en 
la  facilidad  para  su  aplicacion  esta  en  las 
matematicas  que  se  requeria  antes  de  que  el 
espirograma  llegara  a ser  significativo.  Un 
reciente  metodo  usa  unos  nuevos,  transperentes, 
plasticos  instrumentos,  designados  para  la  colo- 


cacion  precisamente  sobre  el  trazado  espiro- 
grafico.  Lectures  asi  obtenidas  elimina  mucho  de 
la  labor  matematica  la  cual  era  previamente 
necesaria  y ahora  por  lo  menos  tres  quartas 
partes  del  tiempo  usualmente  requerido.  Los 
instrumentos  son:  el  spirogrid,  que  es  un  patron 
tabidado;  el  spirosector,  que  es  un  indicador 
de  oscilacion  usado  para  medir  angulos;  el 
spirotractor,  que  es  un  ingenioso  tipo  de  pro- 
tractor; y una  escala  de  deslizamiento  llamada 

VENTRILOGRID  SLIDERULE. 
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OFFICIAL  PUBLICATION 

SUMMARY  OF  PROCEEDINGS  OF  HOUSE  OF  DELEGATES 

of  the 

Oregon  Medical  Association 
Portland,  Oregon  September  21-25,  1965 


Over  1,000  physicians  attended  the  91st  Annual 
Meeting  of  the  Oregon  Medical  Association  at  the 
Memorial  Coliseum,  Portland,  September  21-25, 
1965.  A total  of  1,451  registered. 

The  House  of  Delegates  held  its  opening  session  on 
Tuesday,  September  21,  with  Speaker  Glenn  M. 
Gordon  and  Vice-Speaker  (President-Elect)  Ernest 
T.  Livingstone  presiding.  The  Invocation  was  given 
by  Rabbi  Yonah  H.  Geller  of  Congregation  Shaarie 
Torah,  Portland.  Greetings  from  President  James  H. 
Seacat,  Salem,  followed. 

At  its  opening  session,  the  House  of  Delegates 
unanimously  and  enthusiastically  adopted  by  voice 
vote  a recommendation  of  the  Committee  on  Oregon 
Medical  History  that  the  House  of  Delegates  be 
authorized  to  commission  the  painting  of  a portrait 
of  Miss  Bertha  B.  Hallam,  retiring  librarian  at  the 
University  of  Oregon  Medical  School,  to  be  hung  in 
the  School’s  library  as  a permanent  tribute  to  her 
46  years  of  devoted  service  and  also  that  the  Com- 
mittee be  authorized  to  solicit  from  the  physicians  of 
Oregon  a sum  not  to  exceed  $1,200  to  meet  the  cost 
of  such  a portrait.  E.  G.  Chuinard,  Chairman  of 
the  Committee,  requested  that  the  House  of  Dele- 
gates consider  this  recommendation  early  in  order 
that  the  announcement  might  be  made  during  the 
Association’s  Annual  Banquet  and  Inaugural  Ball. 

In  its  regular  sessions,  the  House  of  Delegates 
deliberated  on  a total  of  thirty-seven  reports  from 


standing  and  special  committees  and  eighteen  reso- 
lutions. At  its  final  session  on  September  24,  the 
House  heard  a report  from  Mrs.  John  R.  Boe,  newly 
appointed  Field  Representative  for  Woman’s  Organi- 
zations of  the  American  Medical  Association,  who 
had  recently  resigned  her  office  as  President  of  the 
Woman’s  Auxiliary  to  this  Association  to  accept  the 
AMA  position.  Mrs.  Howard  C.  Emmerson,  newly 
installed  President  of  the  Woman’s  Auxiliary,  also 
addressed  the  House  briefly.  Mrs.  Emmerson  and 
Mrs.  Boe  were  accompanied  by  Mrs.  William  V. 
Zartman,  Beaverton,  President-Elect  of  the  Auxiliary. 

MAX  H.  PARROTT  RE-ELECTED 

A unanimous  ballot  was  cast  by  the  House  of 
Delegates  for  the  election  of  the  following  nominees 
recommended  by  the  Nominating  Committee. 

Delegate  to  the  American  Medical  Association 
for  2-year  term  beginning  Jan.  1,  1966  and 
expiring  Dec.  31,  1967:  Max  H.  Parrott,  Port- 
land. 

Alternate  Delegate  to  the  American  Medical 
Association  (2-year  term  beginning  Jan.  1,  1966 
and  expiring  Dec.  31,  1967):  James  H.  Seacat, 
Salem. 

Member  of  Committee  on  Publications  (3- 
year  term  expiring  in  1968):  Franklin  J.  Under- 
wood, Portland. 
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At  the  annual  business  meeting  of  membership, 
a unanimous  ballot  was  also  cast  for  the  election 
of  the  following  officers: 

President-Elect,  John  E.  Tysell,  Eugene. 
Vice-President,  William  C.  Scott,  Portland. 
Secretary-Treasurer,  Alfred  C.  Hutchinson, 
Portland. 

Speaker  of  the  House  of  Delegates,  Clinton  S. 
McGill,  Portland. 

REFERENCE  COMMITTEE  ON  REPORTS  OF  OFFICERS 
AND  COMMITTEES 

The  Reference  Committee  on  Reports  of  Officers 
and  Committees,  composed  of  Raymond  M.  Reichle, 
Portland,  Chairman;  Glenn  C.  Miller,  Klamath  Falls; 
Willis  J.  Irvine,  Portland;  Marsh  O.  Perkins,  Salem; 
and  Richard  E.  Turner,  Springfield,  considered 
twenty-seven  committee  reports  and  eight  resolu- 
tions. 

Among  the  reports  adopted  by  the  House  were  the 
following  which  contained  only  a summary  of  the 
year’s  activities: 

Report  of  Secretary-Treasurer 
Part  I 
Part  II 

Supplementary  Report 

Medical  Advisory  to  State  Industrial  Accident 
Commission 

Medical  Advisory  to  Laboratory  Standards 

Conservation  of  Hearing 

Conservation  of  Vision 

Mental  Health 

Rehabilitation 

Traffic  Safety 

Medicine  and  Religion 

Medicine  and  Optometrists 

Medicine  and  Osteopathy 

The  House  took  action  as  indicated  on  the  follow- 
ing reports  and  resolutions  recommended  by  the 
Reference  Committee: 

I.  That  Resolution  No.  3 submitted  by  the  Com- 
mittee on  Mental  Health  be  adopted: 

THEREFORE  BE  IT  RESOLVED,  that  the  Ore- 
gon Medical  Association  supports  the  concept  that 
standards  of  medical  consultation  and  supervision 
should  be  developed  and  applied  to  community 
mental  health  clinics,  and  therefore  directs  the  Com- 
mittee on  Mental  Health  to  collaborate  with  the 
Mental  Health  Division  of  the  State  of  Oregon,  with 
the  Oregon  District  Branch  of  the  American  Psy- 
chiatric Association,  and  with  such  other  appropriate 
professional  groups  as  may  be  indicated  to  develop 
and  apply  such  standards  of  medical  consultation  and 
supervision. 

II.  With  respect  to  the  report  of  the  Board  of 
Medical  Examiners,  the  Reference  Committee  rec- 
ommended that  paragraph  3 on  page  9 of  the  Re- 


port be  amended  so  as  to  read  as  follows  and  then 
approved: 

“This  resume  consists  of  5 pages  and  contains 
information  which  should  be  of  importance  to  the 
practicing  physician.  In  several  instances  copies 
have  been  made  available  to  several  county  societies. 
However,  the  resume  is  being  updated  to  include  the 
recent  legislative  changes.  As  soon  as  the  current 
resume  is  prepared  a copy  will  be  mailed  to  every 
physician  and  surgeon  and  osteopathic  physician  and 
surgeon  in  the  State  of  Oregon.” 

It  voted  to  approve  the  recommendation  of  the 
Reference  Committee  as  amended  by  declaring  that 
the  text  of  full  paragraphs  2 and  3 on  Page  7 of 
the  report  of  the  Board  of  Medical  Examiners  be 
not  acceptable  to  this  Association. 

SEMI-ANNUAL  INSURANCE  BILLING 

III.  That  the  report  of  the  Committee  on  Profes- 
sional Consultation  containing  the  following  recom- 
mendations and  amendments  be  approved: 

1. — That  the  physicians  participating  in  the  Asso- 
ciation’s professional  liability  insurance  program  be 
billed  by  Pownall,  Taylor  and  Hays,  General  Agents 
for  Oregon  Automobile  Insurance  Company,  on  a 
semi-annual  basis  rather  than  on  the  annual  basis 
which  is  now  followed. 

2. — That  the  premium  rate  for  $100,000/300,000 
limits  of  liability  be  increased  from  $175  which  be- 
came effective  April  1,  1963,  to  $262  per  year  as  of 
November  1,  1965,  with  semi-annual  premium  bill- 
ings of  $131. 

3. — That  the  Committee  on  Professional  Consul- 
tation be  commended  for  its  fine  work  and  be 
advised  that  the  Oregon  Medical  Association  will 
continue  to  stand  behind  it  in  all  of  its  efforts. 

4. — That  the  Board  of  Trustees  study  the  feasi- 
bility of  establishing  a mechanism  to  implement  or 
participate  in  the  defense  or  possible  indemnification 
of  an  individual  physician  where  an  adverse  judg- 
ment occurs  in  cases  involving  a principle  affecting 
all  physicians  and  report  its  findings  and  recom- 
mendations to  the  House  of  Delegates  at  its  1966 
Midyear  Meeting. 

5. — In  addition,  it  recommends  that  all  physicians 
be  strongly  advised  to  re-examine  their  limits  of 
professional  liability  insurance. 

AUXILIARY  TO  PUSH  “ MEDAUX-PARK " 

IV.  “That  the  House  of  Delegates  support  in 
principle  the  proposed  project  of  the  Woman’s  Au- 
xiliary to  establish  playgrounds  on  schools  for  retart- 
ed  children  with  the  project  to  be  known  as  ‘Oper- 
ation Medaux-Park’  ”,  was  adopted  as  recommended 
by  the  Woman’s  Auxiliary. 

V.  The  recommendations  of  the  Committee  on 
Ethics  were  adopted: 
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1. — That  a copy  of  the  Judicial  Council  Opinions 
and  Reports  be  supplied  to  each  active  member, 
and  to  each  new  member. 

2. — That  a program  on  Ethics  in  Medicine  be 
arranged  for  the  Annual  Association  Meeting  in  1966. 

VI.  The  report  of  the  Committee  on  Tuberculosis 
contained  the  following  recommendations  and  was 
approved  as  amended. 

That  the  Oregon  Medical  Association  recommend 
to  the  directors  of  student  health  services  in  each 
and  every  institution  of  higher  education  in  Oregon 
that  they  institute  the  following  tuberculosis  control 
procedures: 

1. — That  all  employees  and  students  of  the  insti- 
tution be  examined  annually  for  communicable  tu- 
berculosis; 

2. — That  such  examinations  shall  include  either  an 
intradermal  tuberculin  test  containing  at  least 

0.0001  mg  of  purified  protein  derivative  or  0.05  mg 
of  old  tuberculin  or  a Tine  Test  or  a technically 
satisfactory  chest  x-ray  interpreted  by  a duly  licensed 
physician. 

VII.  The  report  of  the  Committee  on  Pharmacy 
and  Drugs  and  Resolution  No.  2 proposing  that  the 
Association  adopt  and  recommend  the  use  of  a 
uniform  and  standard  prescription  form  was  referred 
to  the  Committee  for  further  study. 

COMMITTEE  COMMENDED 

VIII.  The  report  of  the  Committee  on  Disaster 
Medical  Care  contained  the  following  statement: 

This  Committee  recommended  to  the  Board  of 
Trustees  and  received  its  approval  to  present  the 
1st  Annual  “SPECIAL  ASSISTANCE  MEDICAL 
EMERGENCY”  medal  to  16-year-old  Robert  Drake 
for  his  special  medical  assistance  rendered  as  a 
“Good  Samaritan”  at  the  scene  of  an  emergency.  The 
presentation  of  the  S-A-M-E  medal  will  be  made 
at  an  appropriate  tirqe  during  this  annual  meeting 
of  the  Oregon  Medical  Association.  It  is  interesting 
to  note  that  young  Robert  Drake  is  the  grandson  of 
the  late  Robert  L.  Benson,  M.D. 

The  Reference  Committee  recommended  that  the 
report  of  the  Committee  be  approved  and  the  Com- 
mittee commended  for  recommending  the  presenta- 
tion of  the  “Special  Assistance  Medical  Emergency” 
medal  to  Mr.  Robert  Drake  but  further  recommends 
that  consideration  be  given  to  awarding  the  medal 
at  “appropriate  times”  when  appropriate  instances 
occur. 

The  recommendations  were  adopted. 

IX.  The  last  sentence  on  the  first  page  of  the 
Report  of  the  Association’s  Representative  to  the 
Planned  Parenthood  Association  of  Oregon  reads  in 
part  as  follows:  “the  only  schools  of  nursing  are  in 
Portland,  this  activity  has  been  limited  to  this 
area  . . .” 

The  Reference  Committee  called  attention  to  the 


fact  that  there  is  an  accredited  school  of  nursing  at 
the  Sacred  Heart  Hospital  in  Eugene  and  therefore 
recommended  that  the  Association’s  Representative 
to  the  Planned  Parenthood  Association  of  Oregon  be 
requested  to  revise  the  sentence  so  as  to  read  “This 
activity  has  been  limited  to  the  Portland  area.  . . ” 
and  that  the  report  as  amended  be  approved. 
Adopted. 

X.  Recommendations  contained  in  the  reports  of 
the  following  committees  were  adopted  upon  recom- 
mendation by  the  Reference  Committee. 

1. — Committee  on  Revision  of  Bylaws  and  Articles 
of  Incorporation. 

(1)  That  in  order  to  establish  a scientific  sec- 
tion on  preventive  Medicine  Section  5, 
CHAPTER  XIII  of  the  Bylaws  be  amend- 
ed so  as  to  read  as  follows: 

Section  5.  The  annual  session  shall  include 
the  annual  meetings  of  the  following  sci- 
entific sections: 

(a)  Ophthalmology  and  Otolaryngology’ 

(b)  Radiology 

(c)  Internal  Medicine 

( d ) Pediatrics 

(e)  General  Practice 

(f)  Preventive  Medicine 

(2)  That  in  order  to  provide  that  Junior 
members  of  this  Association  may  be  eli- 
gible for  Active  membership  in  the  Ameri- 
can Medical  Association,  Section  4 of 
CHAPTER  III  of  the  Bylaws  be  amended 
as  follows: 

(a)  That  Subsection  (b)  which  reads  as 
follows  be  deleted: 

“(b)  Junior  members  shall  be  en- 
titled to  vote  but  they  shall  not 
be  eligible  to  hold  elective 
office.” 

(b)  That  the  present  Subsection  (c)  be 
renumbered  (b)  and  present  Sub- 
section (d)  be  renumbered  (c). 

(3)  That  in  order  that  Associate  members  of  this 

Association  may  become  eligible  for 
Active  membership  in  the  American  Medi- 
cal Association,  Section  5 of  CHAPTER 
III  of  the  Bylaws  be  amended  as  follows: 

(a)  That  Subsection  (b)  which  reads  as 
follows  be  deleted: 

“(b)  Such  members  shall  not  be  en- 
titled to  vote  or  hold  elective 
office  in  this  Association.” 

(b)  That  the  present  Subsection  (c)  of 
Section  5 be  renumbered  as  (b). 

NORTHWEST  MEDICINE  EMPHASIZED 

2. — Committee  on  Publications: 

(1)  That  the  annual  subscription  price  to 
members  of  Oregon  Medical  Association 
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for  the  journal,  northwest  medicine,  be 
increased  from  $3  to  $5,  and  that  this 
amount  continue  to  be  collected  with 
State  Association  dues,  commencing  Janu- 
ary, 1966. 

(2)  That  the  Association  membership  be  in- 
formed of  current  editorial  efforts  to  im- 
prove both  the  scientific  content  of  the 
journal  and  its  state  section  reporting  serv- 
ice, and  to  note  that  suggestions  by  the 
membership  are  welcomed. 

(3)  That  the  Association  membership  be  re- 
quested to  support  journal  advertisers  to 
the  extent  of  reading  informative  adver- 
tisements, and  acknowledging  their  support 
to  NORTHWEST  MEDICINE. 

3. — Joint  Medical  Legal  Committee 

(1)  That  the  Committee  be  authorized  to  con- 
tinue its  present  functions  and  activities. 

(2)  That  the  “Statement  of  Principles  Govern- 
ing Certain  Lawyer-Physician  Relation- 
ships” be  reprinted  to  encompass  the 
amendments  which  have  been  approved 
by  this  Association  and  the  State  Bar;  and 
that  this  Association  assume  its  pro  rata 
share  of  the  cost  of  such  reprinting. 

4. — Committee  on  Cancer 

(1)  That  the  Oregon  Medical  Association  con- 
tinue its  support  and  close  relationship 
with  the  American  Cancer  Society,  Ore- 
gon Division. 

(2)  That  the  Oregon  Medical  Association  sup- 
port the  Cancer  Clinic  and  Cancer  Registry 
program  in  hospitals  throughout  the  State. 

5. — Committee  on  Public  Health 

That  the  Association  create  a Committee  on 
Environmental  Health  or  assign  this  responsi- 
bility to  an  existing  Committee. 

6. — Committee  on  Annual  Session 

That  each  member  of  the  House  of  Delegates 
personally  visit  each  of  our  technical  and  scien- 
tific exhibits  and  make  it  a point  to  encourage 
and  strongly  urge  other  physicians  attending  the 
meeting  to  do  likewise;  and  it  is  likewise 
recommended  that  attention  be  given  to  the 
physicians  Art  Exhibit. 

NARCOTICS  REGULATIONS  STRESSED 

XI.  The  House  adopted  Resolution  No.  7 intro- 
duced by  the  Committee  on  Pharmacy  and  Drugs 
which  reads  as  follows: 

NOW,  THEREFORE  BE  IT  RESOLVED,  that 
the  Oregon  Medical  Association  inform  every  physi- 
cian member  of  the  new  narcotics  regulations  by 
mailing  a descriptive  pamphlet  to  be  furnished  by 
the  Oregon  State  Pharmaceutical  Association. 

XII.  The  principle  expressed  in  Resolution  No. 


1 1 introduced  by  the  Clackamas  County  Medical 
Society  was  endorsed: 

THEREFORE  BE  IT  RESOLVED,  that  each 
delegate  and  alternate  delegate  to  the  Oregon  Medi- 
cal Association  House  of  Delegates  receive  a com- 
plete handbook  at  least  two  weeks  prior  to  both  the 
interim  and  the  annual  meetings. 

CAMPAIGN  COMPLETED  AND  BILLS  PAID 

XIII.  The  Reference  Committee  considered  two 
resolutions  relating  to  the  disposition  of  “Special 
Assessment”  funds  which  may  be  received  from 
member  physicians  whose  memberships  have  been 
suspended  for  non-payment.  These  two  resolutions 
are  as  follows: 

L— Resolution  No.  12  introduced  on  behalf  of 
Craig  B.  Leman  of  Corvallis. 

BE  IT  RESOLVED,  that  the  House  of  Delegates 
take  action  to  amend  the  Bylaws  to  allow  those 
members  who  are  currently  suspended  because 
of  failure  to  pay  the  special  assessment  to  retain 
their  membership  in  the  Oregon  Medical  Associ- 
ation by  contributing  a like  amount  to  the  Associ- 
ation designated  for  scientific  or  charitable  purposes. 

2.— Resolution  No.  18  introduced  by  George  C. 
McCallum,  Delegate  from  Lane  County. 

BE  IT  RESOLVED,  that  if  the  Special  Assess- 
ment is  paid  by  members  now  in  arrears,  it  be  the 
recommendation  of  the  House  of  Delegates  that 
such  funds  as  well  as  such  portion  as  needed  of  the 
Special  Assessment  unspent  balance  be  used  to 
underwrite  the  Bertha  B.  Hallam  portrait  and,  there- 
by, preclude  the  necessity  of  a solicitation. 

The  Reference  Committee  recommended  that  both 
Resolutions  be  rejected. 

Action  of  the  House  of  Delegates 

The  recommendation  of  the  Reference  Committee 
was  adopted  and  it  was  voted  to  direct  the  Executive 
Committee  of  the  Board  of  Trustees  to  contact  each 
member  who  has  not  paid  the  $25  assessment  in- 
forming him  that  the  Education-Information  pro- 
gram has  been  completed  and  completely  paid  for 
and  that  certain  excess  funds  plus  any  additional 
payments  will  be  transferred  to  the  general  operating 
budget  of  the  Association. 

OMA  SUPPORTS  DR.  TRELEAVEN 

XIV.  The  House  of  Delegates  voted  to  amend  the 
recommendation  of  the  Reference  Committee  to 
provide  that  Resolution  No.  16  be  adopted  as  intro- 
duced. 

THEREFORE  BE  IT  RESOLVED,  that  this 
Association  declare  its  support  of  Joseph  Treleaven, 
Administrator  of  the  Oregon  Mental  Health  Division, 
and  offer  its  continued  support  and  cooperation  in 
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Depend  on  low-cost, 
low-dosage  Prolixin 
— once-a-day 


Prolixin  is  a dependable  tranquilizer  that  provides  your  pa- 
tient with  low  cost  therapy.  No  other  tranquilizer  costs  less. 
Safe  and  convenient  for  office  use— Prolixin  in  a single  daily 
dose  provides  prolonged  and  sustained  action.  Markedly 
low  in  toxicity  and  virtually  free  from  usual  sedative  effects 
—Prolixin  is  indicated  for  patients  who  must  be  alert.  Clin- 
ical experience  indicates  fluphenazine  hydrochloride  is 
especially  effective  in  controlling  the  symptoms  of  anxiety 
and  tension  complicating  somatic  disorders  such  as  pre- 
menstrual tension,  menopause,  or  hypertension— also  useful 
for  anxiety  and  tension  due  to  environmental  or  emotional 
stress.  When  you  prescribe  Prolixin  you  offer  your  patient 
effective  tranquilization  that  is  low  in  cost,  low  in  dosage 
and  low  in  sedative  activity. 


SIDE  EFFECTS,  PRECAUTIONS,  CONTRAINDICATIONS:  As  used  for 
anxiety  and  tension,  side  effects  are  unlikely.  Reversible  extrapyra- 
midal  reactions  may  develop  occasionally.  In  higher  doses  for  psy- 
chotic disorders,  patients  may  experience  excessive  drowsiness, 
visual  blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions, 
nausea,  anorexia,  salivation,  edema,  perspiration,  dry  mouth,  polyuria, 
hypotension.  Jaundice  has  been  exceedingly  rare.  Photo-sensitivity 
has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines; 
routine  blood  counts  are  recommended.  If  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  the  drug  and  institute  appro- 
priate treatment.  Do  not  use  epinephrine  for  hypotension  which  may 
appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atro- 
pine may  be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or 
in  patients  with  subcortical  brain  damage.  Use  cautiously  in  convul- 
sive disorders. 

AVAILABLE:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  information,  see  your  Squibb  Product  Reference  or  Product 
Brief. 


Squibb 


Squibb  Quality-the  Priceless  Ingredient 
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fostering  a sound  and  effective  mental  health  pro- 
gram for  our  State. 

PARROTT  TO  BE  CANDIDATE  FOR  AMA  BOARD 

XV.  The  Committee  on  National  Policy  introduced 
Resolution  No.  17  which  reads: 

THEREFORE  BE  IT  RESOLVED,  that  this  As- 
sociation strongly  support  the  candidacy  of  Max  H. 
Parrott  for  the  position  of  member  of  the  Board  of 
Trustees,  American  Medical  Association;  and, 

BE  IT  FURTHER  RESOLVED,  that  this  Associ- 
ation gratefully  acknowledge  and  commend  the 
conscientious  and  meritorious  services  of  Raymond 
M.  McKeown  of  Coos  Bay,  Oregon,  who  has  filled 
this  position  for  these  past  ten  years. 

The  Reference  Committee  recommended  that  the 
Resolution  be  amended  by  adding  the  following 
words  to  the  second  paragraph  and  adopted,  “and 
is  no  longer  eligible  to  succeed  himself  in  this 
position.” 

Action  of  the  House  of  Delegates 

Resolution  No.  17  was  adopted  as  amended  by 
the  Reference  Committee. 

REPORT  OF  COMMITTEE  ON  NEW  BUSINESS 

The  Reference  Committee  on  New  Business,  com- 
posed of  Merle  Pennington,  Sherwood,  Chairman; 
Howard  C.  Emmerson,  Portland;  J.  Allan  Hender- 
son, Hood  River;  Jack  Ingram,  Medford;  and  James 
A.  Riley,  Corvallis,  had  referred  to  it  eight  commit- 
tee reports  and  nine  resolutions  most  of  which  re- 
lated to  medical  services  including  governmental 
programs  at  both  the  federal  and  state  levels. 

I.  The  annual  report  of  the  Board  of  Trustees  of 
Oregon  Physicians’  Service  was  supplemented  by 
“A  Report  on  the  Prevailing  Fees  Program”  pre- 
pared by  the  National  Association  of  Blue  Shield 
Plans.  The  Committee  on  New  Business  recommend- 
ed and  it  was  adopted  that  both  reports  be  accepted 
and  that  a copy  of  the  report  on  the  “Prevailing 
Fees  Program”  with  an  explanatory  information  be 
mailed  to  all  physicians  in  Oregon. 

II.  It  was  voted  to  accept  the  report  of  the  Com- 
mittee on  National  Policy  and  a supplemental  report 
of  that  Committee  contained  information  regarding 
the  policies  and  activities  of  the  American  Medical 
Association  relative  to  the  implementation  of  Public 
Law  89-97  and  H.R.  3140  now  pending  in  the 
Congress  of  the  United  States  which  would  imple- 
ment the  recommendations  of  the  President’s  Com- 
mission on  Heart  Disease,  Cancer  and  Stroke  (De- 
Bakey  Commission). 

III.  The  report  of  the  Committee  on  Public  Pol- 
icy contained  the  recommendation  that  the  Aseso- 
ciation  consider  developing  proposals  for  introduc- 


tion in  the  1967  State  Legislature  in  the  following 
areas: 

L— The  composition  of  the  Oregon  State  Board 
of  Health. 

2. — The  revision  of  Oregon’s  Dangerous  Drug 
Statutes. 

3. — The  modernization  of  Oregon’s  commitment 
laws. 

The  New  Business  Committee  recommended  and  it 
was  adopted: 

L— That  the  composition  of  the  Oregon  State 
Board  of  Health  be  referred  to  the  Committee  on 
Public  Health. 

2. — That  the  revision  of  Oregon’s  Dangerous  Drug 
Statutes  be  referred  to  the  Committee  on  Pharmacy 
and  Drugs. 

3. — That  the  modernization  of  Oregon’s  commit- 
ment laws  be  referred  to  the  Committee  on  Mental 
Health. 

4. — That  the  designated  standing  committees  con- 
vey their  findings  and  recommendations  to  the  Com- 
mittee on  Public  Policy. 

PREVAILING  FEE  PRINCIPLE 

IV.  The  Committee  on  New  Business  submitted 
the  following  recommendations  which  were  adopted, 
with  respect  to  the  report  of  the  Committee  on  Vol- 
untary Health  Insurance: 

1. — That  with  respect  to  the  prevailing  fee 
principle: 

a.  The  Association  approve  a pilot  study  in  a 
specific  COUNTY  in  Oregon  of  the  ‘prevailing 
fee  principle’  and  that  OPS  be  requested  to  ex- 
plore the  feasibiltiy  of  adopting  this  principle 
as  a method  of  determining  its  allowances  to  be 
paid  physicians  for  professional  services  rend- 
ered to  Oregon  Physicians’  Service  subscribers, 
and  to  initiate  this  pilot  study  on  approval  of 
the  county  society  involved. 

b.  There  be  initiated  in  their  respective  com- 
ponent societies  by  the  delegates  of  those  so- 
cieties to  this  present  House  of  Delegates,  a full 
and  unbiased  discussion  of  the  ‘prevailing  fee’ 
principle,  and  that  this  discussion  be  acted  upon 
by  the  respective  component  societies  by  De- 
cember of  this  year  and  their  feelings  in  this 
regard  be  presented  to  the  Board  of  Trustees  for 
action  at  the  January,  1966,  meeting. 

2. — That  two  members  of  the  Committee  on  Vol- 
untary Health  Insurance  be  authorized  to  represent 
the  Association  at  the  1965  Western  Conference  of 
Prepaid  Medical  Care  Plans  to  be  held  in  San  Fran- 
cisco, November  3-7. 

3. — That  the  criteria  for  determining  “reasonable 
charges  for  professional  medical  services”  as  deline- 
ated in  the  report  of  the  Committee  on  Voluntary 
Health  Insurance  be  made  a part  of  the  action  of 
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this  House  of  Delegates  for  the  instruction  of  dele- 
gates in  presenting  this  principle  to  their  component 
medical  societies.  The  criteria  proposed  by  the 
Committee  on  Voluntary  Health  Insurance  are  as 
follows : 

“That  a reasonable  charge  for  professional  medical 
services  in  Oregon  shall  be  determined  on  the  basis 
of  whether  such  charge  is  usual  and  customary  and 
whether  there  were  extenuating  circumstances. 
Usual  and  customary  charges  shall  be  defined  as: 
“(a)  A usual  charge  shall  be  that  charge 
made  by  the  physician  to  the  majority  of  his 
private  patients  for  like  service. 

“(b)  A charge  shall  be  considered  customary 
if  it  is  within  the  average  range  of  usual  charges 
prevailing  in  the  community  by  physicians  of 
like  training  and  experience  in  performing  like 
service. 

“(c)  Extenuating  circumstances  are  condi- 
tions developing  with  respect  to  care  and  treat- 
ment of  a specific  patient  which  would  make 
a charge  above  the  usual  and  customary'  justi- 
fiable.” 

V.  With  respect  to  the  recommendations  of  the 
Committee  on  Federal  Medical  Services,  the  Com- 
mittee on  New  Business  recommends  the  following 
amended  recommendations  which  were  adopted: 

1. — “That  the  ‘prevailing  fee’  principle  be  applied 
when  negotiating  contracts  for  the  treatment  of 
federal  dependents  under  the  now  existing  federally 
negotiated  fee  schedules.” 

2. — “That  the  Committee  on  Federal  Medical 
Services  be  directed  to  study  and  formulate  princi- 
ples of  agreement  with  governmental  agencies  for 
local  governmental  contracts  especially  for  the  pro- 
vision of  services  at  local  ‘job  corps’  camps  and 
other  governmental  installations  where  regular  medi- 
cal services  are  not  available.” 

PR  COMMITTEE  COMMENDED 

VI.  With  respect  to  the  report  of  the  Committee 
on  Public  Relations,  the  Committee  on  New  Business 
recommended  that  the  informational  report  be 
accepted  and  the  Committee  commended  for  the 
excellent  manner  in  which  it  conducted  the  informa- 
tion-education program.  Recommendation  adopted. 

VII.  The  report  of  the  Committee  on  State  In- 
dustrial Affairs  contained  the  following  recommenda- 
tions which  were  referred  back  to  the  Committee  for 
further  study  by  the  House  of  Delegates. 

1. — That  the  Oregon  Medical  Association  request 
the  present  Rules  and  Fee  Schedule,  now  in  effect 
with  the  Oregon  State  Industrial  Accident  Commis- 
sion, be  adopted  for  at  least  temporary  use  by  the 
State  Compensation  Department  as  created  under 
the  new  Oregon  Workmen’s  Compensation  Law, 
which  was  recently  enacted  by  the  State  Legislature. 

2. — That  negotiations  with  the  members  of  the 


Workmen’s  Compensation  Board  or  their  representa- 
tives, be  undertaken  as  soon  as  practicable  to  con- 
sider revisions  in  Rules  and  Fee  Schedule  as  such 
revisions  become  advisable. 

VIII.  The  House  voted  to  accept  the  report  of  the 
Chairman  of  the  Oregon  Medical  Political  Action 
Committee  containing  a summary'  of  the  Commit- 
tee’s membership  status,  its  activities  during  the  past 
year  and  its  contemplated  future  programs. 

IX.  Resolution  No.  1 relating  to  area-wide  plan- 
ning for  hospitals  and  related  institutions  and  intro- 
duced by  the  Lane  County  Medical  Society,  was 
adopted: 

THEREFORE,  BE  IT  RESOLVED,  that  the 
Oregon  Medical  Association  go  on  record  as  strong- 
ly urging  its  members  to  support  voluntary  area- 
wide planning  for  hospitals  and  related  institutions 
in  Oregon;  and  furthermore, 

BE  IT  RESOLVED,  that  a standing  committee 
on  area-wide  planning  be  named  to  study  the 
problem  in  Oregon. 

RESOLUTION  NO.  4 WELL  DISCUSSED 

X.  Resolution  No.  4 relating  to  “Preservation  of 
the  Private  Practice  of  Medicine”  introduced  by  the 
Multnomah  County'  Medical  Society  stimulated  more 
lively  discussion  than  probably  any  other  issue  facing 
the  House  of  Delegates. 

NOW  THEREFORE  BE  IT  RESOLVED,  that  it 
is  the  patient’s  responsibility  to  deal  with  third 
party  carriers  in  the  area  of  financial  assistance;  and 

BE  IT  FURTHER  RESOLVED,  that  physicians 
be  encouraged  to  bill  their  patients  directly  for 
services  rendered;  and, 

BE  IT  FURTHER  RESOLVED,  that  the  Ameri- 
can Medical  Association  be  directed  to  develop  a 
multi-copy  billing  form  for  physicians  to  use  in 
billing  their  patients  for  services  rendered  and  that 
the  patient  use  this  bill  in  recovering  financial 
assistance  from  any  source;  and 

BE  IT  STILL  FURTHER  RESOLVED,  that  this 
billing  form  be  clearly'  designated  by  suitable  em- 
bossing to  be  an  AMA  activity'. 

The  original  draft  of  the  New  Business  Commit- 
tee’s report  contained  both  a majority  and  a minority 
section.  The  former  recommended  that  the  subject 
of  the  resolution  be  referred  to  an  “appropriate 
committee  for  further  study'  and  clarification.”  The 
minority  report  proposed  that  it  be  amended  to 
provide  for  its  introduction  at  the  1965  Clinical 
Meeting  of  the  AMA  House  of  Delegates  in  Phila- 
delphia and  adopted.  Both  the  majority'  and  minority 
reports  were,  however,  withdrawn  and  the  follow- 
ing substitute  statement  introduced  by  the  Chairman: 

“With  respect  to  Resolution  No.  4,  your  Commit- 
tee, after  taking  extensive  testimony  and  lengthy 
discussion,  found  a deep  seated  difference  of  opinion 
on  two  separate  facets. 
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“1.  While  there  was  general  agreement  on  the 
basic  principle  involved,  it  was  also  realized  that 
actual  practices  in  the  majority  of  physicians’  offices 
compromise  this  principle  almost  beyond  recogni- 
tion. Two  obvious  examples  will  illustrate  this: 
(a)  SI  AC  and  (b)  the  wide  divergence  of  fees 
agreed  upon  and  charged  to  various  agencies  of 
our  government  for  the  same  service. 

“2.  It  was  felt  by  this  Committee  that  the 
details  of  implementation  of  this  proposal  might  cre- 
ate more  problems  than  it  solves,  or  that  widespread 
failure  of  use  of  the  mechanism  proposed  by  mem- 
bers of  the  medical  profession  might  be  interpreted 
as  a deep  schism  within  the  profession  on  one  of  its 
most  basic  premises. 

“To  initiate  discussion,  Mr.  Speaker,  I move  adop- 
tion of  Resolution  No.  4.  After  an  extended  period 
of  discussion.  Resolution  No.  4 was  adopted. 

SEPARATION  OF  PROFESSIONAL  FEES 

XI.  Resolution  No.  5 relating  to  the  “Separation 
of  Professional  Fees  and  Hospital  Charges”  intro- 
duced by  the  Multnomah  County  Medical  Society 
reads: 

THEREFORE  BE  IT  RESOLVED,  that  the  Ore- 
gon Medical  Association  approve  the  principle  that 
charges  to  patients  for  services  provided  by  physi- 
cians practicing  in  hospitals  be  separated  into  pro- 
fessional fees  and  hospital  costs;  and, 

BE  IT  FURTHER  RESOLVED,  that  professional 
fees  should  be  billed  directly  to  the  patient  by  the 
physician  providing  the  services;  and, 

BE  IT  STILL  FURTHER  RESOLVED,  that  the 
Oregon  delegates  to  the  American  Medical  Associ- 
ation introduce  a similar  resolution  in  the  House  of 
Delegates  of  the  American  Medical  Association  and 
work  toward  adoption  of  this  principle  on  the  na- 
tional level. 

The  Reference  Committee  on  New  Business  rec- 
ommended that  the  preamble  paragraphs  of  this 
resolution  be  amended  to  indicate  that  the  prin- 
ciple enunciated  shall  apply  to  all  physicians  irre- 
spective of  field  of  practice  and  adopted. 

Actions  of  the  House  of  Delegates 

L— A motion  was  introduced  and  seconded  that 
the  recommendation  of  the  Committee  on  New  Busi- 
ness be  amended  by  adding  the  following  paragraph 
to  Resolution  No.  5: 

“AND  BE  IT  FURTHER  RESOLVED,  that  since 
direct  billing  of  the  patient  is  a preferred  ethical 
practice,  it  shall  be  deemed  unethical  for  a physician 
to  displace  a physician  in  hospital  practice  who  is 
attempting  to  utilize  this  billing  method  when  said 
displacement  is  designed  to  circumvent  this  billing 
method.” 

2.— The  proposed  amendment  to  the  recommenda- 


tion of  the  New  Business  Committee  was  referred 
to  the  Committee  on  Ethics. 

3.— The  recommendation  of  the  Committee  on 
New  Business  with  respect  to  Resolution  No.  5 as 
amended  was  adopted. 

XII.  Resolution  No.  6 concerning  “Establishing 
an  Advisory  Committee  on  Home  Care  Services” 
introduced  by  the  Lane  County  Medical  Society 
was  adopted  as  amended. 

“THEREFORE  BE  IT  RESOLVED,  that  the 
Oregon  Medical  Association  establish  an  advisory 
committee  on  home  care  services  and  that  it  be 
instructed  to  study  this  problem  and  make  recom- 
mendations on  policy  and  formulations  with  the 
least  practicable  delay;  and  furthermore, 

“BE  IT  RESOLVED,  that  each  component  society 
be  urged  to  take  an  active  role  in  establishing  and 
maintaining  a Home  Care  Service  in  their  area.” 

ORGANIZED  MEDICINE  AND  MEDICARE 

XIII.  Resolution  No.  8 relating  to  “Organized 
Medicine  and  Medicare”  introduced  by  the  Marion- 
Polk  County  Medical  Society  reads: 

THEREFORE  BE  IT  RESOLVED,  that  the  of- 
ficers and  delegates  of  both  the  American  Medical 
Association  and  the  Oregon  Medical  Association 
have  a vital  role  to  fulfill  in  shaping  the  regula- 
tions that  may  be  promulgated  by  governmental 
agencies  in  implementing  this  and  other  medical 
care  programs;  and, 

BE  IT  FURTHER  RESOLVED,  that  the  above 
named  officials  shall  continue  to  exercise  the  great- 
est possible  influence  in  selection  of  advisory  com- 
mittees, the  establishment  of  rules  and  procedures, 
and  the  institution  of  any  and  all  rules  and  regula- 
tions that  may  affect  the  practice  of  medicine;  and, 

BE  IT  STILL  FURTHER  RESOLVED,  that  this 
resolution  be  transmitted  to  the  officers  and  dele- 
gates of  the  Oregon  Medical  Association  to  serve  as 
a guiding  principal  in  any  deliberations  in  which 
they  may  subsequently  be  engaged. 

The  Committee  on  New  Business  expressed  the 
opinion  that  the  text  of  this  resolution  was  in- 
corporated in  Resolution  No.  13  introduced  by  the 
Clatsop  County  Medical  Society  and  therefore 
recommended  that  no  action  be  taken  on  resolution 
No.  8.  So  adopted. 

ADOPTION  PROCEDURES  QUESTIONED 

XIV.  The  Josephine  County  Medical  Society  in- 
troduced Resolution  No.  9,  “Revision  of  the  State 
Public  Welfare  Commission’s  Adoption  Procedures,” 
which  was  adopted: 

THEREFORE  BE  IT  RESOLVED,  that  the  Ore- 
gon Medical  Association  strongly  proposes  to  the 
State  Public  Welfare  Commission  that  its  adoption 
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Special  diets  are  efficiently  scheduled  in  this  modern,  stainless  steel  kitchen  in 
the  new  Shadel  Hospital.  You  are  welcome  to  inspect  the  facilities  of  the  hospital 
which  has  been  designed  specifically  for  the  treatment  of  alcoholism.  12001 
Ambaum  Boulevard  S.W.,  Seattle.  CH  4-8100 


Thg  setting  for  the  52-bed  hospital  is  in  a suburban  area  which  provides 
the  convenience  of  close  contact  with  all  of  the  medical  facilities  of  the  City  of 
Seattle,  combined  with  the  quiet  surroundings  and  peaceful  atmosphere  of  a 
secluded  district. 

The  design  of  the  hospital  is  both  modern  and  functional  and  will  maintain 
the  personal  and  homelike  atmosphere  which  has  been  synonymous  with  Shadel 
Hospital  treatment. 


APPROVED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION  MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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procedures  be  revised  to  provide  that  adoptive 
parents  of  newborn  infants  shall  assume  the  costs 
of  obstetrical  services;  and, 

BE  IT  FURTHER  RESOLVED,  that  the  Associ- 
ation seek  the  enactment  of  such  legislation  as  may 
be  necessary  to  accomplish  the  objective  of  this 
resolution. 

The  Committee  on  New  Business  recommended 
that  Resolution  No.  9 be  referred  to  the  Committee 
on  Public  Policy  for  study  and  recommendation. 

Action  of  the  House  of  Delegates 

The  recommendations  of  the  Committee  on  New 
Business  with  respect  to  Resolution  No.  9 was 
adopted. 

P.L.  89-97  REQUIRED  MORE  STUDY 

XV.  Resolution  No.  13  introduced  by  the  Clatsop 
County  Medical  Society  relating  to  “Continued  Dis- 
cussion on  Regulatory  Implementation  of  Public  Law 
89-97”  reads  as  follows: 

THEREFORE  BE  IT  RESOLVED,  that  the  AMA 
Board  of  Trustees,  Advisory  Committee  and  staff  be 
urged  to  continue  the  discussions  that  have  been 
initiated  with  President  Johnson,  Secretary  Gardner 
and  HEW  officials  regarding  the  regulatory  imple- 
mentation of  Public  Law  89-97  and  that  these 
negotiations  be  directed  toward  preserving  the 
highest  quality  of  patient  care;  and, 

BE  IT  FURTHER  RESOLVED,  that  the  Board 
of  Trustees  report  in  detail  the  results  of  these 
discussions  at  the  clinical  convention  in  Philadelphia. 

The  Committee  on  New  Business  recommended 
that  Resolution  No.  13  be  adopted  along  with  the 
following  statement  of  policy: 

“That  physicians  of  Oregon  feel  that  continued 
cooperation  of  organized  medicine  with  the  Medi- 
care law  and  continued  consultation  of  the  present 
Advisory  Committee  of  the  AMA  and  officials  of 
the  Department  of  Health,  Education  and  Welfare 
regarding  the  implementation  of  the  law  is  in  the 
best  interest  of  quality  medical  care  for  the  citizens 
of  the  United  States.” 

Action  of  the  House  of  Delegates 

The  recommendation  of  the  Committee  on  New 
Business  relative  to  Resolution  No.  13  was  adopted. 

XVI.  In  connection  with  the  text  of  the  Sup- 
plementary Report  of  the  Committee  on  National 
Policy,  Max  H.  Parrott,  Chairman  of  that  Commit- 
tee, introduced  Resolution  No.  14  relating  to  the 
“Preservation  of  Acute  and  Elective  Health  and 
Medical  Care  Facilities  and  Services.”  The  full 
text  of  this  resolution  is: 

WHEREAS,  for  reasons  itemized  in  the  supple- 
mentary report  of  the  Committee  on  National  Policy; 
and, 


WHEREAS,  the  Board  of  Trustees  at  its  meeting 
on  September  11,  1965,  directed  the  Executive 
Committee  to  study  the  possible  shortage  of  hospital 
beds  for  acutely  ill  patients  which  may  develop  as 
a result  of  Public  Law  89-97;  now, 

THEREFORE  BE  IT  RESOLVED,  that  the  Ore- 
gon Delegation  to  the  American  Medical  Associ- 
ation be  instructed  to  develop  and  introduce  a 
resolution  before  the  House  of  Delegates  of  the 
American  Medical  Association  proposing  that  a 
similar  study  be  made  at  the  national  level. 

PROBLEM  OF  UTILIZATION  COMMITTEES 

XVII.  Also  based  on  a discussion  in  the  supple- 
mentary report  of  the  Committee  on  National  Policy, 
Max  H.  Parrott,  Chairman  of  that  Committee,  intro- 
duced Resolution  No.  15  relating  to  the  “Problem 
of  Utilization  Committees”  which  was  adopted  as 
amended: 

WHEREAS,  the  failure  of  the  utilization  com- 
mittee concept,  as  defined  in  Public  Law  89-97  is 
almost  a foregone  conclusion  because: 

L— There  is  no  adequate  or  definite  definition 
of  utilization. 

2. — There  are  no  guidelines  as  to  what  constitutes 
overutilization. 

3. — There  is  no  definition  of  “a  disease”  as  it  re- 
lates to  utilization. 

4. — Although  the  physician  is  the  only  member 
of  society  capable  of  this  type  of  adjudication,  his 
position  in  this  respect  is  almost  impossible.  He  is 
asked  to  sit  in  judgment  of  his  peers,  knowing  full 
well  the  wide  variation  of  disease  and  the  rigid 
attitudes  of  social  definitions.  He  is  left  with  almost 
a rubber  stamp  position  being  able  to  act  only  in 
case  of  most  flagrant  violations. 

5. — This  tacit  approval  or  disapproval  of  such  a 
committee  concerning  the  actions  of  fellow  physicians 
will  neither  improve  in-shelter  care,  physician  care 
nor  in  fact  affect  a holding  of  the  law  within  the 
bounds  of  reasonable  cost;  and, 

WHEREAS,  based  on  the  supplemental  report— 
overutilization  under  Part  A of  Public  Law  89-97 
is  inevitable;  and, 

WHEREAS,  the  local  hospital  staff  utilization 
committees  may  well  not  function  to  the  satisfaction 
of  government  and  that  this  will  then  fall  upon  the 
shoulders  of  the  local  medical  society  by  law;  now, 

THEREFORE  BE  IT  RESOLVED,  that  a com- 
mittee of  the  Oregon  Medical  Association  or  a 
study  group  be  appointed  immediately  to  study  the 
problem  of  utilization  committees  under  Public  Law 
89-97  and  advise  the  Oregon  delegation  to  the 
American  Medical  Association  with  respect  to  the 
action  of  the  Board  of  Trustees  of  the  American 
Medical  Association  with  respect  to  Oregon  resolu- 
tion No.  53  on  this  subject  introduced  at  the  1965 
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meeting  of  the  American  Medical  Association  House 
of  Delegates  in  New  York  City  last  June.  (Special 
Note:  Resolution  No.  53  introduced  by  the  Oregon 
delegation  at  the  AMA  House  of  Delegates  in  June, 
1965,  read:  “RESOLVED,  that  the  American  Medi- 
cal Association  declares  its  unqualified  objection 
to  the  provision  in  the  King-Anderson  section  of 
H.R.  6675,  which  would  make  local  medical  societies 
responsible  for  the  appointment  of  a ‘utilization  re- 
view committee’.  ”) 


REPORT  OF  THE  COMMITTEE  ON  RESOLUTIONS 

W.  Wells  Baum  of  Salem,  Past  President  of  the 
Association,  was  Chairman  of  the  Committee  on 
Resolutions  which  has  the  responsibility  for  de- 
veloping statements  of  commendation  and  recog- 
nition for  meritorious  service  performed  on  behalf 
of  the  Association  during  the  year  and  in  con- 
nection with  the  Association’s  annual  session.  The 
report  of  that  Committee  was  unanimously  adopted 
by  the  House  of  Delegates. 


OBITUARIES 

dr.  louis  Raymond  mc  kael,  pediatrician  in  Port- 
land for  the  past  5 years,  died  July  10.  Death  was 
the  result  of  massive  brain  damage  and  multiple 
skull  fractures  received  in  an  automobile  accident. 
Dr.  McKael  received  his  degree  from  the  University 


of  Oregon  Medical  School  in  1958.  He  was  33. 

dr.  j.  ray  pemberton,  a 1910  graduate  of  Willam- 
ette University,  Medical  Department,  died  Septem- 
ber 3.  He  had  practiced  in  Salem  for  more  than  50 
years  before  his  retirement.  Dr.  Pemberton  was  83. 
Cause  of  death  was  listed  as  cerebral  thrombosis. 


IMPROVED 


RITTER  LEOTARD  PROVIDES 
RELIEF 

DURING  PREGNANCY 


Thin,  lightweight,  comfortable,  the 
Ritter  garment  has  found  wide  accept- 
ance in  combating  the  vascular  prob- 
lems attendant  with  pregnancy  and 
is  prescribed  successfully  for  patients 
suffering  from  postural  hypotension. 


COMPRESSION  TREATMENT 
of  Vascular  Insufficiencies 


The  Ritter  Waist  Height  Leotard  Elastic  Sup- 
port, custom-made  with  guaranteed  Venous 
Gradient  Pressure  and  fashioned  instep,  pro- 
vides relief  from  varicosities  of  pregnancy, 
lymphedema,  varicose  veins,  edema  and  other 
vascular  inactivity.  (Available  with  enclosed 
toes.) 

PRICE  S32 


Write  for  references  and  measurement  sheet 
with  instructions  to: 


4624  Woodward  Ave. 
Detroit,  Michigan  48201 


Seamless  Elastic  Stockings 
Fully  guaranteed  for  one  year 


Knitters  of  Venous  Gradient  Pressure  Stockings  and  Surgical  Supports 
since  1919 


60  YEARS 

SERVING  THE  MEDICAL  PROFESSION 
IN  THE  NORTHWEST 

Office  Supplies,  Printing,  Lithographing 
Statement  and  Remittance  Envelopes 
Office  and  Reception  Room  Planning 
Steel  and  Wood  Furniture,  Shelf  Filing 


TRICK  & MURRAY 

300  Westlake  No.  at  Thomas  Street 
MA  2-1440  Seattle,  Wash.  98109 

Off-Street  Parking 
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PRESIDENT’S  page 


ERNEST  T. 
LIVINGSTONE,  M.D. 


Do  we  as  physicians  actually  believe  in  what  we 
say  or  are  we  just  giving  lip  service  to  professional- 
ism? Are  we  as  a group  fiercely  independent  or  just 
stubborn  and  reactionary?  Do  we  as  a profession 
have  the  right  to  dictate  the  source  from  which  our 
patients  receive  financial  assistance  to  pay  for  their 
health  services? 

I am  sure  that  each  of  us  have  had  thoughts  on 
these  questions  but  I doubt  if  any  of  us  have  arrived 
at  a satisfactory  answer  to  them.  At  least  an  answer 
that  would  be  satisfying  to  some  one  other  than 
one’s  self. 

There  is  no  doubt  that  the  cost  of  health  care  has 
been  and  will  continue  to  escalate.  The  public  mood 
is  to  increase  the  utilization  of  health  services  partly 
due  to  “entitlement.”  The  social  and  economic 
implications  of  the  source  and  division  of  the  health 
dollar  may  not  be  decided  by  the  local  physician 
or  even  by  the  collective  American  Medical  Asso- 
ciation. However,  there  is  one  truth  which  can 
serve  as  a navigational  star  by  which  the  medical 
profession  can  steer  a straight  and  safe  course 
through  the  troubled  waters  that  lie  ahead.  The 
truth  is  that  it  is  only  the  physician  who  can  treat 
a patient. 

Public  Law  89-97  is  clearly  a hospital  oriented 
law  which  provides  for  inpatient  care  and  outpatient 
diagnostic  and  treatment  services.  What  is  this 
except  the  practice  of  medicine?  It  can  only  succeed 
if  physicians  write  the  orders.  Hospitals  per  se  can- 
not treat  patients.  This  should  not  be  interpreted 
as  a non-participation  plea  but  if  we  as  physicians 
in  our  negotiation  with  the  Department  of  Health, 


Education  and  Welfare  to  secure  rules  and  regula- 
tions for  Public  Law  89-97  insist  that  these  rules 
and  regulations  comply  completely  with  the  Ameri- 
can Medical  Association  Judicial  Council’s  recom- 
mendations for  ethical  conduct  for  our  profession, 
then  and  only  then  will  Public  Law  89-97  become 
a law  within  which  the  profession  can  live. 

We  must  support  the  AMA  Advisory  Committees 
to  HEW  and  insist  that  Public  Law  89-97  be  oriented 
to  the  private  practice  of  medicine.  Many  pressures 
to  force  physicians  into  hospital  contract  services, 
however,  are  surrounding  the  negotiations  to  write 
rules  and  regulations  for  Public  Law  89-97.  There- 
fore our  dilemma!  Two  big  questions! 

How  many  physicians  will  bow  in  the  name  of 
“security”  to  hospital  contract  service?  How  many 
of  us  not  immediately  affected  will  assist  our  fellow 
physicians  now  under  partial  servitude  in  hospital 
practice  to  become  free  to  practice  their  profession 
as  you  and  I? 

Unless  we  on  the  staffs  of  our  separate  hospitals 
support  those  anesthesiologists,  radiologists,  patholo- 
gits,  and  physiatrists  and  others  who  wish  to  separ- 
ate their  professional  services  from  hospital  contracts, 
we  may  anticipate  further  encroachment  of  hospitals 
into  the  sphere  of  the  private  practice  of  medicine. 
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ANNUAL  PROGRAM 
OREGON  DIABETES  ASSOCIATION 
NOVEMBER  26-27 , 1965 

PART  I,  November  26 


1:30  p.m. 

Auditorium,  Good  Samaritan  Hospital 
Workshop,  Diets  and  Diet  Calculation 

1:30  p.m. 

Approach  to  Diet  Therapy,  John  W. 
Stephens,  M.D. 

2:00  p.m. 

Diet  Calculation,  Mrs.  Edna  Holcomb 

2:30  p.m. 

Use  of  the  Exchange  Diet,  Mrs.  Nancy 
Breashears 

3:00  p.m. 

Liquid  Diets  for  the  Diabetic,  Mrs.  P. 
(Elaine)  Hidy 

PART  II,  November  27 

8:30  a.m. 

Benson  Hotel 

9:00  a.m. 

Spontaneous  Hypoglycemia— with  Re- 
cent Advances  in  Differential  Diagnosis, 
S.  Fajans,  M.D. 

10:00  a.m. 

Glucagon  Reviewed,  Robert  L.  Hare, 
M.D. 

10:45  a.m. 

Hypoglycemia  in  the  Non-Diabetic— 
Panel— Huldrick  Kammer,  M.D.,  Mod- 

erator 

11:45  a.m. 

Meeting  Oregon  Diabetes  Association 

12: 15  p.m. 

Luncheon,  Insulin  Secretion  under 
Physiologic  and  Pathologic  Conditions, 
S.  Fajans,  M.D. 

2:00  p.m. 

Neurologic  Manifestations  and  Compli- 
cations of  Hypoglycemia,  Robert  S. 
Dow,  M.D. 

2:30  p.m. 

Recognition  and  Treatment  of  Hypo- 
glycemia in  the  Diabetic— Panel— Wal- 
ter J.  Kohl,  Jr.,  M.D.,  Moderator 

3:30  p.m. 

Summary  and  Comments,  S.  Fajans, 
M.D. 

Ernest  T.  Livingstone  became  the  Associations  92nd 
president  as  he  took  oath  of  office.  Speaker  of  the  House, 
Glenn  M.  Gordon,  Eugene,  officiates. 


Mrs.  Richard  Sutter,  St.  Louis,  Missouri,  president  of  the 
Woman's  Auxiliary  nationally,  guest  speaker  Charles  W. 
Jarvis,  dentist  and  humorist  of  San  Marcos,  Texas,  C.  H. 
“Larry”  Hagmeier,  OMPAC  Chairman,  enjoy  the  gracious- 
ness of  Mrs.  Howard  Emmerson,  president  of  the  Woman’s 
Auxiliary  to  the  OMA,  at  the  OMPAC  Banquet. 


CONVENTION  PHOTOS 


Opposite  Page,  PHOTO  A:  Some  1,008  physicians  at- 
tended the  91st  Annual  Session  of  the  Oregon  Medical 
Association  at  the  Memorial  Coliseum,  September  21-25, 
1965.  Record  registration  totaled  1,451. 

PHOTO  B:  Reference  Committees  gave  consideration 
to  37  reports  from  standing  and  special  committees  and  18 
resolutions.  Pictured  here  is  the  Reference  Committee  on 
New  Business — Howard  Emerson,  Portland;  Jack  Ingram, 
Medford;  Merle  Pennington,  Sherwood;  Chairman,  J.  Al- 
lan Henderson,  Hood  River;  and  James  A.  Riley,  Corvallis. 


PHOTO  C:  Recommendations  of  Reference  Committee 
receive  further  deliberation  on  the  floor  of  the  House  of 
Delegates.  Here,  Alfred  C.  Hutchinson,  Portland,  presents 
cogent  remarks. 

PHOTO  D:  Most  outstanding  scientific  exhibit  was 
judged  to  be  that  of  Richard  F.  Drake’s  “Hemodialysis 
Today.”  Mr.  Richard  Fisher  of  Mead-Johnson  congratu- 
lates Dr.  Drake  on  receiving  his  company's  Aesculapius 
Award. 

PHOTO  E:  Richard  F.  Drake  reviews  his  automated 
dialysis  machine  with  James  V.  Woodworth  and  Ian  A 
Brown,  Portland. 


PHOTO  F;  Salud  to  the  Exhibitors!  Appreciation  was 
cordially  extended  to  the  many  fine  exhibitors. 


PHOTO  G:  New  laws  pertaining  to  narcotic  drugs  were 
stressed  by  the  pharmacists  at  the  scientific  exhibit  of 
Oregon  State  Pharmaceutical  Association. 


PHOTO  H:  Corporate  contributor,  Mr.  Harold  Hays  (cen- 
ter) of  Pownall,  Taylor  and  Hays  receives  his  "rose"  and 
appreciation  from  C.  H.  "Larry”  Hagmeier,  Chairman, 
OMPAC,  while  Mrs.  John  Vandenberg  and  Mrs.  Betty 
Ferrell  assist. 
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MERLE  PENNINGTON,  M.D. 


Doctor-Citizen  of  the  Year 


Merle  Pennington,  a general  practitioner  of  Sher- 
wood, Oregon,  was  named  1965  Doctor-Citizen  of 
the  Year  and  honored  by  the  Oregon  Medical  Associ- 
ation during  its  91st  annual  meeting  in  Portland 
recently. 

Cited  for  his  community,  professional,  educational, 
church  and  political  service,  Dr.  Pennington  was 
presented  with  a plaque  by  James  H.  Seacat,  presi- 
dent of  OMA,  at  the  annual  installation  banquet 
at  the  Portland  Sheraton  Motor  Inn. 

Dr.  Pennington,  a 45-year-old  father  of  three 
children  in  college,  enjoys  rural  living.  He  and  his 
wife,  Dorthea,  live  on  their  70  acre  farm  near 
Sherwood. 

A hue  native.  Dr.  Pennington  was  graduated 
from  Tualatin  Grade  School,  and  Sherwood  Union 
High  School  where  he  has  recently  served  as  chair- 
man of  the  Board.  He  graduated  from  Reed  College 
in  1940  and  the  University  of  Oregon  Medical  School 
in  1944.  His  internship  and  residency  were  at  the 
San  Bernardino  County  Hospital  in  California. 

Quietly  and  effectively,  Dr.  Pennington  has  served 
his  community  in  many  ways.  Included  among  his 
community  achievements  is  the  organizational  work 
in  the  establishment  of  the  Calvin  Presbyterian 
Church  of  Tigard,  politics,  Scout  work  and  com- 
munity and  youth  leadership.  He  has  been  active 
in  the  county  and  state  medical  organizations,  legis- 
lative matters,  Sherwood  Kiwanis,  serving  as  its  presi- 
dent in  1951  and  the  Sherwood  Chamber  of  Com- 
merce. 


Dr.  Pennington  is  a founder  of  the  Tuality  Hos- 
pital in  Hillsboro  and  is  a frequent  speaker  on  medi- 
cal subjects  before  many  organizations. 

In  the  past  he  has  worked  to  organize  local 
polio  vaccine  program  and  served  as  physician  in 
numerous  bloodmobile  drives.  Dr.  Pennington  has 
served  as  judge  at  science  fairs,  organizer  and  chair- 
man of  the  Sherwood  Chapter  of  the  American  Field 
Service,  active  speaker  for  school  reorganization 
and  served  as  Cub  Scout  and  Boy  Scout  leader. 

In  other  community  service,  he  has  served  as 
church  elder  and  Sunday  School  teacher,  been  active 
in  civil  defense  and  helped  with  Robin  Hood  Festi- 
vals. He  has  been  a precinct  committeeman  from 
1960  to  present  and  is  a volunteer  first  aid  in- 
structor for  the  Tualatin  Rural  and  Sherwood  Fire 
Departments. 

He  is  an  active  member  of  the  Washington 
County  Medical  Society',  having  served  as  secretary’- 
treasurer  and  president,  and  delegate  to  the  Oregon 
Medical  Association,  plus  many  committee  assign- 
ments. He  has  served  as  member  and  chairman  of 
several  key  committees.  He  also  is  a member  of  the 
American  Academy  of  General  Practice.  Dr.  Pen- 
nington now  serves  on  the  OAGP  Executive  Com- 
mittee, is  speaker  of  its  Congress  of  Delegates  and 
a member  of  its  Education  Committee. 

Dr.  Pennington  still  finds  time  for  camping  with 
his  family  and  enjoys  archery  and  farming  his  70 
acres  on  which  he  raises  Hereford  cattle. 


Opposite  page,  PHOTO  A:  Two  special  honors  were  pre- 
sented to  a physician  and  a physician’s  grandson.  Merle 
Pennington,  Sherwood,  was  named  Doctor-Citizen  of  the 
Year  and  Mr.  Robert  B.  Drake,  16-year-old  scholar-athlete 
and  student  leader  of  Sunset  High  School.  Portland,  and 
the  grandson  of  the  late  and  beloved  Dr.  Robert  Benson, 
received  the  first  S-A-M-E  medal  for  his  special  assistance 
in  time  of  a medical  emergency.  Robert  helped  to  save 
the  life  of  a four-year-old  child  this  summer. 

PHOTO  B:  Outgoing  president  James  H.  Seacat,  Salem, 


can  stop  wishing — and  go  fishing! 

PHOTO  C:  Mr.  Dan  Wyant,  Medical  Writer  of  Eugene 
Register  Guard,  received  the  OMA  annual  news  reporting 
plaque  and  award  from  Dr.  Seacat. 

PHOTO  D:  Recognized  for  46  years  of  dedicated  and 
devoted  service  is  Miss  Bertha  B.  Hallam,  University  of 
Oregon  Medical  School  Librarian.  James  H.  Seacat,  Salem, 
OMA  President,  presented  Miss  Hallam  with  roses,  love  and 
best  wishes. 
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PHOTO  E:  Surprise! — it  was  banquet 
night  and  birthday  night  for  two 
special  people — Miss  Bertha  Hallam 
and  Mr.  Roscoe  Miller,  executive  sec- 
retary, OMA. 

PHOTO  F:  Mrs.  Jack  E.  Battalia  pins 
a rose  on  newly  signed  OMPAC  mem- 
ber, Richard  R.  Carter,  Portland,  as 
Mr.  Wally  Watson,  past -president  of 
the  Oregon  State  Pharmaceutical  Asso- 
ciation, looks  on. 

PHOTO  G:  Mrs.  George  Lage,  Mrs. 
Theodore  M.  Bischoff  and  Mrs.  Harry 
C.  Evans,  Portland,  co-chairmanned  the 
largest  Physician  Art  Exhibit  to  date. 
Over  170  pieces  of  art  and  handcraft 
from  throughout  the  state  were  exhib- 
ited. 

PHOTO  H:  The  Annual  Installation 
Banquet  and  Inaugural  Ball  was  the 
social  highlight  of  the  meeting. 

PHOTO  I:  Miss  Shirley  Pape,  KEZI- 
TV,  received  annual  editorial  plaque 
and  award  for  her  outstanding  weekly 
series  of  television  shows. 

PHOTO  J : Fishing  gear  pleases  Jim 
Seacat.  Presentation  was  made  by 
Ernest  Livingstone. 
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WASHINGTON 


Washington  State  Medical  Association  — 1 800  Terry  Avenue,  Seattle,  Washington  98101 

president  Carl  P.  Schlicke,  M.D.,  Spokane 

secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 

annual  meeting,  1966,  Spokane 


JAMES  R.  MC  CARROLL,  M.D. 


A popular  exhibit  at  the  1965  Annual  W.S.M.A.  Meeting 
was  one  authored  by  John  S.  Lundy,  Seattle,  entitled 
"A  Historical  Look  at  Bloodbanks  and  Anesthesia”.  Dr. 
Lundy  (left)  is  shown  here  discussing  the  early-day  prac- 
tice of  medicine  in  Seattle  with  Herbert  E.  Coe.  Seattle. 


Winners  of  the  President's  Cup  for  the  golf  tournament 
held  during  the  W.S.M.A.  annual  convention  in  September. 
The  winning  team,  from  Snohomish  County,  is  comprised 
of  these  four  players  for  having  the  lowest  gross  scores. 
Shown  are  (L-R):  Donald  E.  Brown,  Lynnwood;  Daniel 
A.  Lagozzino,  Everett;  Bob  A.  Spencer.  Everett;  and 
Erwin  R.  Slade,  Snohomish. 


McCarrotl  New  Head  of  Division  of 
Environmental  Health 

James  R.  McCarroll,  of  New  York,  has  been 
named  as  head  of  the  Division  of  Environmental 
Health  at  the  University  of  Washington  School  of 
Medicine.  He  is  presently  a member  of  the  faculty 
at  Cornell  University  Medical  College  and  will 
assume  his  new  position  in  April,  1966.  Dr.  Mc- 
Carroll graduated  from  Cornell  in  1946.  He  is  a 
specialist  in  public  health  and  in  general  preventive 
medicine.  His  research  has  been  in  the  fields  of 
air  pollution,  tetanus,  and  automobile  accidents. 

Veterinary  School  Move  Suggested 

An  accreditation  committee  of  the  Council  on 
Education  of  the  American  Veterinary  Medical  As- 
sociation has  suggested  that  the  College  of  Veterin- 
ary Medicine  be  moved  from  Washington  State 
University  to  the  University  of  Washington.  The 
committee  visited  Pullman  last  March.  Reasons  cited 
in  the  committee  report  included  paucity  of  animals 
in  the  present  area  and  the  difficulties  experienced 
in  communication  with  those  in  teaching  and  re- 
search in  medical  science. 


870 

Northwest  Medicine.  November  1965 


5%  DEXTROSE] ' 


5%  DEXTROSE 


■sHHHVBflHBKtoMi 


COMPLETE 


ELECTROLYTE 


FOR 


THERAPY 


ISOLYTE® 

Dex- 

trose 

Milliequivalents 

SOLUTIONS 

Gm. 

Na+ 

K + 

Ca  + + 

Mg-M- 

NH4+ 

Cl- 

Lact— 

Acet— 

Cits 

HP04= 

Calories 

mOs. 

ISOLYTE  M,  Maintenance  with  5% 
Dextrose,  for  adults  and  older  children 

50 

40 

35 

_ 

_ 

_ 

40 

20 





15 

180 

400 

ISOLYTE  P,  Pediatric  Maintenance,  for 
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NEW  from 


for  emergency  or  scheduled 

PERITONEAL  DIALYSIS 


all  the  components  and  solution  you  need  to  begin 
the  peritoneal  dialysis  procedure  and  sustain  it  up  to 
twelve  hours,  ample  time  for  Baxter  to  deliver  addi- 
tional solution  regardless  of  your  hospital's  location. 

Now  for  the  first  time  you  don’t  have  to  order 
the  components  separately ...  you  don’t  have  to 
waste  time  collecting  them  to  set  up  the  dialysis 

procedure  . and  the  P:D  PAK  costs  less  than  the 
total  price  of  the  components  purchased  separately. 

Now  for  the  first  time,  you  get  the  conven- 
ience of  the  exclusive  2-liter  package  for  the 
Dialysis  Solution,  which  is  now  formulated  with 
acetate  instead  of  lactate.  Ask  your  Baxter  repre- 
sentative for 


complete  information 


TM:  Trade  Mark 


P:D  PAK  CONTENTS 

8 — 2-liter  bottles  of  Dialysis 
Solution  with  1.5%  Dextrose 
1 — TROCATH*  diaiysis  catheter, 
stylet  and  connecting  tube 

1 — spare  catheter  and  connecting 

tube 

2 — administration  sets 

1 — disposable  5cc  syringe  with 
22  ga  x IV2"  needle  attached 
1 — 30ml  vial  2%  procaine 
hydrochloride 

and  directions  for  use. 


The  Trocath  Catheter  and  Stylet  are 
also  available  separately. 


DEDICATED  LEADERSHIP  IN 


FLUID  THERAPY 

' ^ 


1965  Annual  WSMA  Meeting 

Elections,  Honors  and  Awards 


<T> 

ident,  National  Association  of  Manu- 
facturers and  banquet  featured  speaker. 

Photo  #6:  (L-R)  Carl  P.  Schlicke, 
Spokane,  new  WSMA  President,  Mrs. 
Schlicke  and  Mrs.  Richard  Sutter,  St. 
Louis,  President,  Woman's  Auxiliary 
to  the  American  Medical  Association. 

Photo  #7:  (L-R)  Carl  E.  Mudge,  Se- 
attle, WSMA  Secretary-Treasurer,  Mrs. 
Mudge,  Mrs.  Robert  B.  Hunter,  Sedro 
Woolley,  Dr.  Hunter  now  an  AMA  Del- 
egate and  past  WSMA  president. 

Photo  #8:  (L-R)  F.  M.  Lyle,  Spokane, 
Mrs.  Lyle,  1965  President  of  the  Wom- 
an’s Auxiliary  to  the  WSMA,  Mrs.  Wil- 
liam B.  Blackstone,  Longview,  1966 
Auxiliary  President  and  Dr.  Black- 
stone. 

More  photos  on  page  876 

4 


Eleven  hundred  and  forty-eight 
physicians,  186  auxiliary  members, 
365  technical  exhibitors  and  288 
guests  took  part  in  the  four  days 
of  scientific,  business  and  social 
events  of  the  1965  Annual  WSMA 
Meeting,  September  12-15  in  Se- 
attle. 

Carl  P.  Schlicke,  Spokane,  was 
sworn  in  as  WSMA  President  with 
Roland  D.  Pinkham,  Seattle,  now 
immediate  past-president  succeed- 
ing Robert  B.  Hunter,  Sedro 
Woolley,  as  chairman  of  the  Execu- 
tive Committee.  Lucius  D.  Hill, 
Seattle,  was  named  president-elect 
by  the  House  of  Delegates.  Carl 

E.  Mudge,  Seattle,  enters  the  third 
year  of  his  three-year  term  as 
secretary-treasurer. 

Nine  WSMA  members  were  hon- 
ored Sunday  evening  for  each  hav- 
ing contributed  50  years  to  the 
practice  of  medicine.  Newly  elect- 
ed members  of  the  “50- Year  Club” 
receiving  gold  lapel  pins  were: 

F.  N.  Berken  and  Milton  P.  Gra- 
ham, Aberdeen;  Kent  W.  Berry, 
Ferndale;  Oluf  J.  Pederson,  Ever- 
ett; Roy  R.  Kerkow,  Wenatchee; 
D.  Henry  McChesney,  James  E. 
Hunter,  Walcott  Denison,  Henry 
Odland,  all  of  Seattle. 


Photo  #1:  EXECUTIVE  COMMITTEE 
(L-R)- — Carl  E.  Mudge,  Seattle,  secre- 
tary-treasurer; Lucius  D.  Hill,  Seattle, 
president-elect;  Carl  P.  Schlicke,  Spo- 
kane, President;  and  Roland  D.  Pink- 
ham,  Seattle,  immediate  past-president, 
and  Committee  Chairman. 

Photo  #2:  NEW  FIFTY-YEAR  CLUB 
MEMBERS — Carl  P.  Schlicke,  left,  pre- 
senting pins  to  (L-R)  Milton  P.  Gra- 
ham, Aberdeen;  F.  N.  Berken,  Aber- 
deen and  Walcott  Denison,  Seattle. 

Photo  #3:  WPS  BOARD  OF  TRUS- 
TEES— To  continue  good  liaison  and 
communications  between  the  WSMA 
and  WPS,  the  WPS  Board  of  Trustees 
meets  the  Saturday  prior  to  the  Annual 
Meeting.  Photoed  during  this  year’s 
meeting  are:  Top  row  (L-R)  William 
H.  Tousey,  Spokane,  trustee;  John 


W.  L.  Bond,  Walla  Walla,  trustee;  Har- 
old Tracy,  Moses  Lake,  trustee;  Ray- 
mond C.  Ferguson,  Seattle,  trustee. 
Bottom  Row  (L-R)  Paul  R.  Lauer,  Ev- 
erett, secretary-treasurer;  Dennis  H. 
Seacat,  Vancouver,  president;  J.  J.  Fair- 
shter,  Port  Angeles,  vice-president:  and 
Albert  F.  Lee,  Seattle,  trustee. 

Photo  #4.  BUREAU  MANAGERS 
MEET — Meeting  Saturday,  prior  to  the 
Annual  Meeting,  were  the  managers  of 
county  medical  service  bureaus  from 
throughout  the  state.  Richard  Schwenk, 
Everett,  is  President  and  Walter  Laps- 
ley,  Vancouver,  Secretary. 

Photos  #5  - 8 : FAMILY  BANQUET 
HEAD  TABLE — #5 — Roland  D.  Pink- 
ham,  Seattle,  (standing)  with  (L-R) 
Mrs.  Pinkham,  Judy  Gullander,  and 
her  father,  Mr.  W.  P.  Gullander,  Pres- 
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Special  cough  formula  for  children 

Pediacof 

Each  teaspoon  (5  ml.)  contains  codeine  phosphate  5 mg., 

Neo-Synephrine®  hydrochloride  (brand  of  phenylephrine  hydrochloride)  2.5  mg., 
chlorpheniramine  maleate  0.75  mg.  and  potassium  iodide  75  mg. 

soothing  decongestant  and  expectorant 


relieves  cough 
nasal  drip 
congestion 
running  nose 
sneezing 

eases  expectoration 


bright  red, 
pleasant-tasting, 
raspberry -flavored  syrup 


Pediacof  is  different.  It  is  designed  espe- 
cially for  children,  and  each  ingredient  is  in 
the  right  proportion.  The  potassium  iodide 
in  Pediacof  is  so  well  masked  that  it  is  virtu- 
ally unnoticeable.  Children  like  the  sweet 
raspberry  flavor  of  bright  red  Pediacof. 

Dosage:  Children  from  6 months  to  1 year, 
Va  teaspoon;  from  1 to  3 years,  V2  to  1 tea- 
spoon; from  3 to  6 years,  1 to  2 teaspoons; 
and  from  6 to  12  years,  2 teaspoons.  These 
doses  are  to  be  given  every  four  to  six  hours 
as  needed. 


How  supplied:  Bottles  of  1 6 fl.  oz. 


Available  on  prescription  only. 
Exempt  Narcotic. 


Side  effects:  The  only  significant  untoward 
effects  that  have  occurred  are  mild  anorexia 
and  an  occasional  tendency  to  constipation. 
However,  discontinuance  of  Pediacof  has 
seldom  been  required.  Mild  drowsiness  oc- 
curs in  some  patients  but,  when  cough  is 
relieved,  the  quieting  effect  of  Pediacof  is 
considered  beneficial  in  many  instances. 

Precautions  and  contraindications:  Patients 
with  tuberculosis  or  those  who  are  known 
to  be  sensitive  to  iodides  should  not  be  given 
Pediacof. 

Caution  should  be  exercised  if  Pediacof  is 
administered  to  patients  with  cardiac  dis- 
orders, hypertension  or  hyperthyroidism. 

Warning:  May  be  habit  forming. 

Winthrop  Laboratories 
New  York,  N.Y. 


W/nfhrop 
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effective  In 


patients  with 

FUNCTIONAL  CONSTIPATION 

Senokot 

(standardized  senna  concentrate)  TABLETS/GRANULES 

A LAXATIVE  YOU  CAN  PRESCRIBE  WITH  CONFIDENCE 
BECAUSE  IT  IS  RELIABLE  AND  GENTLE 

REMARKABLE  RECORD  OF  EFFECTIVENESS:  Relief  of  constipation  with  SENOKOT 
Tablets/Granules  was  achieved  in  95.5%  of  6,878  cases  reported  in  28  clinical 
studies  (27  published).*  These  cases  comprised  a wide  spectrum  of  functional  consti- 
pation-chronic refractory,  pediatric,  geriatric,  antepartum  and  postpartum,  post- 
surgical,  drug-induced,  and  that  associated  with  psychiatric  and  neurologic  disorders. 
INHERENTLY  GENTLE  ACTION:  SENOKOT  Tablets/Granules  combine  predictable  effec- 
tiveness with  outstanding  gentleness.  Virtually  colon-specific  in  action,  they  are 
essentially  free  of  side  effects  in  proper  individualized  dosage* 

HIGH  PATIENT  ACCEPTANCE:  Patients  find  this  clinically  established  laxative  pleasant 
and  easy  to  take.  Investigators  frequently  mention  marked  patient  preference  for 
SENOKOT  Tablets/Granules.* 

UNSURPASSED  DOSAGE  FLEXIBILITY:  To  suit  the  needs  of  patients  of  all  ages,  SENOKOT 
Tablets/Granules  offer  dosage  forms  easily  adjustable  to  individual  requirements. 

DOSAGE  AND  ADMINISTRATION:  (Preferably  at  bedtime):  SENOKOT  Tablets:  ADULTS:  2 tablets 
(max.— 4 tablets  b.i.d.).  IN  PREGNANCY:  1 tablet  (max.-4  tablets  b.i.d.).  CHILDREN:  Above  60  lb.: 
1 tablet  (max.-2  tablets  b.i.d.).  SENOKOT  Granules:  ADULTS:  1 level  teaspoonful  (max.-2  level 
teaspoonfuls  b.i.d.).  IN  PREGNANCY:  Vz  level  teaspoonful  (max.— 2 level  teaspoonfuls  b.i.d.). 
CHILDREN:  Above  60  lb.:  Vz  level  teaspoonful  (max.— 1 level  teaspoonful  b.i.d.). 

SUPPLIED:  SENOKOT  Tablets— Bottles  of  30  and  100.  SENOKOT  Granules-4  oz.,  8 oz.  and  1 lb. 
canisters.  *Bibliography  available  on  request. 

The  Purdue  Frederick  company/Yonkers.  New  York 
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Legislators  Visit 


State  Legislators  involved  with 
artificial  kidney  and  sudden  death 
of  infant  appropriations,  and  legis- 
lation on  cystic  fibrosis  and  PKU 
screening  programs  during  the  1965 
Legislative  Session  were  guests  of 
the  WSMA  Sunday  morning. 


Roland  D.  Pinkham,  Seattle,  and 
Carl  P.  Schlicke,  Spokane,  WSMA 
president  and  president-elect  were 
hosts.  WSMA  officers  and  commit- 
tee members  joined  the  legislators 
and  their  wives  for  lunch. 


The  legislators  heard  a report 
from  Stanley  J.  Stamm,  director  of 
Children’s  Orthopedic  Hospital  car- 
dio-pulmonary  laboratory  on  cystic 
fibrosis  research.  A bill  authorizing 
a $100,000  pilot  study  failed  in 
1965. 


Jerry  Pendras,  director,  Seattle 
Artificial  Kidney  Center,  reported 
on  the  $210,000  appropriation  by 
the  1965  Legislature  for  the  Spo- 
kane and  Seattle  kidney  centers. 


Robert  Polley,  Seattle,  chairman, 
WSMA  Sub-Committee  on  PKU, 
discussed  voluntary  PKU  screening 
programs.  Mandatory  legislation 
was  discussed  frequently,  but  not 
introduced  in  1965. 


Photo  #1 : Representative  Buster 
Brouillet,  Puyallup,  and  his  wife, 
Marge,  with  Dr.  Stamm. 

Photo  #2:  Senator  Frank  W.  Foley, 
Vancouver,  and  Dr.  Stamm. 

Photo  #3:  Representative  Marjorie 
Lynch,  Yakima,  and  Dr.  Pendras.  Mrs. 
Lynch  is  the  wife  of  Dr.  E.  Donald 
Lynch  and  a past  WSMA  Auxiliary 
president. 

Photo  #4:  Representative  Bill  Chata- 
las,  Seattle,  and  Dr.  Pendras 


A.  R.  Bergman,  assistant  Pro- 
fessor of  Pediatrics  at  the  School 
of  Medicine,  reviewed  the  sudden 
death  of  infant  study  at  the  Uni- 
versity and  Children’s  Orthopedic. 
The  study  was  made  possible  by  a 
$20,000  grant  by  the  Legislature 
in  1963  with  the  grant  renewed 
for  the  last  time  in  1965. 

After  lunch.  Scientific  Exhibit 
Committee  Chairman,  Alexander 
H.  Bill,  Jr.,  Seattle,  led  a tour  of 
the  exhibits  for  the  legislators. 


Photo  #5:  Representative  Paul  Con- 
ner, Port  Angeles,  with  Dr.  Pendras 
and  Dr.  Bill. 

Photo  #6:  Representative  Gladys 
Kirk,  Seattle,  and  Dr.  Pendras. 

Photo  #7 : Representative  Wes  Uhl- 
man,  Seattle,  and  Dr.  Pendras. 

Photo  #8 : Representative  Henry 

Backstrom,  Arlington,  and  Dr.  Pendras. 

Not  pictured,  but  also  attending  was 
Representative  Homer  Humiston,  Ta- 
coma, a past  WSMA  president. 
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Photo  #1:  Clayton  T.  Noonan  (L), 
Seattle,  with  first  place  Salmon  Derby 
trophy  and  Wayne  Chesledon.  Seattle, 
Derby  Chairman. 

Photo  #2:  Mrs.  Kranz,  Mercer  Island, 
receives  the  first  place  women's  trophy 
from  Dr.  Chesledon,  Derby  Chairman. 

Photo  #3:  Fishermen  doctors  in  front 
row  with  members  of  the  Edmonds 
Yacht  Club  who  furnished  cruisers  for 
the  Derby  in  second  row. 

Photo  #4:  Weighing  in  ceremonies. 

Photo  #5:  AI  Sheridan,  Seattle,  chair- 
man of  the  1965  Tourney,  looks  as  a 
physician  registers  for  this  year.  Help- 
ing is  Mrs.  Sheridan. 

Photo  #6:  Golfers  (L-R)  Peter 
Brooks,  Walla  Walla;  John  R.  Findlay, 
Seattle;  F.  M.  Lyle,  Spokane  and  Otto 
J.  Penna,  Spokane. 


43rd  Annual  Golf  Tourney — 
Salmon  Derby 

Erwin  R.  Slade,  Snohomish,  cap- 
tured the  low  gross  title  at  the  43rd 
Annual  Meeting  of  the  Washington 
State  Golf  Association  at  the  Glen- 
dale Golf  Course  in  Bellevue.  Low 
net  winner  was  Kenneth  H.  Spady, 
Everson.  Long  drive  went  to  R.  D. 
Brown,  Everett,  in  the  handicapped 
division  with  Harry  Kretzler,  Jr., 
outdriving  everyone  in  the  non- 
handicapped division.  Dr.  Slade 
shot  a 73. 

Snohomish  again  captured  the 
county  medical  society  team  com- 
petition. Golfers  Dan  Lagozzino, 
Everett;  R.  D.  Brown,  Everett; 
Ei-win  Slade,  Snohomish,  and  B.  A. 
Spencer,  Everett,  won  with  a low 
gross  total  306,  narrowly  edging 
out  King  County. 

Dr.  Edward  Abrams,  Spokane, 
will  be  chairman  for  the  1966  Golf 
Tournament. 

WSMA  Members  and  their 
spouses  were  treated  again  this 
year  to  the  wonderful  hospitality 
provided  by  the  officers  and  mem- 
bers of  the  Edmonds  Yacht  Club. 
Clayton  T.  Noonan,  Seattle,  was 
first  place  winner  with  11  lb.  7 oz. 
Salmon.  This  is  the  second  time  Dr. 
Noonan  has  captured  this  honor, 
winning  before  in  1955. 

Roy  Giles,  Seattle,  was  second 
place  winner  with  an  8 lb.  7 oz. 
salmon  and  Evan  H.  Shu,  Seattle, 
won  3rd  place  with  a 7 lb.  9 oz. 
salmon. 
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Photo  #7:  Golfers  (L-R)  Donald  J. 
Laviolette,  Seattle;  Dean  M.  Pettibone, 
Seattle;  Donald  R.  Burke,  Seattle;  and 
Kenneth  R.  Drewelow,  Kirkland. 

Photo  #8:  Golfers  (L-R)  R.  McC. 
O'Brien,  Spokane;  Ole  J.  Jensen,  Jr., 
Seattle;  guest,  not  identified,  and  Carl 
D.  F.  Jensen,  Seattle. 

Photo  #9:  Golfers  (L-R)  Franz Kirsch- 
ner,  Seattle;  Darell  Larson,  Moses 
Lake;  C.  K.  Miller,  Wenatchee,  and 
J.  F.  Kearns,  Soap  Lake. 
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Dean  John  R.  Hogness.  accepted  on  behalf  of  the  Uni- 
versity of  Washington  School  of  Medicine,  a check  in  the 
amount  of  $7,041  from  the  American  Medical  Association 
Education  Research  Foundation. 

These  funds  are  raised  by  physicians  and  auxiliary 
members  and  can  be  used  at  the  discretion  of  the  School 
for  new  equipment,  or  whatever  may  be  needed,  but 
not  covered  in  the  school  budget. 

Dr.  Hogness  (R)  is  shown  receiving  the  check  from 
Roland  D.  Pinkham. 


'Who  Shall  Live?'— NBC  News  Special 

For  the  first  time  in  modem  medical  history,  a 
major  breakthrough  has  been  achieved  in  a battle 
with  a previously  100  per  cent  fatal  disease,  but  the 
benefits  of  this  scientific  advance  have  been  extend- 
ed to  only  about  100  of  the  100,000  who  die  of 
this  disease— uremic  poisoning— every  year  in  the 
United  States  alone. 

The  story  of  this  failure  to  save  human  lives 
will  be  presented  on  the  NBC  News  Color  Special, 
“Who  Shall  Live?”  Sunday,  Nov.  28,  6:30-7:30 
PM,  on  KING-TV  (Channel  5)  Seattle,  KGW-TV 
(Channel  8),  Portland,  and  KNDO-TV  (Channel 
23),  Yakima.  KHQ-TV  (Channel  6),  Spokane,  will 
attempt  to  show  it  at  a later  time. 

“Who  Shall  Liye?”  will  explore  not  only  the 
reasons  why  wider  use  is  not  made  of  the  new 
device  known  as  the  artificial  kidney  in  the  treat- 
ment of  uremic  poisoning,  but  will  examine  the 
moral,  political  and  economic  issues  involved. 


Decker  Goes  to  N I H 


Persantin 

brand  of 
dipyridamole 

Long-term  therapy 
in  chronic 
angina  pectoris 


Therapeutic  effects 

In  chronic  angina  pectoris,  dipyrida- 
mole often  may  eliminate  or  reduce 
the  frequency  of  anginal  attacks, 
improve  exercise  tolerance,  and 
lessen  nitroglycerin  requirements. 

It  is  not  intended  to  abort  an  acute 
anginal  attack. 

Pharmacologic  effects 
These  include  coronary  vasodilation 
and,  as  shown  in  animal  experiments, 
increased  collateral  coronary  circu- 
lation and  the  preservation  of  mito- 
chondrial structure  and  ATP  levels  in 
the  hypoxic  myocardial  cell. 

Dosage 

Persantin,  brand  of  dipyridamole,  is 
available  as  tablets  of  25  mg.  Two 
tablets  (50  mg.)  3 times  daily,  at  least 
1 hour  before  meals,  is  the  recom- 
mended dosage.  Clinical  response 
may  not  be  evident  before  several 
weeks  of  continuous  therapy. 
Contraindications,  Precautions, 
Adverse  Reactions 
No  specific  contraindications  are 
known.  Since  large  doses  can  pro- 
duce peripheral  vasodilation,  the 
drug  should  be  used  cautiously  in 
patients  with  hypotension  and  in 
acute  myocardial  infarction  when  the 
blood  pressure  may  be  labile.  Head- 
ache, dizziness,  nausea,  flushing, 
weakness  or  syncope,  and  mild  gas- 
trointestinal distress  have  been  re- 
ported. 


John  L.  Decker,  former  head  of  the  Division  of 
Arthritis  in  the  Department  of  Medicine,  at  the 
University  of  Washington  School  of  Medicine,  has 
moved  to  Bethesda,  Maryland,  where  he  is  now 
Chief  of  the  Arthritis  and  Rheumatism  Branch  of  the 
National  Institute  of  Arthritis  and  Metabolic  Diseas- 
es, one  of  the  nine  National  Institutes  of  Health. 
He  came  to  UWSM  from  Columbia  University  Col- 
lege of  Physicians  and  Surgeons  in  1958. 

In  his  new  position,  Dr.  Decker  will  direct  re- 
search in  arthritis  of  all  types,  as  well  as  a wide 
variety  of  collagen  diseases. 


Under  license  from 
Boehringer  Ingelheim  G.m.b.H. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 
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PE-3748  A PC 


in  chronic 
angina  pectoris 


Persantin*1 

brand  of 
dipyridamole 


Results  obtained  in  56 
patients  with  coronary  insuf- 
ficiency, 50  of  whom  had 
angina  pectoris,  after  therapy 
with  Persantin,  brand  of  dipyri- 
damole, for  3 to  12  months. 
Improvementwas  judged  on 
the  basis  of  decrease  in 


anginal  episodes,  nitroglycer- 
in needs,  dyspnea  and  fatigue, 
and  increase  in  exercise 
tolerance. 

Shechter,  F.  R.,  and  Rasansky,  H.  N.: 

An  Approach  to  the  Therapy  of 
Coronary  Artery  Disease,  Angiology 
16:562,1965. 


“Of  the  56  patients  treated 
with  dipyridamole,  all 
improved  but  one..." 


Geigy 
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OFFICIAL  PUBLICATION 

Report  of  Finance  Committee  to  House  of  Delegates 

of  the 

Washington  State  Medical  Association 

Seattle.  Washington  September  12-15,  1965 


The  House  of  Delegates  of  the  Washington  State  Medical  Association 
adopted  the  follow  report  of  the  Association  s Finance  Committee  at  its  final 
session  on  September  15,  1965,  and  directed  that  it  be  published  in  northwest 
medicine,  for  the  information  of  the  membership.  The  Report  was  submitted 
by  Wilbur  E.  Watson,  Chairman;  Donald  T.  Hall,  and  Harold  T.  Pederson. 


Your  Finance  Committee  has  examined  the  re- 
ports of  John  F.  Forbes  and  Company,  Certified 
Public  Accountants,  for  the  year  1964  and  for 
each  month  of  1965  to  date,  and  finds  them  in 
good  order. 

In  compliance  with  the  Constitution  and  By-Laws, 
your  Committee  proposed  the  Annual  Budget  for  the 
Association,  and  after  detailed  discussions  and 
revisions,  the  Budget  was  approved  by  the  Execu- 
tive Committee  and  the  Board  of  Trustees. 

As  is  indicated  by  the  Auditor’s  report  for  August 
31,  1965,  we  will  complete  this  year  in  close 
conformance  with  the  approved  Budget. 

Your  Committee  has  studied  the  Association's 
Central  Office  operation  and  it  is  our  opinion  that 
purchases  of  limited  new  office  equipment,  sup- 
plies, printing,  etc.  are  being  made  in  an  efficient 
and  economical  manner.  We  are  pleased  to  report 
that  the  move  to  new  offices  was  made  in  May  of 
1965  at  less  than  one-half  the  estimated  cost.  A 
large  part  of  this  saving  was  due  to  the  utilization 
of  standard  tile  flooring  furnished  by  the  landlord 
rather  than  installing  carpets.  Staff  efficiency  ranks 
high,  as  all  will  agree  who  have  utilized  staff 
services  through  committee  activity  or  through  per- 
sonal inquiry. 

Our  committees  and  members  often  have  a ten- 
dency to  make  heavy  demands  on  staff  services. 
These  are  answered  with  good  service  which  is 
appreciated.  However,  these  demands  frequently  ap- 
proach the  overload  stage  and  the  House  of  Dele- 
gates should  be  aware  that  new  activities  increase 
all  operating  costs,  including  costs  of  paying  salaries 
to  new  staff  employees. 

The  $30  assessment  levied  by  the  House  of  Dele- 
gates on  all  members  has  been  paid  by  2,226  out  of 
2,914  dues-paying  members.  Those  members  who 
have  not  as  yet  paid  the  assessment  will  be  billed 
for  it  by  the  County  Societies  in  regular  dues  billings 
in  January. 


Members  of  the  House  of  Delegates  will  recall 
that  the  $30  assessment  was  voted  by  the  House  to 
finance  a special  effort  to  educate  and  inform  physi- 
cians and  the  public,  relative  to  a proposed  state- 
administered,  federally-financed  program  of  medical 
care  for  the  aged  offered  by  the  medical  profes- 
sion as  an  alternative  to  medicare. 

With  the  passage  of  medicare  by  23  votes  out  of  a 
total  of  435,  the  education  and  information  effort 
was  shifted  to  keep  medical  specialists  out  of  the 
hospital  section  of  the  medicare  program;  and  to 
keep  all  physicians  informed  of  the  provisions  of  the 
new  medicare  legislation.  The  Association  also  is 
having  to  devote  considerable  time  and  money  in 
working  to  place  private  practitioners  on  various 
medicare  advisory  committees  and  in  administrative 
positions  in  the  new  medicare  administrative  agen- 
cies. 

Thus,  the  educational  program  continues  as  we 
face  the  changes  which  are  coming  rapidly  under 
medicare;  cancer,  heart  and  stroke  legislation;  and 
other  health  proposals  which  seem  certain  to  be 
passed  by  the  Congress.  Most  members  seem  to  be 
responsive  to  these  efforts  and  it  is  hoped  all  unpaid 
assessments  will  be  paid  during  the  early  part  of 
1966  to  raise  the  funds  needed  for  these  additional 
efforts.  If  all  assessments  are  paid,  we  should  be 
able  to  proceed,  although  precariously,  through  1966 
without  an  increase  in  dues  provided  no  new  extra- 
ordinary activities  are  undertaken  by  the  Association. 
However,  if  the  House  of  Delegates  should  approve 
the  Resolution  on  Page  126  of  the  House  of  Dele- 
gates Book,  dues  for  the  year  1966  should  be  in- 
creased by  the  additional  $2.00  per  year  that  would 
be  added  for  the  increased  subscription  price  of 
northwest  medicine.  (The  Resolution  was  adopted 
by  the  House  and  dues  will  be  increased  by  $2.00  per 
year  for  the  years  1966  and  1967,  after  which  a 
reappraisal  will  be  made  of  the  financial  position  of 

continued  on  page  889 
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“My  cooking  agrees  with  everyone  but  me” 


She  complains  about  her  upset  stomach  and  blames  her  cooking. ..you 
diagnose  functional  G.l.  disturbance  and  associated  stress... as  manifested 
by  indigestion,  heartburn,  bloating,  or  constipation.  Prescribe 


DECHOLIN-BB 

(Hydrocholeretic-Antispasmodic-Sedative,  Ames) 

Each  Tablet  Contains: 

BUTABARBITAL  SODIUM  15  mg  W gr) 

(Warning:  May  be  habit  forming)  to  ease  nervous  tension 

DEHYDROCHOLIC  ACID 250  mg  (3%  gr) 

to  produce  a large  volume  of  watery  bile,  hydrate 
the  bowel  contents  and  gently  stimulate  intestinal 
motility 

BELLADONNA  EXTRACT 10  mg  (Ve  gr) 

to  reduce  smooth-muscle  hypertonus 


Average  Adult  Dose:  1,  or  if  needed,  2 tablets  three 
times  daily.  Precautions:  Observe  patients  periodically 
for  increased  intraocular  pressure  and  barbiturate  ha- 
bituation or  addiction.  Caution  drivers  against  pos- 
sible drowsiness.  Side  Effects:  Dehydrocholic  acid 
may  cause  transitory  diarrhea;  belladonna  — blurred 
vision,  dry  mouth.  Contraindications:  Biliary  tract 
obstruction,  acute  hepatitis,  glaucoma,  and  pros- 
tatic hyperplasia. 

Available  through  your  regular  supplier: 

Decholin-BB,  bottles  of  100  tablets. 

Ames  Company,  Inc.,  Elkhart,  Indiana 


72764 


AMES 
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interconnected,  potent  12-hour  contro 
in  peptic  ulcer  and  other  G.l.  disorder! 


In  many  disturbances  of  the  gastrointestinal  tract,  the  under- 
lying factors  are  both  physical  and  psychic.  For  more  effec- 
tive therapeutic  action  against  these  interconnected  fac- 
tors, Enarax  contains  both  the  long-acting  anticholinergic 
oxyphencyclimine  HCI  and  the  well-established  tranquilizer 
Atarax®  (hydroxyzine  HCI). 

Acting  on  both  cholinergic  and  emotional  components  in  G.l. 
disorders,  Enarax  provides  an  effective  combination  for  con- 
trol of  gastrointestinal  hyperactivity,  pain,  spasm  and  anxiety. 

Many  patients  with  gastrointestinal  disease  have  had  12-hour 
relief  of  symptoms  on  a single  dose  of  oxyphencyclimine 
HCI;1,2  its  long-lasting  action  is  chemically  "built  in"  and  is 


thus  inherently  dependable.  Atarax,  too,  can  be  counted  c 
for  a high  order  of  efficacy  and  safety. 

To  help  meet  your  patients'  drug  requirements  with  flexib1 
individualized  dosage,  Enarax  is  available  in  two  strength 
Enarax  5 contains  oxyphencyclimine  HCI  5 mg.  and  hydrox' 
zine  HCI  25  mg.  Enarax  10  contains  oxyphencyclimine  H 
10  mg.  and  hydroxyzine  HCI  25  mg.,  providing  added  an) 
cholinergic  potency.  Both  strengths  supplied  in  bottles  of  6 
Rx  only. 

References:  1.  Kemp,  J.  A.:  Antibiotic  Med.  & Clin.  Therapy  6:534  lSept.1 19c 
2.  Winkelstein,  A.:  Am.  J.  Gastroenterol.  32.66  (July)  1959. 


narax 

Dxyphencyclimine  HCI+ 
Atarax  (hydroxyzine  HCl) 


Contraindications:  Contraindicated  in  the  presence  of  glaucoma,  bladder  neck 
bstruction,  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloric  or  duodenal 
obstruction,  and  organic  cardiospasm. 

Precautions  and  side  effects:  Due  to  potentiation,  dosage  of  narcotics  and  other 
entral  nervous  system  depressants  should  be  reduced  when  used  concomitantly 
| -/ith  hydroxyzine.  Anticholinergic  side  effects  include  dryness  of  the  mouth, 
blurring  of  vision,  constipation,  dizziness,  urinary  hesitancy  or  retention,  tachy- 
lardia,  palpitation,  increased  ocular  tension,  dilatation  of  the  pupil,  weakness, 
' ausea,  vomiting  and  headache.  Drowsiness  due  to  either  component  may  occur, 
lydroxyzine  side  effects  such  as  xerostomia  and,  at  extremely  high  doses,  invol- 
1 ntary  motor  activity  may  occur.  These  can  be  controlled  by  reduction  or  discontin- 
ation  of  medication.  Idiosyncratic  skin  rash  has  been  reported  in  a few  patients. 


In  the  treatment 
of  anemias  amenable 
to  oral  therapy 

IleptunaPlus  © 

Provides  ingredients  that  include  the  hematopoietic  fac- 
tors: ferrous  sulfate  and  liver,  with  ascorbic  acid  for 
enhanced  iron  absorption;  and  helps  to  make  up  for  co- 
existent vitamin  deficiencies.  Its  formula  has  been  im- 
proved 6 times  in  12  years  to  reflect  findings  of  proven 
nutritional  importance  in  the  treatment  of  anemias 
amenable  to  oral  therapy. 

Precautions  and  side  effects:  Because  some  patients 
with  pernicious  anemia  do  not  respond  to  oral  vitamin 
B12,  they  should  be  followed  with  periodic  laboratory 
studies.  Anemia  is  a manifestation  of  an  underlying 
disease  and  it  is  necessary  to  make  an  etiological  diag- 
nosis. In  a small  percentage  of  patients,  iron  therapy 
causes  gastrointestinal  irritation.  In  these  patients,  ad- 
ministering Heptuna  Plus  with  meals  or  reducing  the 
dosage  usually  will  alleviate  the  symptoms.  Supplied  in 
bottles  of  100  capsules.  Rx  only. 


Current  formula 

Ferrous  sulfate  340  mg. 

Iron  (from  ferrous  sulfate)  100  mg. 

Desiccated  liver,  N.E  (undefatted) 50  mg. 

Vitamin  C (from  sodium  ascorbate) 150  mg. 

Vitamin  B12  (as  Stablets®)  with  intrinsic  factor 

concentrate  (noninhibitory) Vi  N.E  oral  unit* 

B:  (thiamine  mononitrate,  U.S.E)  3 mg. 

B2  (riboflavin,  U.S.E)  2 mg. 

B(i  (pyridoxine  hydrochloride,  U.S.E)  2 mg. 

Niacinamide,  U.S.E 15  mg. 

Calcium  pantothenate,  U.S.E 1 mg. 

Cobalt  (from  cobalt  sulfate) 0.1  mg. 

Copper  (from  copper  sulfate) 1 mg. 

Molybdenum  (from  sodium  molybdate) 0.2  mg. 

Calcium  (from  dicalcium  phosphate) 37.4  mg. 

Iodine  (from  potassium  iodide) 0.05  mg. 

Manganese  (from  manganese  sulfate)  ......  0.033  mg. 

Magnesium  (from  magnesium  sulfate) 2 mg. 

Phosphorus  (from  dicalcium  phosphate) 29  mg. 

Potassium  (from  potassium  sulfate) 1.7  mg. 

♦Potency  established  prior  to  mixture 
with  other  ingredients. 

Stablets,  U.S.  Pat.  No.  2,830,933. 


j.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 
New  York,  N.Y.  10017 


When  uncontrolled 
diarrhea  brings 
a call  for  help 


gamut  of  home  remedies  without  success, 


pleasant-tasting  cremomycin  can  answer 
the  call  for  help.  It  can  be  counted  on  to 
consolidate  fluid  stools,  soothe  intestinal 
inflammation,  inhibit  enteric  pathogens, 
and  detoxify  putrefactive  materials  — usu- 
ally within  a few  hours. 

I 

CREMOMYCIN  combines  the  bacteriostatic  / 
agents,  succinylsulfathiazole  and  neomy- 
cin, with  the  adsorbent  and  protective  de- 
mulcents, kaolin  and  pectin,  for  compre- 
hensive control  of  diarrhea. 

Indications:  Diarrhea.  Contraindications:  Kaolin: 
Withhold  if  diverticulosis  is  present  or  suspected,  j 
Precautions:  Sulfonamide:  Continued  use  requires 
supplementary  administration  of  thiamine  and  vita-  1 
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your  R for 
Cremomycin 
can  provide  relief 


min  K.  Neomycin:  Patient  should  be  observed  for 
1 new  infections  due  to  bacteria  or  fungi.  Side  Effects: 
N Sulfonamide:  Sensitivity  reactions  may  occur  (e.g., 
j?  skin  rashes,  anemia,  polyneuritis,  fever;  agranulo- 
cytosis with  a fatal  outcome  has  been  reported). 
Reduction  of  thiamine  output  in  the  feces  and  of 
. vitamin  K synthesis  has  been  observed.  Neomycin: 
t Nausea,  loose  stools  possible. 

Before  prescribing  or  administering,  read  product 
B circular  with  package  or  available  on  request. 


promptly  relieves  diarrheal  distress 

Cremomycin 

ANTIDIARRHEAL  ** 

Composition:  Each  30  cc.  contains  neomycin  sulfate 
; 300  mg.  (equivalent  to  210  mg.  of  neomycin  base), 
succinylsulfathiazole  3.0  6m.,  colloidal  kaolin  3.0 
Gm.,  pectin  0.27  Gm. 

©MERCK  SHARP &00HME  Division  ot  Merck  4 Co.,  Inc.,  West  Point,  Pa. 

where  today’s  theory  is  tomorrow’s  therapy 
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“...it  is  extremely  difficult  and  sometimes  impossible  to  differentiate  between 
‘pure  depression’  and  anxiety  and  it  is  questionable  whether  depression  with- 
out a certain  degree  of  anxiety  really  exists.” 

Lehmann,  H.  E.,  Canad.  Psychiat.  Assn.  J.  4(S):  1-12,  1959 
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An  antidepressant  designed 
for  the  clinical  realities 
of  office  practice 


As  many  physicians  have  reported,  the  large 
majority  of  neurotic  depressed  patients  suf- 
fer from  both  depression  and  anxiety.  It 
may  be  difficult  to  decide  whether  these 
patients  are  primarily  depressed  or  pri- 
marily anxious.  And  yet  drug  treatment  of 
only  the  symptom  which  seems  more 
prominent  may  exacerbate  the  untreated 
element  of  the  depression  complex. 
Consequently,  it  would  seem  that  therapy 
specifically  aimed  at  both  the  depression 
and  associated  anxiety  and  tension  should 
increase  success  in  treatment. 

This  is  one  of  the  important  reasons  why 
‘DeproP  has  proved  particularly  helpful. 
For  ‘Deprol’  acts  rapidly  both  to  lift  the 
mood  and  to  relieve  the  associated  anxiety, 
tension  and  insomnia. 

And  side  effects,  at  recommended  dosage, 
have  been  infrequent  and  generally  readily 
controlled. 

Indications:  ‘Deprol’  is  useful  in  the  management  of 
depression,  both  acute  (reactive)  and  chronic.  It  is  par- 
ticularly useful  in  the  less  severe  depressions  and  where 
the  depression  is  accompanied  by  anxiety,  insomnia,  agi- 
tation, or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accompanying  or 
related  to  organic  illnesses. 

Contraindications:  Benactyzine  hydrochloride  is  contra- 
indicated in  glaucoma.  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  contraindicate  subsequent  use. 
Precautions:  Meprobamate— Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider  possibility 
of  dependence,  particularly  in  patients  with  history  of 
drug  or  alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre-existing  symp- 
toms, or  withdrawal  reactions  including,  rarely,  epilepti- 
form seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other  activ- 
ity requiring  alertness  should  be  avoided  if  these  symp- 
toms are  present.  Effects  of  excessive  alcohol  may  pos- 


sibly be  increased  by  meprobamate.  Grand  mal  seizures 
maybe  precipitated  in  persons  suffering  from  both  grand 
and  petit  mal.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 

Side  effects:  Side  effects  associated  with  recommended 
doses  of ‘Deprol' have  been  infrequent  and  usually  easily 
controlled.  These  have  included  drowsiness  and  occa- 
sional dizziness,  headache,  infrequent  skin  rash,  dryness 
of  mouth,  gastrointestinal  symptoms,  paresthesias,  rare 
instances  of  syncope,  and  one  case  each  of  severe  nerv- 
ousness, loss  of  power  of  concentration,  and  withdrawal 
reaction  (status  epilepticus)  after  sudden  discontinua- 
tion of  excessive  dosage. 

Benactyzine  hydrochloride  — Benactyzine  hydrochloride, 
particularly  in  high  dosage,  may  produce  dizziness, 
thought-blocking,  a sense  of  depersonalization,  aggra- 
vation of  anxiety  or  disturbance  of  sleep  patterns,  and 
a subjective  feeling  of  muscle  relaxation,  as  well  as 
anticholinergic  effects  such  as  blurred  vision,  dryness 
of  mouth,  or  failure  of  visual  accommodation.  Other 
reported  side  effects  have  included  gastric  distress,  al- 
lergic response,  ataxia,  and  euphoria. 

Meprobamate— Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  characterized 
by  an  urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  peripheral 
edema  and  fever,  transient  leukopenia,  and  a single  case 
of  fatal  bullous  dermatitis  after  administration  of  mepro- 
bamate and  prednisolone  have  been  reported.  More 
severe  and  very  rare  cases  of  hypersensitivity  may  pro- 
duce fever,  chills,  fainting  spells,  angioneurotic  edema, 
bronchial  spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treatment 
should  be  symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of  agranulocy- 
tosis, thrombocytopenic  purpura,  and  a single  fatal 
instance  of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has  been  re- 
ported, usually  after  excessive  meprobamate  dosage. 
Suicidal  attempts  may  produce  lethargy,  stupor,  ataxia, 
coma,  shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or  four 
times  daily.  May  be  increased  gradually  to  six  tablets 
daily  and  gradually  reduced  to  maintenance  levels  upon 
establishment  of  relief.  Doses  above  six  tablets  daily  are 
not  recommended  even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression  and  in 
chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  containing 
meprobamate  400  mg.  and  benactyzine  hydrochloride 
1 mg. 

Before  prescribing,  consult  package  circular.  CO-5749 


meprobamate  400  mg.  + 
benactyzine  hydrochloride  1 mg. 


^ WALLACE  LABORATORIES  / Cranbury,  N.  J. 
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MOKNINGSIDE 

HOSPITAL 

Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• All  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 

Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 

Wendell  H.  Hutchens,  M.D.,  Medical  Director— Henry  Coe,  Administrator 

10008  S.  E.  Stark  Street  Portland  16,  Oregon 
Inquiries  invited  Phone:  ALpine  2-5571 

Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 


Neuroses 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292-2641  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of  your 
problems  relating  to  Alco- 
holism as  a courtesy  to  the 
profession.  Telephone  at 
any  hour.  Illustrated  litera- 
ture on  request. 

MEDICAL  STAFF 
John  R.  Montague,  M.D. 
Merle  M.  Kurtz,  M.D. 

Marvin  J.  Weinstein,  M.D. 
Norris  H.  Perkins,  M.D. 

John  W.  Evans,  M.D.,  Consult- 
ing Psychiatrist 

Physicians 
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continued  from  page  880 

northwest  medicine.)  Regular  demands  on  the 
General  Fund  budget  leave  no  funds  available  for 
this  item  which  would  total  somewhat  more  than 
$6,000  for  1966,  and  each  year  thereafter. 

New  Developments 

Several  developments  during  1964  and  1965  make 
it  difficult  to  make  accurate  budget  projections  for 
the  years  1967  and  1968.  These  developments  can 
be  summarized  with  the  general  statement  that  the 
medical  profession— and  therefore  your  State  As- 
sociation—is  becoming  more  involved  in  an  increas- 
ing number  of  new  activities  which  are  centered 
around  our  exerting  considerable  leadership  in  a 
variety  of  fields  having  a direct  or  indirect  bearing 
on  the  practice  of  medicine.  For  example: 

1. — During  1964,  your  State  Association  spon- 
sored ten  Regional  Conferences  and  one  large  state- 
wide conference  on  Mental  Health  and  Mental  Re- 
tardation. 

2. — During  1964,  your  State  Association  sponsored 
an  educational  program  on  PKU  among  physicians 
in  family  practice,  obstetrics,  and  pediatrics,  and 
among  all  general  hospitals  in  the  state. 

3. — During  1964,  we  sponsored  a statewide  con- 
ference of  physicians  and  schools.  Similar  county 
conferences  are  underway  during  1965  and  a larger 
statewide  conference  is  authorized  for  1966. 

4. — During  1965,  your  State  Association  conducted 
the  following  new  activities,  under  Association  spon- 
sorship : 

(1)  A statewide  Conference  on  Health  Facilities 
on  May  22. 

(2)  A statewide  Conference  on  Child  Adoptions 
on  June  4-5. 

5. — A large  statewide  Congress  on  Medical  Quack- 
ery is  scheduled  for  May,  1966,  under  Association 
sponsorship. 

These  programs  represent  a considerable  addition 
to  previous  Association  functions.  All  of  these  new 
efforts  make  additional  demands  on  our  Central 
Office  staff  and  on  our  other  budgeted  expense 
items.  They  require  more  expenditure  of  the  valu- 
able time  of  officers,  committee  chairmen,  and 
committee  members.  More  committee  dinner  meet- 
ings are  required  and  travel  expenses  increase. 
More  Association  representatives  must  be  sent  to 
national  meetings  for  information  on  these  new 
activities. 

At  the  same  time,  our  regular  activities  proceed 
without  decrease.  Every  other  year  we  face  the 
expense  of  having  our  Central  Office  representatives 
move  to  Olympia  for  the  Legislative  Session.  In- 
creasing state  and  federal  government  involvements 
in  medical  care  fields  require  an  increasing  amount 
of  expenditure  on  this  activity  during  the  odd- 
numbered,  non-Session  years. 


Our  regular  committee  business  continues  as  in 
the  past,  and  even  this  seems  to  be  increasing. 

Example  of  New-Types  of  Association  Activity 

All  of  our  new  programs  seem  to  be  forced  on  us 
by  events  taking  place  outside  of  the  internal  activi- 
ties of  the  profession  and  the  Association.  An  example 
is  the  PKU  project  which  has  been  highly  com- 
mended. This  was  developed  by  the  W.S.M.A. 
Maternal  and  Child  Welfare  Committee  as  a positive 
answer  to  the  demand  for  a state  law  to  make  it 
mandatory  that  all  newborn  babies  be  tested.  We 
provided  medical  education  on  PKU  to  hospitals 
and  hospital  staffs  as  well  as  considerable  education 
to  the  interested  public.  The  result  has  been  the 
temporary  abandonment  of  efforts  to  pass  mandatory 
legislation  and  a considerable  improvement  in  PKU 
testing  among  newborns  in  our  state.  However,  it  is 
important  to  note  that  this  “positive  program”  cost 
the  membership  $1,150  plus  smaller  but  still  signifi- 
cant amounts  each  year  to  keep  the  program  active 
and  effective.  A cost  analysis  of  the  PKU  program 
for  1964  is  published  as  an  appendix  to  this  report. 

It  is  observed  that  these  new  involvements  are 
apparently  stimulated  by  the  demands  of  our  chang- 
ing society,  pressures  exerted  by  the  public,  and 
the  demands  of  our  members  and  committees  for 
“positive  programs”.  It  is  noted  that  new  activities 
undertaken  to  date  have  been  approved  by  the 
Executive  Committee,  the  Board  of  Trustees  and  the 
House  of  Delegates.  However,  each  of  these  projects 
requires  continuous  follow-up  during  the  years  fol- 
lowing its  inauguration,  and,  if  we  continue  with 
this  type  of  work,  it  is  likely  we  will  face  the 
necessity  of  an  increase  in  dues  in  1967. 

All  of  these  new  activities  have  the  purpose  of 
stamping  the  imprint  of  sound  medical  thinking 
on  seemingly  inescapable  social,  economic  and  politi- 
cal changes  which  are  taking  place  around  us.  To  a 
considerable  extent  these  efforts  are  serving  the 
public  interest  by  using  sound  medical  thinking 
and  medical  leadership  to  eradicate  the  medically- 
unsound  portions  of  changing  social,  economic  and 
political  concepts  in  the  field  of  health  care— its 
provision  and  its  distribution.  However,  it  is  note- 
worthy that  much  of  ths  activity  is  being  paid  for 
by  our  members  and  very  little  is  being  paid  for  by 
the  public  which  is  being  served.  It  is  true  that  your 
Association  obtains  as  much  financial  help  as  is 
possible  from  public  funds  and  grants  at  the  dis- 
posal of  various  state  and  federal  government  agen- 
cies, and  to  this  extent  the  public  being  served  is 
paying  for  part  of  the  effort,  although  indirectly. 

Examples  of  Regular  Membership-Service  Activity 

An  example  of  increasing  Association  activity  in 
a traditional  category  is  found  in  the  Industrial 
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Insurance  Fee  Survey  which  was  conducted  during 
1964.  This  project  was  conducted  at  a cost  of  $1,705 
in  the  direct  interest  of  the  large  number  of  our 
members  who  treat  patients  under  the  State’s  Work- 
man’s Compensation  Act.  A cost  analysis  of  the 
Industrial  Insurance  Survey  will  be  found  at  the 
close  of  this  report. 

Your  Committeee  feels  that  the  foregoing  report 


accurately  describes  our  current  financial  condition, 
and,  with  the  cautions  noted,  we  feel  there  is  no 
cause  to  increase  dues  for  1966,  except  for  the 
possible  $2.00  rise  should  the  House  decide  to  in- 
crease the  northwest  medicixe  subscription  price. 
However,  your  Finance  Committee  also  feels  obliged 
to  call  the  attention  of  the  Delegates  to  current 
and  future  trends. 


Analysis  of  Expenses  for 
Health  Facilities  Coordinating  Conference 
Seattle,  Washington 
May  22,  1965 

SUPPLIES: 

5,000  printed  letter  envelopes  $ 85.80 

500  10x13  conference  report  envelopes  8.84 

Ballot  boxes  for  questions  from  audience  49.15 

Conference  signs  21.84 

Name  badges  41.13 

Mimeograph  paper  40.00 

Postage  283.68 

Miscellaneous  supplies  25.00 


SERVICES  RENDERED  WITH  SUPPLIES  FURNISHED: 

Dr.  Pinkham  invitation  to  WSMA  Members  $ 94.74 

5,000  each,  two  page  invitation  letter,  program  and  reply 
cards  printed,  assembled  and  mailed  to  interested 
groups  and  individuals  619.42 

Invitations  to  A.I.A.  mailing  list  19.21 

Invitations  to  legislators  22.28 

Mimeograph  and  assemble  speeches  172.58 

Transcribe,  mimeograph  and  assemble  panel  discussion  238.03 

Mimeograph  and  assemble  summary  statements  and  Hill- 

Harris  information  38.24 

Assemble  and  bind  600  books  containing  complete  proceed- 
ings of  Conference  for  distribution  to  participants  410.00 


GENERAL  EXPENSES: 

Steering  Committee  meeting  at  Olympic  Hotel  1/23/65  $ 

Olympic  Hotel  expense  on  day  of  Conference  including 
rooms,  equipment  and  WSMA  share  of  luncheon 
expense 

Transcription  of  program 
Photographs  of  speakers 

Mtive  of  equipment  and  printed  material  to  hotel  and  return 
Expenses  of  speaker:  Dr.  Crane,  Los  Angeles 
Staff  out-of-pocket  expense 


74.36 


291.75 

30.00 

50.96 

34.52 

166.72 

10.35 


PERSONNEL: 

Staff  time  and  extra  help  at  Conference 

Staff  overtime  on  day  of  Conference  $ 52.68 

Supplemental  help  for  registration  and  other  work 

on  day  of  Conference  28.00 

Total  for  day  of  conference  $ 80.68 

Staff  time  and  extra  help  pre-conference  and  post-conference 
Executive  Secretary  300.00 

Office  Manager  325.00 

Two  Secretaries  500.00 

Kellv  Girl  77.00 


GROSS  EXPENSE 

Less  Grant  from  State  Department  of  Health 
TOTAL  EXPENSE  TO  W.S.M.A. 

Note:  Charge  to  Public  Relations  and  Transportation  Account 
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$ 555.44 


$1,614.50 


$ 658.66 


$1,282.68 

$4,111.28 

2,000.00 

$2Tfl728 


Washington  State  Medical  Association 
Cost  Analysis 

Phenylketonuria  Program  (PKU) 
August,  1964 

Contracted  Services: 

Mimeographing  4,400  copies  Fact  Sheet 
Mimeographing  4,300  copies  to 
W.S.M.A.  Members 
Mimeographing  1,600  copies  memo  to 
Hospital  Chief  of  Staff 
Mimeographing  1,600  copies  Summary 


Fact  Sheet 

Mimeographing  1,600  copies  Question- 


naire 

$ 212.85 

Use  of  Hospital  Mailing  List 

5.00 

Addressing  3,105  envelopes 

34.65 

Assemble,  staple,  sort  and  mail 

217.45 

Paper  stock  and  envelopes 

144.00 

Postage  (3,485  pieces) 

44.69 

Sales  Tax 

15.22 

Total  contracted  services 

$ 673.86 

Mimeograph  50  copies  memo  to  School 
Physicians 

Mimeograph  150  copies  memo  to  Pedi- 
atric Society 

Mimeograph  300  copies  memo  to  Ob- 
stetrical Society 

Mimeograph  125  copies  memo  to  phy- 
sician concerned  with  PKU 
Cost  of  paper,  stencils,  mailing  envelopes 
and  postage 

Time  of  Executive  Secretary  spent  on 
project 

Time  of  Office  Manager  spent  on  project 

Time  of  Secretaries  spent  on  project 

TOTAL  EXPENSE  TO  W.S.M.A.  $1,150.06 

Note:  Charge  to  Public  Relatiotis  and  Transportation  Account. 


76.20 

100.00 

150.00 

150.00 


Washington  State  Medical  Association 
Cost  Analysis 

Survey  on  Dept,  of  Labor  & Industries  Fee  Schedule 
January-August,  1964 

Contracted  Services  (Questionnaire  to  membership): 


Mimeographing  3,200  of  10  page  sur- 
vey plus  one  redhead  bulletin  $ 296.15 
Addressing  envelopes,  assembling,  sta- 
pling, enclosing,  sorting  and  mail- 
ing 192.45 

Postage  43.90 


$ 532.50 

Sales  Tax  12.72 


Total  Contracted  Services  $ 545.22 
Meeting  at  Olympic  Hotel,  Seattle  25.00 

Tabular  Pads  37.53 

Fee  survey  booklets  18.00 

Two  clerical  workers  to  record  and  total 
information  from  questionnaires 
returned  ($1.25  per  hour)  325.00 

Time  of  Executive  Secretary  on  project  50.00 

Time  of  Office  Manager  on  project  75.00 

Time  of  Secretary  to  Executive  Secretary 

on  project  630.00 


TOTAL  EXPENSE  TO  W.S.M.A.  $1,705.75 


Note:  Charge  to  Contingencies  Account 


Washington  State  Medical  Association 
Cost  Analysis 
Adoption  Conference 
Yakima  — June  4 & 5,  1965 

Redhead  notice  of  Meeting  to  WSMA  members  from  Dr. 


Pinkham 

$ 94.75 

Letters  of  invitation  (all  originals) 

140.37 

Programs  printed 

84.88 

Mimeograph  and  other  service  at  Conference 

60.59 

Conference  signs 

41.60 

Supplies  (paper,  stencils,  etc.) 

73.39 

Hotel  Charges  for  rooms  and  equipment 

293.28 

Dr.  Karelitz— Speaker’s  expense: 

Travel,  hotel  and  meals 

$ 408.45 

Helicopter  service 

20.00 

Honorarium 

100.00 

528.45 

Staff  expense: 

Secretary  travel 

$ 26.25 

26.25 

Staff  time: 

Secretaries  (2) 

325.00 

Special  help  at  Conference 

50.00 

Public  Relations  Director 

500.00 

GROSS  EXPENSE 

$2,218.56 

Less  State  Health  Department  Grant 

$ 500.00 

Less  Bar  Association  Contribution 

250.00 

750.00 

TOTAL  EXPENSE  TO  W.S.M.A. 

$1,468.56 

Note:  Charge  to  Public  Relations  and  Transportation  Account 
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School  Health  Policy 

The  following  policy  statement  was  submitted  as 
part  of  the  report  of  the  School  Health  Committee 
and  was  adopted  by  the  House  as  submitted.  It 
is  now  the  School  Health  Policy  of  the  Washington 
State  Medical  Association. 

Members  of  the  School  Health  Committee  were: 
Elizabeth  Gunn,  Chairman,  Carl  W.  Biedel,  Earl  L. 
Barrett,  Orvis  A.  Harrelson,  Richard  B.  Jarvis,  Daniel 
L.  Lagozzino,  Darrell  Larson,  Donald  L.  McGuiness, 
Robert  F.  L.  Polley,  Jesse  Q.  Sewell,  and  Thomas 
F.  Sheehy. 

Part  I 

I.  GENERAL  CONSIDERATIONS 

A School  Health  Policy  is  presented  to  assist 
parents,  educators,  school  employees,  physicians  and 
public  health  personnel  in  their  cooperative  efforts 
to  further  the  health  of  the  student. 

A realistic  approach  to  promoting  good  health 
must  include  the  whole  person— the  spiritual,  physi- 
cal, mental-emotional  and  social  factors  which  are 
beneficial  to  the  normal  development  of  the  student. 

The  education  of  children  takes  place  under  the 
influence  of  a number  of  institutions  or  agencies. 
Among  these  are  the  home,  the  church,  the  com- 
munity and  the  school.  The  goal  of  a school  health 
program  is  to  enable  each  child  to  achieve  his  maxi- 
mum functioning  and  learning  potential. 

The  most  important  influence  on  the  pupil’s  total 
good  health  and  development  is  in  the  parent-child 
relationship.  The  primary  responsibility  for  realizing 
adequate  health  and  education  goals  rests  with  the 
child’s  parents.  The  parents  have  the  responsibility 
to  transmit  to  the  school  information  which  is  rele- 
vant to  the  education  and  development  of  the  child. 
The  efforts  of  all  concerned  in  the  school  health 
program  are  directed  toward  re-enforcing  and  en- 
couraging the  parent’s  responsibility  for  his  child. 

Although  the  philosophical  statements  in  III.  THE 
ROLE  OF  THE  SCHOOL,  IV.  CONTRIBUTION 
OF  FAMILY  MEDICAL  ADVISOR  and  V.  COM- 
MUNICATION deal  primarily  with  CONTENT  OF 
PROGRAM  entitled  School  Health  Services,  in  intent 
they  will  be  found  to  deal  likewise  with  Health 
Education  and  Healthful  School  Living. 

II.  CONTENT  OF  PROGRAM 

The  School  Health  Program  is  commonly  divided 
into  three  related  parts.  Health  Education  is  the 
process  of  providing  learning  experiences  which 
favorably  influence  understandings,  attitudes  and 
conduct  relating  to  individual  health  and  behavior. 
Healthful  School  Living  embraces  all  efforts  to 
provide,  at  school,  physical,  emotional  and  social 
conditions  which  are  beneficial  to  the  normal  devel- 
opment of  the  pupil.  School  Health  Services  are  the 
services  carried  out  in  order  to  protect  and  promote 
the  health  of  students  and  school  personnel  thereby 
enhancing  the  educational  planning.  It  does  not 


attempt  to  be  diagnostic  or  therapeutic  in  scope.  It 
is  directed  toward  discovering  those  needing  care. 

Although  such  a program  is  school-oriented,  an 
orderly  program  involves,  at  times,  many  individuals 
or  agencies.  It  calls  for  a reasonable  and  coordinated 
program  involving  the  school,  the  family  and  the 
child’s  physician. 

III.  THE  ROLE  OF  THE  SCHOOL 

Teachers  are  in  an  excellent  position  to  observe, 
in  their  students,  early  failure  in  the  performance 
of  school  assignments.  The  school  reports  to  the 
parent  a child’s  change  in  appearance,  behavior, 
physical  fitness,  school  absenteeism  and,  of  course, 
academic  and  learning  difficulty.  This  helps  set  into 
motion  an  evaluation  of  the  observed  problem. 

The  reports  and  observations  of  the  teacher  often 
reflect  the  need  for  specific  medical  attention.  By 
notifying  the  parents  of  the  teacher’s  observations 
and  concern,  and  requesting  a current  involvement 
of  the  child’s  physician,  the  educator  accelerates  the 
promptness  of  a good  medical  evaluation  of  the 
child.  Having  been  supplied  with  the  information 
leading  to  the  request,  the  doctor  can  become  active- 
ly involved  in  measures  needed  to  help  the  student. 

IV.  CONTRIBUTION  OF  FAMILY  MEDICAL 
ADVISOR 

The  physician’s  use  of  preventive  medicine  in 
the  guidance  of  parents  toward  the  goal  of  achieving 
optimum  health  and  development  in  their  child  can 
immeasurably  promote  the  student’s  natural  potential 
in  the  class  room.  The  physician’s  health  information 
on  the  student  relevant  to  the  school  situation  can 
lend  insight  to  the  educator  in  providing  proper 
planning  and  programming.  ...  on  occasion,  the 
physician  is  the  source  of  an  early  alert  in  these 
regards.  When  it  is  indicated,  consultation  from 
the  related  disciplines  can  contribute  additional 
perspective  in  understanding  the  presenting  prob- 
lem. 

V.  COMMUNICATION 

Early  involvement  and  consent  of  the  parents  are 
essential.  The  communication  is  initiated  when  the 
student’s  health,  ability,  behavior,  etc.  become  a 
matter  of  concern  to  the  teacher. 

School-to-physician  and  physician-to-school  re- 
porting simplify  and  catalyze  proper  avenues  of  the 
dialogue  in  planning  and  programming.  Following 
this— phone  calls,  recommendations,  reports  on  treat- 
ment, medical  consulation  information  and  confer- 
ences between  school  personnel,  parent,  physician 
and  related  disciplines  round  out  the  cooperative 
effort. 

Whereas  Part  I includes  the  “Truths”  we  subscribe 
to  in  a Philosophical  Statement,  Part  II  will  con- 
sider their  implementations  when  confronted  with 
problems  for  Special  Education,  Testing  and  Guid- 
ance, Health  Education,  “health  and  safety”  in  rela- 
tion to  Healthful  School  Living,  etc. 
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PRESIDENTS  page 


CARL  P.  SCHLICKE,  M.D. 


F irst  of  all,  let  me  express  my  appreciation  for  the 
honor  you  have  done  me  by  allowing  me  to  serve 
as  your  President.  The  year  which  lies  ahead  will 
not  be  an  easy  one.  We  are  faced  with  the  prospect 
of  living  under  a law  whose  passage  the  medical 
profession  has  long  and  vigorously  opposed.  In 
just  eight  months  the  implementation  of  Public  Law 
89-97,  the  “Medicare  Act”,  will  begin.  The  free 
and  independent  practice  of  medicine  as  we  have 
known  it  in  our  lifetime  will  be  drastically  altered. 

If  we  do  not  like  this  law,  there  are  several 
alternatives  legally  open  to  us.  One:  We  may  call 
attention  to  the  defects  of  the  law  and  work  for  its 
alteration  or  repeal.  This  can  best  be  done  by 
increasing  participation  in  political  activity  on  a 
local  level,  support  of  AMPAC  and  working  for 
the  election  of  candidates  sympathetic  to  our  views. 
Two:  Any  individual  physician  acting  independently 
and  not  in  concert  with  others  may  refuse  to  accept 
as  a patient  any  person  who  is  a beneficiary  under 
the  program.  Three:  We  may  elect  to  treat  such 
patients  while  at  the  same  time  working  unceasingly 
to  exercise  significant  influence  at  all  levels  in  the 
formulation  of  regulations  and  operating  procedures 
so  as  to  maintain  the  best  possible  standards  of 
patient  care  and  to  serve  the  best  interests  of  our 
profession. 

No  one  knows  how  Medicare  is  going  to  work. 
It  is  not  difficult  to  imagine  our  hospitals  inundated 
with  elderly  patients  seeking  diagnostic  services  and 
treatment.  Pressures  on  physicians  for  admission 
will  be  tremendous  and  resistance  to  discharge  may 
present  a serious  problem,  especially  on  cold  winter 
days  or  when  families  are  vacationing.  We  must  see 
to  it  that  adequate  provision  is  made  for  the  care 
of  the  acutely  ill,  the  injured,  and  those  in  need  of 
elective  procedures. 

There  are  many  problems  to  be  solved  in  con- 
nection with  compensation  of  the  physician  for  his 


services  under  the  supplemental  health  insurance 
portion  of  the  law.  Here  the  physician  may  bill  the 
patient  directly  or  accept  assignment  for  payment 
by  a federally  designated  fiscal  intermediary.  In 
the  former  case,  the  fee  charged  is  optional,  the 
government  reimbursing  the  patient  on  the  basis 
of  80  per  cent  of  a “reasonable  fee”  upon  presenta- 
tion of  a receipted  bill  by  the  patient.  In  the  latter, 
the  physician  is  reimbursed  directly  by  the  insurance 
carrier  on  the  basis  of  80  per  cent  of  a “reasonable 
fee”  with  the  patient  paying  no  more  than  the 
remaining  20  per  cent  of  such  fee.  Much  study 
and  negotiation  will  be  required  in  every  community 
for  agreement  with  the  government  and  the  carriers 
as  to  what  constitutes  a “reasonable  fee”.  Currently 
there  seems  to  be  no  plan  for  a nationwide  fee 
schedule. 

One  of  the  mandatory  provisions  of  the  law  is 
the  formation  of  utilization  review  committees. 
There  is  no  fixed  pattern  for  the  organization  or 
functioning  of  such  committees.  Certainly  we  should 
see  to  it  that  first  and  foremost  they  are  composed 
of  physicians  and  that  like  other  staff  committees 
their  prime  responsibility  is  to  the  staff  of  the  hos- 
pital in  which  they  serve.  The  details  of  their  activi- 
ties and  duties  remain  to  be  worked  out  and  hope- 
fully, more  information  will  be  forthcoming  when 
the  AMA  Council  on  Medical  Service  conducts  its 
day-long  conference  on  the  subject  of  utilization  re- 
view committees  in  Philadelphia  on  the  27th  of 
November,  immediately  preceeding  the  clinical  con- 
vention of  the  AMA.  In  the  meanwhile  it  behooves 
the  staff  of  each  hospital  to  be  thinking  how  such 
a committee  could  best  function  within  the  frame- 
work of  its  staff  organization  and  each  county 
society  to  consider  what  its  role  should  be  in  help- 
ing to  coordinate  such  activities. 

The  separation  of  the  fees  of  hospital  based 
specialists  from  hospital  charges  will  present  many 
administrative  and  bookkeeping  problems.  However, 
it  is  the  intent  of  the  AMA  to  continue  diligently  its 
efforts  to  prevent  inclusion  of  any  specialist’s  pro- 
fessional service  within  the  hospital  service  portion 
of  all  health  legislation.  The  Douglass  Amendment 
which  seeks  to  include  the  services  of  radiologists, 
pathologists,  anesthesiologists  and  psychiatrists,  as 
hospital  services,  would  seem  merely  to  pave  the 
way  for  the  appalling  prospect  of  the  ultimate 
inclusion  of  all  specialists. 

At  the  recent  special  session  of  the  AMA  held 
in  Chicago,  October  2-3,  much  was  said  about  the 
legal  aspects  of  non-participation.  Counsel  advised 
that  physicians  acting  in  concert  or  through  their 
medical  organizations  who  refused  to  participate 
in  the  Medicare  program  would  be  subject  to  prose- 
cution under  the  Sherman  Anti-trust  Act.  However, 
the  consensus  of  those  present  seemed  to  be  that 
the  over-riding  reason  for  participation  would  never 
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be  fear  of  legal  reprisal,  but  the  individual  physi- 
cian's desire  and  feeling  of  obligation  to  continue 
to  protect  the  best  interests  of  his  patients. 

The  intrusion  of  government  into  our  professional 
lives  will  not  be  easy  to  accept.  Many  difficulties  lie 
ahead.  A high  degree  of  leadership,  statesmanship, 
and  diplomacy,  as  well  as  maintenance  of  continu- 
ouslv  open  channels  of  communication  will  be  re- 


MR. CLIFFORD  L.  FREEHE 


Biological  Photographers  Elect  Seattle  Man 

Mr.  Clifford  L.  Freehe,  Director  of  Health  Sci- 
ences Television  and  Dental  Photography,  was 
elected  President  of  the  Biological  Photographic 
Association  at  the  annual  meeting  in  Philadelphia, 
August  16-20.  Mrs.  Ada  Cambern,  Director  of  Medi- 
cal Photography  at  Children’s  Orthopedic  Hospital, 
was  delegate  from  the  Pacific  Northwest  Chapter. 

Papers  were  presented  at  the  meeting  by  David 
J.  McIntyre,  ophthalmologist,  Bellevue,  Mr.  Jim 
McKim  of  the  University'  of  Washington  School 
of  Medicine  and  Mr.  Freehe.  Dr.  McIntyre’s  paper 
was  titled,  “Attention  to  Detail  Makes  the  Difference 
in  Ocular  Photography.” 


OBITUARIES 

dr.  john  f.  barton,  who  had  been  retired  from 
the  practice  of  ophthalmology  and  otolaryngology 
for  the  past  15  years  in  Longview,  died  October  2. 
Dr.  Barton  was  awarded  his  degree  at  the  Wash- 
ington University  School  of  Medicine  in  St.  Louis 
in  1911.  He  was  a member  of  the  American  Board 
of  Otoloaryngology  and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology. 
Dr.  Barton  was  75. 


dr.  le  roy  l.  bolton,  sr.,  general  practitioner  in 
Seattle  for  the  past  20  years,  died  September  8.  Born 
and  raised  in  Butte,  Montana,  Dr.  Bolton  was  award- 
ed his  degree  in  1927  at  St.  Louis  University  School 
of  Medicine.  He  was  62.  Death  was  due  to  pul- 
monary edema. 

dr.  william  Walter  Henderson,  who  specialized 
in  ophthalmology  and  otolaryngology  in  Spokane 


quired  so  that  we  may  fulfill  our  obligations  as 
citizens  of  a land  governed  by  laws  and  not  by 
men,  and  accomplish  these  ends  without  losing  our 
freedom,  our  initiative,  or  our  integrity. 
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for  the  past  37  years,  died  July  4.  Death  was  due  to 
uremia  and  membranous  nephrosis.  Dr.  Henderson 
received  his  degree  from  University  of  Toronto 
Faculty  of  Medicine  in  1924.  He  teas  68. 

dr.  john  a.  kahl,  55,  director  of  Group  Health 
Hospital  in  Seattle  since  1955,  died  July  18.  He  teas 
a 1935  graduate  of  the  Universtiy  of  Nebraska  Col- 
lege of  Medicine.  He  did  graduate  work  in  public 
health  at  the  University  of  Michigan  and  Johns 
Hopkins  University.  Dr.  Kahl  was  director  of  public 
health  for  the  state  for  several  years  and  had  lived 
in  Seattle  for  20  years. 

dr.  brien  t.  king,  of  Seattle,  died  August  7 of 
generalized  and  cerebrovascular  arteriosclerosis.  He 
was  78.  Ill  health  caused  his  retirement  more  than 
ten  years  ago  after  a brilliant  career  as  a surgeon 
and  specialist  in  thyroid  disease.  The  contribution 
bringing  him  the  greatest  fame  was  a muscle  trans- 
plant procedure  to  mobilize  the  arytenoids  after 
bilateral  surgical  injury  to  the  recurrent  laryngeal 
nerves.  Dr.  King  graduated  from  Vanderbilt  Uni- 
versity School  of  Medicine,  Nashville,  Tennessee, 
in  1911  and  received  his  surgical  training  in  New 
York  City.  He  was  licensed  in  Washington  in  1914. 

dr.  Walter  m.  Morgan,  a 1931  graduate  of  the 
University  of  Oregon  Medical  School,  died  August 
10  of  aspiration  pneumonia.  A veteran  of  the  First 
and  Second  World  Wars,  he  served  on  the  Kent 
Selective  Service  Board  during  World  War  11.  He 
had  been  in  general  practice  in  Kent  since  1932. 
Dr.  Morgan  teas  65. 

dr.  ralph  c.  Schaeffer,  83,  who  practiced  in  Ta- 
coma for  43  years,  died  June  13.  He  was  graduated 
from  University  of  Michigan  Medical  School  in  1908. 
He  interned  at  Tacoma’s  Northern  Pacific  Hospital. 
Dr.  Schaeffer  was  president  of  Pierce  County  Medi- 
cal Society  in  1931-1932.  He  resided  in  Lakewood 
Center.  Death  was  due  to  metastatic  carcinoma  of 
lungs,  squamous  cell  carcinoma  of  the  fingers  of 
the  left  hand,  due  to  old  x-ray  radiation  and  burns. 

DR.  CHARLES  EDMOND  TEEL,  69,  died  August  16 
of  myocardial  infarction.  He  had  lived  in  Bellingham 
where  he  teas  retired.  A 1923  graduate  of  Washing- 
ton University  School  of  Medicine  in  St.  Louis,  Dr. 
Teel  teas  certified  by  the  National  Board  of  Exam- 
iners in  1925  and  was  licensed  in  1926. 
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CLASSIFIED  ADVERTISEMENTS 


All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  20th  of  month  preceding  date  of 
issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared  in  the 
journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


GENERAL  PRACTITIONER-WANTED-Two  - man  partnership 
needs  associate  for  very  busy  office.  Excellent  opportun- 
ity for  one  who  has  had  residency  in  surgery.  Greater  Se- 
attle area  with  choice  of  hospital  facilities.  Write  Box  41-A, 
Northwest  Medicine.  500  Wall  St.,  Seattle,  Wash.  98121. 


ALLIED  PERSONNEL  OFFICES,  INC.— °ur  recruiting,  screening 
and  referral  services  can  be  of  valuable  assistance  to  you 
in  securing  the  medically  trained  person  or  situation  you 
desire.  Seattle  offices  247  Logan  Bldg.,  MA.  4-4793,  Everett 
office,  703  Medical  Dental  Bldg.,  AL.  2-3157. 


PEDIATRICIAN  & INTERNIST— Board  certified  or  eligible, 
subspecialty  training  encouraged.  The  Permanente  Clinic — 
50-man  specialty  group  associated  with  141-bed  Bess  Kaiser 
Hospital,  Portland,  Oregon.  Oregon  license  required. 
$20,000  if  eligible;  $21,200  starting  income  if  certified.  Part- 
nership after  2 years.  Insurance  benefits  and  retirement 
program.  Write  to  Peter  L.  Hurst,  M.D.,  Chief,  Dept,  of 
Pediatrics,  or  Arnold  V.  Hurtado.  M.D.,  Chief,  Dept,  of 
Medicine,  5055  N.  Greeley,  Portland,  Oregon  97217. 


PHYSICIAN  FOR  GENERAL  PRACTICE-With  a small  group 
at  Deer  Park,  Wash.  Clinic  located  in  a fully  equipped 
26-bed  general  hospital,  licensed  and  accredited.  Com- 
munity located  20  miles  north  of  Spokane.  Generous  bene- 
fits. Wonderful  year  round  recreational  area.  Write  S. 
Hiemstra,  M.D.,  Tri-County  Hospital  Association,  Box  547, 
Deer  Park,  Wash.  99006. 


GP  URGENTLY  NEEDED— By  established  group  of  GPs  close 
to  Seattle.  Call  Dr.  Andersen,  Issaquah  EX  2-6456  or  Sno- 
qualmie  Valley  Clinic,  TU  8-3352. 


GENERAL  PRACTICE  OPPORTUNITY— SEATTLE  — Associate  in 
general  practice  with  2-man  group.  Write  Box  15-B,  North- 
west Medicine,  500  Wall  Street,  Seattle,  Wash.  98121. 


OBSTETRICIAN-GYNECOLOGIST  WANTED  — Young,  board 
qualified,  to  join  well  established  9-man  group  in  thriving 
community  in  Southwest  Oregon.  Initial  salary  leading 
to  partnership.  Excellent  opportunity.  Apply  Mr.  V.  E. 
Thompson,  Manager,  Grants  Pass  Clinic,  Grants  Pass. 
Oregon  97526. 


GENERAL  PRACTITIONER  WANTED— Prefer  man  with  some 
surgical  training  and  capability  to  associate  with  general 
practitioner  in  a busy  established  practice  (16  years)  in 
Kitsap  County,  Wash.  Excellent  opportunity  for  another 
physician.  Salary  first  year,  then  increasing  percentage 
to  full  partnership.  Will  use  new  150-bed  Bremerton  Hos- 
pital. Office  well  equipped,  2,400  sq.  ft.,  four  examining 
rooms,  minor  surgery,  x-ray,  EKG,  lab,  ultra  sound,  dia- 
pulse  etc.  Population  in  the  immediate  surroundings 
25,000.  Write  Box  24,  Northwest  Medicine,  500  Wall  St., 
Seattle,  Wash.  98121. 


EXCELLENT  GP  PRACTICE,  EASTERN  WASH.-Grossing  $50,000. 
Good  hospital  and  medical  facilities.  Adequate  office 
space,  completely  equipped.  Write  Box  23-B,  Northwest 
Medicine,  500  Wall  St.,  Seattle.  Wash.  98121. 


GENERAL  PRACTITIONER  WANTED— Under  40,  military  ex- 
empt, to  join  3-man  clinic  in  Central  Washington  resort 
town  with  hospital.  Complete  facilities.  Start  on  salary, 
percentage  or  you  name  it.  Write  Box  25-B,  Northwest 
Medicine,  500  Wall  St.,  Seattle.  Wash.  98121. 


A REWARDING  GP  PRACTICE— Associate  with  another  young 
general  practitioner  in  a growing,  adult  neighborhood.  Out- 
standing office  space  and  facilities.  Dudley  W.  Houtz, 
M.D..  5702  N.  26th  St„  Tacoma,  Wash.,  98407. 


LOCATIONS  DESIRED 


YOUNG  OB-GYN  MAN— Desires  Western  Wash,  or  Oregon 
location.  Available  July  1966.  Univ.  trained,  2-yrs.  ob-gyn 
service  exp.  F.  Mecklenburg,  M.D.,  69  Arthur  S.E.,  Minne- 
apolis, Minn.  55414. 


SITUATION  WANTED— Washington  general  practitioner,  age 
50,  married,  children  grown,  tired  of  small  town,  desires 
salaried  position  in  urban  setting.  Industrial  plant,  college 
student  health  or  assistant  medical  director.  Available 
Spring  1966.  Write  Box  26-B,  Northwest  Medicine,  500  Wall 
St.,  Seattle,  Wash.  98121. 


OFFICE  SPACE 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA-Fully  serviced 
professional  offices,  from  $2.00  to  $3.50  per  sq.  ft.  annually. 
Mr.  Jack  Hayes,  Henry  Broderick,  Inc.,  MA  2-4350,  Seattle. 

PHYSICIAN'S  OFFICE-PHILOMATH,  OREGON— Only  5 miles 
from  Corvallis  Hospital.  1,500  sq.  ft.  large  waiting  room, 
general  office,  physician’s  office,  4 consultation  rooms,  lab 
and  storage  room.  Large  trading  area.  Physician  of  15 
years  has  built  a good  practice.  Mr.  L.  A.  Nystrom,  Cor- 
vallis, Oregon,  phone  753-3981. 


CLINIC  BUILDING,  KENT,  WASH.-Rapidly  growing  Lake 
Meridian  area.  Two  suites  of  1,684  total  sq.  ft.  in  new 
building.  Ample  black  top  parking.  Contact  H.  H.  Heaton, 
AL  5-6066  or  WE  5-5203. 


WANTED— General  practitioners,  internists  or  pediatricians 
for  new  locations  available  in  the  Medical  Arts  Center, 
Olympia,  Wash.  Mutual  coverage  and  sponsorship  avail- 
able in  physician  owned  Medical  Center  now  under  expan- 
sion across  street  from  only  large  hospital  in  trading  area 
of  80,000  population.  Other  specialties  considered.  Contact 
Medical  Arts  Center,  1015  W.  4th,  Olympia,  Wash.  98502. 


OFFICE  SUITE  FOR  RENT— In  modern  air-conditioned  build- 
ing. Excellent  opportunity  for  specialist.  Lab  and  x-ray 
facilities.  Close  to  two  accredited  hospitals.  Contact  Grace 
Patrick,  The  Congdon  Clinic,  Wenatchee,  Wash.  98801. 


SMALL  OFFICE  SUITE  IDEAL  FOR  CONSULTANT— In  medical 
building.  Rent  favorable.  Contact  Grace  Patrick,  The 
Congdon  Clinic,  Wenatchee,  Wash.  98801. 

MEDICAL-DENTAL  CENTER,  RICHLAND,  WASH.-G.P.  or  intern- 
ist preferred.  New  space  (940  sq.  ft.)  available.  Will  par- 
tition and  finish  to  your  requirements.  One  block  from 
Kadlec  Hospital.  Fastest  growing  industrial  area  in  North- 
west. Adjoining  suites  occupied  by  urologist,  orthopedic 
surgeons,  general  surgeons  and  several  dentists.  Contact 
V.  G.  Snyder.  D.D.S.,  712  Swift.  Richland.  Wash.  99352. 

NARROWSVIEW  PROFESSIONAL  BLDG.— TACOMA— University 
Place  district,  1,000  sq.  ft.  plus  waiting  room.  Air-condi- 
tioned. Utilities  furnished.  Will  finish  to  your  specifica- 
tions or  you  finish.  Write  Norman  R.  Hagen,  D.M.D.,  4304 
Bridgeport  Way,  Tacoma,  Wash.  98499. 


EQUIPMENT 


G.E.  MAXICON  TILT  DIAGNOSTIC  X-RAY  TABLE-With  table 
mounted  tube  stand  and  fluoroscope;  cables  and  central 
panel.  Model  Dx  stationary  tube  90  KV;  100  ma,  in  good 
condition.  Write  R.  R.  Mooers,  M.D.,  1040  W.  Harvard, 
Roseburg,  Oregon  97470. 


HEIDBRINK  ANESTHESIA  MACHINE-Ten  years  old,  Fluotec. 
Write  Box  3311,  Tacoma,  Wash.  98499. 


REAL  ESTATE 


NEWPORT,  OREGON— Fast-growing  seaport.  Off-shore  drill- 
ing. Large  ocean  frontage  luxury  home.  Gracious  living 
or  investment.  Price  below  cost.  P.  O.  Box  1415,  Newport, 
Oregon  97365. 
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directory  of  Advevtisevs 


American  Tobacco  Company 

Tareyton  Cigarettes  823 

Ames  Company,  Inc. 

Decholin-BB  881 

Baxter,  Don,  Inc. 

I.V.  Solutions/Peritoneal 

Dialysis  Pak  Insert  871-872 

Burroughs  Wellcome  & Co.,  Inc. 

Empirin  Compound  803 

Chesebrough-Pond's  Inc. 

Measurin  Insert  8 19-820-82 1-822 


Cutter  Laboratories 


Hyper-Tet 

Back  cover 

Endo  Laboratories,  Inc. 

Percodan 

809 

Geigy  Pharmaceuticals 

Persantin 

878-879 

Haack  laboratories,  Inc. 

Adipex 

818 

Lederle  Laboratories 

Stresscaps 

817 

Lilly,  Eli  and  Company 

V-CiUin  K 

826 

Merck  Sharp  & Dohme 

Cremomycin  884-885 

Morningside  Hospital 

Comprehensive  Treatment 
of  Psychiatric  Disorders  888 

Parke,  Davis  and  Company 

Chloromycetin  Inside  front  cover 

Pitman-Moore  Co. 

Novahistine-LP  812-813 

Purdue  Frederick  Company,  The 

Senokot  875 

Raleigh  Hills  Hospital 

Treatment  of  Alcoholism  888 


Ritter,  R.  A.  Co. 

Venous  Gradient 

Pressure  Supports  864 

Roche  Laboratories 

Valium  897 

Roerig,  J.  B.  and  Company 

Antivert-N  eobon  814-815 

Enarax-Heptuna  882-883 

Searle,  G.  D.  and  Company 

Pro-Banthine  824 


Shadel  Hospital,  Inc. 

Treatment  of  Alcoholism 

862 

Sherman  Laboratories 

Protamide 

807 

Smith  Kline  & French  Laboratories 

Ornade 

805 

Squibb,  E.  R.  & Sons 

Prolixin 

858 

Stuart  Company 

Stuart  Formula 

808 

Syntex  Laboratories,  Inc. 

Synalar  Solution 

816 

Trick  & Murray 

Office  Supplies 

864 

U.S.  Vitamin  & Pharmaceutical  Coro. 

C.V.P.  and  Duo-C.V.P. 

810 

Wallace  Laboratories 

Deprol  886-887 

Milt  own 

806 

Winthrop  Laboratories 

Pediacof 

874 

Tranco-Gesic 

811 

Seattle  Academy  of  Surgery — 3rd  Wed. 
bi-monthly;  Seattle  Yacht  Club 
Pres.,  Paul  O’Hallaren,  Seattle. 
Sec.,  Nicholas  Sarro,  Seattle 
Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
July,  Aug.,  Sept.,  Dec. 

Pres.,  Robert  J.  Lowden,  Seattle 
Sec.,  Glen  G.  Rice,  Seattle 

Seattle  Pediatric  Society — 3rd  Friday 
(Sept. -May),  Arctic  Club 
Pres.,  Charles  Kaplan,  Seattle 
Sec.,  Richard  Dion,  Seattle 

Seattle  Surg.  Soc. — 4th  Mon.  (Sept.- 
June)  Annual — January  28,  29,  1966, 
Olympic  Hotel 

Pres.,  Rodney  Hearne,  Seattle. 

Sec.,  J.  Garth  Mooney,  Seattle. 

Spokane  Society  of  Internal  Medicine — 
Quarterly,  Ridpath  Motor  Inn, 
Annual — March  5,  1966. 

Pres.,  Arch  Logan,  Jr.,  Spokane 
Sec.,  Roy  T.  Pearson,  Spokane 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept. -May) 

Pres.,  R.  F.  Barronian,  Tacoma 
Sec.,  Calvin  R.  Lantz,  Tacoma 

Tacoma  Surgical  Club  — 3rd  Tuesday 
(Sept.-May)  Annual — May  7,  1966 
Pres.,  Ernest  E.  Banfield,  Tacoma 
Sec.,  Wm.  W.  Mattson,  Jr.,  Tacoma 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept. -June) 
Pres.,  L.  L.  Herr,  Seattle. 

Sec.,  John  E.  Nelson.  Seattle 

Washington  Academy  of  General  Prac- 
tice— May  12-14,  1966,  Ridpath  Mo- 
tor Inn,  Spokane 
Pres.,  Elmer  Wahlberg,  Tacoma 
Sec.,  Helene  M.  Templeton,  Seattle 

Washington  State  Radiological  Society 
— Seattle,  Quarterly 

Pres.,  Kenneth  E.  Gross,  Tacoma 
Sec.,  Owen  Martin,  Seattle. 

Wash.  St.  Soc.  of  Anesthesiologists 

Pres.,  John  S.  Siverts,  Spokane 
Sec.,  Robert  C.  Dickson,  Spokane 

Wash.  St.  Soc.  of  Allergy. 

Pres.,  Paul  Van  Arsdel,  Jr..  Seattle. 
Sec.,  S.  H.  Tarica,  Seattle. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  Ralph  Foster,  Yakima 
Sec.,  G.  Douglas  Romney,  Yakima 


Meetings  OF  medical  societies 


AMA  Annual — Chicago,  June  26-30, 
1966. 

AMA  Clinical — Philadelphia,  Nov.  28 — 
Dec.  1,  1965,  Las  Vegas,  Nov.  27-30, 
1966. 

Idaho  State  Medical  Association — July 
6-9,  1966,  June  28-July  1,  1967,  Sun 
Valley. 

Medical  Society  of  United  States  and 
Mexico,  Tenth  Annual — Nov.  18-20, 

1965,  Hermisillo,  Mexico. 

Sec.,  James  Nauman,  Tucson,  Ariz. 

North  Pacific  Pediatric  Society — Spring 
Meeting  March  4-6,  1966,  Hilton 

Hotel,  Portland,  Oregon. 

Pres.,  Jack  M.  Docter,  Seattle 

North  Pacific  Society  of  Neur.  & Psy. — 
Annual — March  30-April  1,  1966. 

Pres.,  Glenn  T.  Strand,  Seattle 
Sec.,  W.  W.  Thompson,  Portland 

Northwest  Regional  Meeting,  American 
College  of  Physicians,  Oct.  28-29, 

1966,  Vancouver. 

Northwest  Rheumatism  Society 

Pres.,  John  E.  Stanwood,  Lebanon 
Sec.,  A.  C.  Jones.  Portland 
Northwestern  Medical  Association — 
Sun  Valley,  Feb.  15-18,  1966 
Pres.,  Frank  C.  Henry,  Seattle 
Sec.,  L.  H.  Garland,  San  Francisco 
Pacific  Northwest  Radiological  Society' — 
Pres.,  J.  Boyd  Roberts,  Victoria,  B.C. 
Sec.,  Willis  J.  Taylor,  Seattle 
West  Coast  Allergy  Society — 

Pres.,  James  E.  Stroh,  Seattle 
Sec.,  A.  G.  Corrado,  Richland 


OREGON 

Ore.  Acad.  Ophth.  & Otolar. — Cosmo- 
politan Motor  Hotel,  4th  Tues., 
Sept.-May 

Pres.,  R.  L.  Erickson,  Salem. 

Sec.,  S.  C.  Stenerodden,  Salem. 
Oregon  Dermatologic  Society — Portland, 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  William  J.  Hemphill,  Eugene 
Sec.,  Albert  E.  Lamer,  Portland. 
Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April, 
Oct.). 

Pres.,  Kenneth  D.  Gaver,  Salem. 
Sec.,  Wayne  M.  Pidgeon,  Portland. 


Oregon  Pathologists  Association — Port- 
land, 2nd  Friday  (Feb.,  Apr.,  Oct., 
Dec.) 

Pres.,  John  Christopher,  Salem 
Sec.,  K.  D.  McMilan,  Eugene 

Oregon  Radiological  Society — Univer- 
sity Club.  Portland,  2nd  Wednesday 
October-April 

Pres.,  J.  Robert  Lee,  Portland 
Sec.,  Robert  S.  Miller,  Beaverton 

Oregon  Society  of  Internal  Medicine 
Pres.,  Wm.  P.  Galen,  Portland 
Sec.,  Estill  N.  Deitz,  Portland 

Ore.  Soc.  Obst.  & Gynec. — Portland, 
Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.  thru  May) 

Pres.,  Martin  Sichel,  Portland 
Sec.,  J.  W.  Fergus,  Portland 

Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland 
Pres.,  Gerald  Whitlock.  Portland. 
Sec.,  Emerson  J.  Collier,  Portland. 

Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Congress  Hotel 
Pres.,  Irl  Clary,  Portland. 

Sec.,  David  Sellers,  Portland 

Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  J.  L.  Stevenson,  Jr.,  Portland. 
Sec.,  R.  J.  Meechan,  Portland. 

Portland  Surgical  Society — 4th  Tuesday 
(Sept.-May). 

Pres.,  Clare  Peterson,  Portland 
Sec.,  Wm.  R.  Sweetman,  Portland. 


WASHINGTON 

King  County  Acad.  Gen.  Pract. — 4th 
Mon.,  exc.  June,  July,  Aug.,  Dec. 
Pres.,  David  W.  Rabak,  Seattle 
Sec.,  Howard  R.  Pyfer,  Seattle 

Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct. -May)  Seattle,  Tacoma, 
or  Everett 

Pres.,  Louis  J.  Sarro,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 
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The  Somatic  Mask:  chest  pain- 
heart  disease  or  psychic  tension? 


Precordial  pain  as  well  as  tachycardia,  palpitation, 
breathlessness  and  faintness  or  arrhythmias  are  classic 
signs  of  cardiac  disease.  In  many  cases,  however,  they 
may  represent  a "somatic  mask”— a psychophysiological 
equivalent  of  psychic  tension. 

Valium  (diazepam)  reduces  the  patient’s  disturbing  psy- 
chic tension  and  helps  improve  such  related  symptoms 
as  sadness  and  feelings  of  hopelessness,  fatigue,  insom- 
nia, crying  spells  and  nervousness. 

In  prescribing:  Dosage  — Adults:  Mild  to  moderate  psycho- 
neurotic reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism, 
10  mg  t.i.d.  or  q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d. 
as  needed;  muscle  spasm  with  cerebral  palsy  or  athetosis, 
2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  1 or  2 mg/day 
initially,  increase  gradually  as  needed. 

Contraindications:  Infants,  patients  with  history  of  convulsive 
disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 


(diazepam) 


Precautions:  Limit  dosage  to  smallest  effective  amount  in 
elderly  patients  (not  more  than  1 mg,  one  or  two  times  daily) 
to  preclude  ataxia  or  oversedation.  Advise  patients  against 
possibly  hazardous  procedures  until  correct  maintenance 
dosage  is  established;  driving  during  therapy  not  recom- 
mended. In  general,  concurrent  use  with  other  psychotropic 
agents  is  not  recommended.  Warn  patients  of  possible  com- 
bined effects  with  alcohol.  Safe  use  in  pregnancy  not  estab- 
lished. Observe  usual  precautions  in  impaired  renal  of 
hepatic  function  and  in  patients  who  may  be  suicidal;  peri- 
odic blood  counts  and  liver  function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually. 

Side  effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred 
speech,  tremor  and  skin  rash;  paradoxical  reactions  (excite- 
ment, depression,  stimulation,  sleep  disturbances  and  hallu- 
cinations) and  changes  in  EEG  patterns.  Abrupt  cessation 
after  prolonged  overdosage  may  produce  withdrawal  symp- 
toms similar  to  those  seen  with  barbiturates,  meprobamate 
and  chlordiazepoxide  HCI. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  50. 


Roche  Laboratories 

Division  of  Hoffmann -La  Roche  Inc. 

Nutley,  N.J.  07110 


Human 
tetanus 
antitoxin 
that  provides 
protection 
with  far 
greater 
safety 
and  far 
fewer  units 


Hyper-Tet  is  a gamma  globulin  fraction  of  venous 
blood  from  hyperimmunized  humans  and  contains  no 
heterologous  protein.  Far  fewer  units  of  Hyper-Tet 
are  required  for  prophylaxis  than  with  equine 
or  bovine  antitoxin.  Recent  studies1"3  show  these  lower 
dosages  of  tetanus  immune  globulin  (human) 
established  protective  levels  well  above  the 
recommended  immunity  level4  for  up  to  5 weeks. 

Hyper-Tet  can  cause  none  of  the  reactions  usually 
connected  with  heterologous  antitoxins.  It  can  be 
injected  immediately.  Skin  or  conjunctival  sensitivity 
tests  should  NOT  be  given. 


The  tetanus  antitoxin 
without  horse  serum 
and  its  reactions 

Hyper-Tet™ [tetanus  immune  globulin— human] 

Hyper-Tet  is  available  in  250  unit  vials.  A 250  unit 
dose  is  now  regularly  used  in  routine  prophylactic  cases.  In 
cases  where  the  injury  is  severe  and  where  the  risk  of  potential 
tetanus  infection  is  higher,  a dose  in  excess  of  250  units  may 
be  indicated  and  antibiotic  prophylaxis  may  also  be  advisable.5 

Side  Effects  and  Precautions:  The  likelihood  of  anaphylactoid  or 
serum  reactions  due  to  intramuscular  injection  of  gamma 
globulin  is  remote.  Very  rare  serious  reactions  have  been 
reported,  however,  and  their  extreme  rarity  makes  it 
impossible  to  predict  their  occurrence.  Slight  soreness  at  and 
over  the  injection  site  may  be  noted.  Do  not  give 
intravenously.  There  are  no  known  contraindications. 

References : 1 . Rubbo,  S.  D„  and  Suri,  J.  C. : Brit.  M.J.  2 : 79  (July  14)  1 963. 

2.  Rubinstein.  H.  M.:  Am.  J.  Hyg.  76:276,  1962.  3.  McComb,  J.  A.:  New  England 
J.  Med.  270 :1 75  (Jan.  23)  1 964.  4.  Effective  tetanus  protective  level  established 
by  Sir  David  Bruce.  5.  Editorial : Tetanus  Immunization,  JAMA  161  :883,  1 956. 
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the  difference  between  cough  and  relief 

Benylin*  Expectorant 

Each  fluidounce  contains:  80  mg.  Benadryl®  (diphenhydramine  hy- 
drochloride, Parke-Davis);  12  grains  ammonium  chloride;  5 grains 
sodium  citrate;  2 grains  chloroform;  1/10  grain  menthol;  and  5 
*per  cent  alcohol. 

for  relief  of  coughs  due  to  colds  or  allergy 

PRECAUTIONS:  Persons  who  have  become  drowsy  on  this  or  other  antihista- 
mine-containing drugs,  or  whose  tolerance  is  not  known,  should  not  drive 
vehicles  or  engage  in  other  activities  requiring  keen  response  while  using  this 
preparation.  Hypnotics,  sedatives,  or  tranquilizers,  if  used  with  BENYLIN 
EXPECTORANT,  should  be  prescribed  with  caution  because  of  possible  additive 
effect.  Diphenhydramine  has  an  atropine-like  action  which  should  be  consid- 
ered when  prescribing  BENYLIN  EXPECTORANT.  PACKAGING:  Bottles  of  4 oz., 
16  oz.,  and  1 gallon.  721*5 

PARKE-DAVIS 


PARKE,  DAVIS  <*  COMPANY,  Detroit,  Mich, gen  48232 


On  Stelazine  brand  of  trifluoperazine 

she’s  calm  and  alert 


When  a tranquilizer  is  needed, 
‘Stelazine’  can  regulate  the 
level  of  anxiety  so  that  the 
patient  is  unlikely  to  overreact 
to  stress  but  is  not  tranquilized 
into  psychic  inertia.  Patients 
on  ‘Stelazine’  often  experience 
a sense  of  mental  alertness  and, 
because  they  feel  so  much  better, 
are  more  interested  in  their 
normal  activities. 

Contraindicated  in  comatose  or 
greatly  depressed  states  due  to  CNS 
depressants  and  in  cases  of  existing 
blood  dyscrasias,  bone  marrow 
depression  and  pre-existing  liver 
damage.  Principal  side  effects, 
usually  dose-related,  may  include 


mild  skin  reaction,  dry  mouth, 
insomnia,  fatigue,  drowsiness, 
dizziness  and  neuromuscular 
(extrapyramidal)  reactions. 
Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may 
also  be  observed.  Blood  dyscrasias 
and  jaundice  have  been  extremely 
rare.  Use  with  caution  in  patients 
with  impaired  cardiovascular 
systems. 

Before  prescribing,  see  SK&F 
product  Prescribing  Information. 

Photograph  professionally  posed. 


Smith  Kline  & French  Laboratories 
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Announcing 

EUTRON 

pargyline  hydrochloride  25  mg.  and  methyclothiazide  5 mg. 

for  control  of 
moderate  to  severe 
hypertension 


Unique  combination  produces  greater 
antihypertensive  effect  with  lower  doses 


Eutron  is  the  combination  in  a single  tablet 
of  25  mg.  Eutonyl  (pargyline  hydrochlo- 
ride) and  5 mg.  Enduron  (methyclothia- 
zide). This  combination  produces  greater 
therapeutic  effect  than  that  of  either  com- 
ponent used  alone.  Side  effects  may  be 
milder,  too,  as  dosages  are  generally  lower. 
The  effective  dosage  is  usually  one  tablet, 
once  daily.  Tablets  are  scored  for  greater 
dosage  flexibility. 
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Each  Eutron  tablet  contains  two  proven  antihypertensives 
in  the  ratio  shown  to  be  most  effective  in  most  patients. 
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New  EUTROIM 

extends  your  range 
of  treatment  in 
moderate  to  severe 
hypertension 


A single  product 
you  can  use  even 
in  the  presence 
of  congestive  heart 
failure  or  edema 


Eight  out  of  10  patients  respond 

In  clinical  trials,  Eutron  produced  normo- 
tension  or  a significant  reduction  in  blood 
pressure  in  eight  out  of  10  patients  studied. 
The  rationale  for  the  product  is  this: 
Eutonyl  used  alone  is  a potent  antihyperten- 
sive. Its  antihypertensive  action  is  markedly 
enhanced  by  Enduron,  a potassium-sparing 
thiazide.1 -2:1  The  combination  (Eutron) 
thus  produces  greater  antihypertensive  ef- 
fect with  lower  dosages  of  the  Eutonyl  com- 
ponent, and  milder  side  effects  may  be  seen. 


1.  Torosdag,  S.,  Schvartz,  N.,  Fletcher,  L.,  Fertig,  H., 
Schwartz,  M.  S.,  Quan.  R.  F.  B.,  and  Bryant,  J.  M., 
Pargyline  Hydrochloride  as  an  Antihypertensive  Agent 
With  and  Without  A Thiazide,  Am.  J.  Cardiol.,  12:822, 
Dec.,  1963. 

2.  Pollack,  P.  J..  Pargyline  Hydrochloride  and  Meth- 
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BP  reductions  in  the  recumbent  and  sitting  posi- 
tions often  are  nearly  as  great  as  in  the  standing. 
In  clinical  trials,  the  average  recumbent  BP 
reduction  was  36/18  mm.  Hg. 


The  average  standing  reduction  in  clinical  trials 
was  45/22  mm.  Hg.  Thus  the  difference  between 
the  standing  and  recumbent  readings  was  only 
9/4  mm.  Hg. 


Significantly  lowers 
blood  pressure  in  all 
body  positions; 
less  likelihood  of 
orthostatic  hypotension 

In  clinical  trials,  the  average  reduction  in 
standing  blood  pressure  was  45/22  mm. 
Hg.;  in  the  sitting  position  it  was  48/20 
mm.  Hg.;  and  in  the  recumbent  position, 
36/18  mm.  Hg. 

Because  Eutron  effectively  reduces  blood 
pressure  in  all  body  positions,  there  is  re- 
duced likelihood  of  orthostatic  symptoms 
or  hypotension. 

This  was  reflected  in  the  relatively  mild 
character  of  side  effects  seen  in  clinical  trials 
(see  below). 

Smooth  and  gradual  onset 

Onset  of  antihypertensive  action  is  usually 
quite  smooth.  Initial  reduction  of  systolic 
and  diastolic  readings  is  usually  seen  within 
a week  — maximum  reduction  in  seven  to 
ten  days. 

Less  troublesome 
side  effects  may  be 
seen;  frequent 
improvement  in 
“sense  of  well-being” 

Fewer  than  1%  of  patients  studied  discon- 
tinued Eutron  therapy  because  of  side  ef- 
fects. This  is  due  in  part  to  the  relatively  low 
dosage  needed  with  the  combination.  Usual 
recommended  dose  is  one  tablet  daily— that 
is,  25  mg.  Eutonyl  with  5 mg.  Enduron.  This 
is  about  half  the  usual  therapeutic  dose  of 
Eutonyl  given  alone.  As  a consequence  side 
effects  may  be  milder.  And,  as  with  Eutonyl 
given  alone,  the  patient  may  well  note  an 
increased  sense  of  well  being. 

This  is  in  distinct  contrast  to  most 
other  antihypertensive  therapy. 
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Prescribing 
information  for 

EUTROIM 


INDICATIONS:  Eutron  (pargyline  hydrochlo- 
ride and  methyclothiazide)  is  indicated  in  the 
treatment  of  patients  with  moderate  to  severe 
hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  It  is  not  recommended  for 
use  in  patients  with  mild  or  labile  hypertension 
amenable  to  therapy  with  sedatives  and/or 
thiazide  diuretics  alone. 


CONTRAINDICATIONS:  Eutron  is  contrain- 
dicated in  patients  with  pheochromocytoma, 
advanced  renal  disease,  paranoid  schizophre- 
nia and  hyperthyroidism.  Until  further  expe- 
rience is  gained  it  cannot  be  recommended 
for  use  in  patients  with  malignant  hyperten- 
sion, children  (under  12  years  of  age),  or 
pregnant  patients. 

The  concomitant  use  of  the  following  is 
contraindicated:  other  monoamine  oxidase  in- 
hibitors; parenteral  forms  of  reserpine  or 
guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine 
and  amitriptyline,  or  similar  antidepressants; 
methyldopa.  A drug-free  interval  of  two  weeks 
should  separate  therapy  and  use  of  these 
agents. 


WARNINGS:  Pargyline  hydrochloride  is  a 
monoamine  oxidase  inhibitor.  Patients  should 
be  warned  against  eating  cheese,  and  using 
alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When 
it  is  necessary  to  administer  alcohol,  narcotics 
(notably  meperidine),  antihistamines,  anesthet- 
ics, barbiturates  and  other  hypnotics,  sedatives, 
tranquilizers,  or  caffeine,  these  agents  can  be 
used  cautiously  at  a dosage  of  V4  to  Vs  the 
usual  amount.  Avoid  parenteral  administra- 
tion where  possible.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Patients  should  be  warned  about  the  possi- 
bility of  postural  orthostatic  hypotension. 
Those  with  angina  or  other  evidence  of  cor- 
onary disease  should  not  increase  physical 
activity.  Pargyline  may  lower  blood  sugar. 
Potassium  depletion  is  unlikely  at  the  recom- 
mended dosage,  but  if  it  occurs,  adjust  dosage 
or  withdraw  or  provide  added  natural  food 
sources  of  potassium;  potassium  tablets  should 
be  avoided  wherever  possible,  as  bleeding  or 
obstructive  ulceration  of  the  small  bowel  has 

SI  22 14 


been  associated  with  their  use;  potassium 
levels  should  be  especially  watched  if  the  pa- 
tient is  on  digitalis  or  steroids,  or  if  hepatic 
coma  is  impending. 


PRECAUTIONS:  When  determining  the  anti- 
hypertensive effect  of  Eutron,  blood  pressure 
should  be  measured  while  the  patient  is  stand- 
ing. Use  with  caution  in  hyperactive  or  hyper- 
excitable  persons.  Such  persons  may  show  in- 
creased restlessness  and  agitation.  Withdraw 
drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  in- 
creasing drug  effects  or  elevation  of  BUN 
and  other  evidence  of  progressive  renal  fail- 
ure; withdraw  drug  if  such  alterations  persist 
and  progress.  Pargyline  has  not  been  shown 
to  cause  damage  to  body  organs  or  systems. 
As  with  all  new  drugs,  complete  blood  counts, 
urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  The  drug  should  be 
used  with  caution  in  patients  with  liver  dys- 
function. With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual 
fields,  and  fundi. 

Elevated  blood  urea  nitrogen,  serum  uric 
acid  or  blood  sugar  are  possibilities  attribut- 
able to  the  methyclothiazide  in  Eutron.  Me- 
thyclothiazide may  also  reduce  arterial  re- 
sponse to  pressor  amines.  Blood  dyscrasias, 
including  thrombocytopemia  with  purpura, 
agranulocytosis  and  aplastic  anemia,  have  been 
seen  with  thiazide  drugs. 


SIDE  EFFECTS:  The  use  of  pargyline  may 
be  associated  with  orthostatic  hypotension. 
Mild  constipation,  slight  edema,  dry  mouth, 
sweating,  increased  appetite,  arthralgia,  nausea 
and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed 
ejaculation,  rash,  and  purpura  have  been  en- 
countered with  pargyline.  Hyperexcitability,  in- 
creased neuromuscular  activity  (muscle  twitch- 
ing) and  other  extra-pyramidal  symptoms  have 
been  reported.  Drug  fever  is  extremely  rare. 
Congestive  heart  failure  has  been  reported  in 
a few  patients  with  reduced  cardiac  reserve. 
Nocturia  has  been  observed  with  the  combina- 
tion. If  side  effects  persist,  despite  hhmm 
symptomatic  therapy  or  reduction  1 

of  the  dose,  discontinue  the  drug. 
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CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


From  London 

EDITOR,  NORTHWEST  MEDICINE: 

I am  enclosing  two  items  from  the  London 
Times  today.  Yon  can  see  that  the  English  M.D.— 
especially  the  G.P.— is  in  for  a hard  time— and,  alas, 
England  is  too. 

In  talking  with  older  G.P.’s,  and  especially  their 
wives,  I think  that  this  trouble  is  much  more  serious 
than  government  medicine. 

The  G.P.  work  has  increased  about  three  times. 
His  patients  are  more  demanding  and  less  under- 
standing. The  milk  of  human  kindness  seems  to  be 
drying  up  as  his  patients  who  receive  their  medical 
care  from  other  people’s  taxes  demand  petty  services 
day  and  night.  Then  if  there  is  a mistake  or  mis- 
understanding, the  doctor  is  judged  by  a panel  the 
members  of  which  do  not  comprehend  his  problems. 
There  is  no  Magna  Carta  for  the  M.D. 

Little  wonder  they  do  not  have  enough  doctors— 
and  when  the  present  and  older  generations  of 
M.D.’s  have  gone  there  will  be  a change.  I expect 
England  will  always  be  able  to  get  some  doctors 
in  spite  of  the  temper  of  the  times— but  it  will  not 
be  quite  the  same. 

We  spent  six  weeks  in  Scotland,  England  and 
Wales.  Everyone  has  been  pleasant  and  courteous— 
a wonderful  time.  We  leave  tomorrow  for  France, 
Germany,  Austria,  Greece  (with  a seven-day  boat 
trip  among  Grecian  Islands)  then  Jugoslavia,  Italy 
and  home.  Dorothy  sends  her  regards  along  with 
mine. 

DAVID  METHENY,  M.D. 

London,  England 

news  item 

Britain’s  23,000  family  doctors  will  know  next 
week  details  of  the  new  charter  for  their  service. 
After  seven  moths  of  negotiation  between  the 
British  Medical  Association  and  the  Ministry  of 
Health  the  document  is  almost  complete. 

Final  details  will  be  discussed  with  Mr.  Robinson, 
the  Minister,  tomorrow.  The  “new  deal”,  as  Mr. 
Robinson  has  called  it,  will  be  considered  by  the 
B.M.A.’s  General  Medical  Services  Committee  next 
Tuesday  and  by  the  council  of  the  association  the 
next  day.  It  will  then  be  decided  whether  to  call  a 
representative  meeting  of  general  practitioners  to 
consider  the  proposals  or  to  take  a referendum. 

The  new  contract  will  also  have  to  be  referred  to 
the  Review  Body  on  Doctors’  and  Dentists’  Remun- 


eration for  pricing,  so  doctors  will  have  to  wait  for 
some  months,  possibly  until  next  spring,  before  they 
will  know  exactly  what  the  new  contract  means  in 
terms  of  individual  remuneration. 

editorial 

Doctors  under  Stress 

Within  the  next  week  Britain’s  family  doctors 
should  have  before  them  the  report  of  their  profes- 
sion’s negotiators  with  the  Minister  of  Health  on 
their  future  conditions  of  employment  in  the 
Health  Service.  This  will  not,  of  course,  be  the  end 
of  the  matter.  The  report  must  be  presented  to  the 
full  negotiating  body  of  the  British  Medical  As- 
sociation and  also  to  its  council.  The  individual 
members  of  the  association  will  be  able  to  read  it  in 
the  light  of  the  advice  of  these  two  bodies  and  in  due 
course  they  may  express  their  view  either  by 
referendum  or,  through  delegation,  in  a special 
representative  meeting. 

The  review  body  on  doctors’  and  dentists’  remun- 
eration will  be  required  to  put  figures  to  the  con- 
tract proposed  in  the  agreement.  The  costing  may- 
or may  not  please  the  profession,  even  when  the 
review  body  itself  has  agreed  to  disregard  the 
considerations  which  led  it  to  say  at  the  beginning 
of  this  year  that  doctors  are  not  significantly  under- 
paid. At  almost  any  point  in  this  stately  minuet, 
progress  towards  agreement  may  be  upset  by  sallies 
from  militant  minorities.  Such  a sally  put  a charge 
for  consultation  into  the  profession’s  programme  in 
July,  at  a speed  which  must  have  left  their  leader’s 
dizzy. 

The  sheer  ponderousness  of  the  argument  and  its 
inordinate  length  can  hardly  be  laid  at  the  door  of 
the  Ministry  of  Health  or  of  the  review  body.  It  can 
well  be  believed  that  many  of  the  doctors  who  have 
loudly  and  bitterly  expressed  their  grievances  are 
anxious  to  work  for  a better  and  more  efficient 
health  service,  just  as  easily  as  it  can  be  believed 
that  an  even  more  rancorous  minority  long  to  see 
it  broken.  But  if  agreement  is  finally  reached,  and 
that  would  seem  likely  to  be  in  the  early  spring 
rather  than  before,  the  individual  members  of  the 
British  Medical  Association  might  turn  their  reform- 
ing attentions  to  their  own  constitution  and  rules 
of  procedure.  In  the  past  year  it  has  produced  results 
little  short  of  anarchy. 

In  the  meantime  the  profession  can  claim  to  have 
achieved  much  for  the  family  doctor.  He  has  already 
had  substantial  promises  of  help  with  the  direct 
payment  of  staff  to  assist  him  in  his  practice,  and 
an  assurance  of  legislation  to  set  up  an  independent 
corporation  to  make  loans  for  premises.  The  report 
next  week  can  reasonably  be  expected  to  contain  a 
study  of  different  ways  of  paying  the  family  doctor 
which  have  been  canvassed  since  the  profession 
suddenly  revolted  against  the  pool  system  earlier 
this  year. 

Yet  it  should  not  be  forgotten  that  there  are  other 
branches  of  the  health  service.  The  hospitals  and 
their  staffs  complain,  and  with  some  justice,  that 
they  also  are  underpaid  and  overworked.  A claim 
for  higher  salaries  must  be  expected  from  this 
quarter  also.  In  its  own  context  this  may  be  seen 
as  reasonable.  Many  allowances  can  be  made  for 
the  feelings  of  doctors  about  the  relatively  slow 
increase  in  expenditure  on  a health  service  dealing 

Continued  on  page  912 
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new  from  Ames 
5 basic  uro-analytical 
facts  in  30  seconds 


Labstix 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive”  may  enable  you  to  detect 
hidden  pathology  — long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are: 

pH  — values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  - provides  a “Yes-or-No”  answer  for  urine  "sugar  spill.” 

Ketones-detects  ketone  bodies  in  urine  — both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood— specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 


Available:  Labstix  Reagent  Strips,  bottles  of  100  (color  charts 
are  supplied  with  each  bottle). 


Ames  Company,  Inc.,  Elkhart,  Indiana  am 
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DEDICATED  LEADERSHIP  IN  FLUID  THERAPY 


K >«  v*c#i"; 

ISOIYTE  M 

“■’UWIStTO 

^dextrose 


"C  v*eo1'1'*' . 

'SOlYTE  G 


FOR  COMPLETE  ELECTROLYTE  THERAPY 


ISOLYTE® 
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K+ 
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ISOLYTE  M,  Maintenance  with  5% 
Dextrose,  for  adults  and  older  children 

50 

40 
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ISOLYTE  P,  Pediatric  Maintenance,  for 
infants  and  younger  children 

50 

25 

20 

_ 
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22 
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3 
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350 

ISOLYTE  E,  Extracellular  Replacement  in 
Water.  For  replacement  of  intravascular, 
interstitial,  transcellular  losses  other 
than  gastric 

140 

10 

5 

3 

103 

47 

8 

10 

320 

ISOLYTE  E.  with  5%  Dextrose 

50 
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10 

5 

3 

- 
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- 
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8 

- 

180 

570 

ISOLYTE  G,  Gastric  Replacement  with 
10%  Dextrose 
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63 

17 

_ 



70 
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800 

ISOLYTE  R,  Replacement  Solution,  with 
5%  Dextrose 

50 

40 

16 

5 

3 

_ 

40 

12 

12 

— 

— 
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380 

DON  BAXTER,  GLENDALE.  CALIFORNIA 


When  doctors  talk  to  doctors 


"Multivitamin  formulas? — well  there's  Stuart 
Formula  and  — ah,  some  others  that  came 
along  that  are  just  like  it,  more  or  less." 


"Drops  for  a child  his  age??  Put  him  on  Stuart 
Formula  liquid — my  kids  take  it  every  day." 


"Why,  I can't  see  where  this  is  any  better  than 
Stuart  Formula,  even  if  the  capsule  is  three 
colors.” 


"Where  can  you  get  a decent  liquid  multivitamin 
that's  not  part  muscatel? — Stuart  Formula  has 
a liquid.  I don't  know  off-hand  who  else  puts 
one  out  that  is  as  complete." 


"Why  don't  you  try  prescribing  a physician's 
vitamin  formula — Stuart  Formula?  Once  his  nu- 
tritional status  is  improved,  he  won’t  need  all 
that  door-to-door  food-fad  nonsense." 


Give  them  any  sample  you’ve  got,  but  first  "Take  him  off  the  yogurt!  Put  him  on  Stuart 
check  to  see  if  we  have  any  Stuart  Formula."  Formula — you  can  be  sure  it’s  complete.” 


"The  doctor  is  too  busy  today.  See  you  next 
trip.  But  could  you  leave  some  Stuart  Formula 
for  us?” 


'Jj'Stuart 

formula 

Multivitamin- Mineral  Maintenance  Therapy 


prescribe  it! 


The  Stuart  Company 

Pasadena,  California 

Division  of  Atlas  Chemical  Industries,  Inc. 
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with  an  expanding  population.  The  facts  are,  how- 
ever, that  the  medical  schools  will  be  unable  to 
alleviate  a general  shortage  of  doctors  until  the  next 
decade.  Until  that  can  be  done  (and  there  is  little 
doubt  that  it  will  be  done,  for  medicine  has  lost 
none  of  its  attractiveness  to  the  undergraduate)  the 
stresses  will  remain.  Even  so,  when  the  new  contract 
is  priced,  the  profession  should  accept  it.  If  they 
do  not,  the  Government  must  dig  its  heels  in. 

Looking  Ahead 

EDITOR,  NORTHWEST  MEDICINE: 

Your  excellent  editorial  in  the  recent  issue  of 
northwest  medicine  was  read  with  a great  deal 
of  interest.  I note  the  analysis  presented  to  the 
Washington  State  Medical  Association  meeting  in 
Seattle  was  entitled  “Looking  Ahead.  As  I read, 

I wondered  if  the  look  was  somewhat  too  far  afield 
and  ignored  a local  problem  of  great  immediate 
concern  to  the  basic  unity  of  the  Washington  State 
Medical  Association. 

For  years  the  delegates  from  the  societies  of 
the  smaller  counties  have  requested  help  on  a 
Statewide  basis  to  obtain  a more  equitable  distri- 
bution in  the  problem  of  Welfare  Medical  care 
funds,  yet  this  is  always  apparently  ignored  or 
lightly  considered.  Let  me  explain  briefly  the 
problems  of  my  personal  experience  in  Chelan 
County. 

We  do  not  have  County  Hospitals  in  Eastern 
Washington  such  as  King  and  Pierce  Counties  do. 
These  hospitals  are  supported  by  budgets  direct 
from  State  monies.  We  are  requested  to  care  for 
our  Welfare  problems  through  private  hospitals  at 
fixed  fees  and  are  paid  only  60%  of  that  fee.  A 
delivery  of  a Welfare  patient  or  one  on  A.D.C.  is 
scheduled  at  $75.00.  This  includes  9 months  plus 
6 weeks  care,  60  per  cent  of  this  is  $45.00.  This 
is  only  one  example  of  the  inequality'  I am  concerned 
about.  Another  is  the  care  of  transient  patients  who 
do  not  come  under  State  assistance  due  to  their 
length  of  time  in  residence.  It  is  not  uncommon  for 
a hospital  in  our  area  to  see  35  to  50  patients  of 
this  nature  on  a week-end,  including  such  prob- 
lems as  fractures,  laceration,  and  serious  illnesses 
and  injuries,  yet  neither  the  hospital  nor  the  physi- 
cian can  recover  anything  for  the  care  rendered. 
This  is  opposed  to  King  and  Pierce  Counties  where 
the  County  Hospitals  with  interns  and  resident  staff 
take  care  of  these  patients. 

It  would  be  hoped  that  the  increased  scope  of 
activity  allowed  by  an  increase  in  dues  would 
allow  a more  vigorous  approach  to  this  current 
and  long  standing  problem.  Let’s  not  sacrifice  solu- 
tion of  this  problem  within  our  State  while  working 
on  Federal  incursions  into  health  care.  Precedents 
established  within  our  state  and  applied  to  only  the 
smaller  counties  now  may  become  the  standard  by 
which  statewide  programs  will  be  judged  and  all 
of  our  members  will  be  concerned.  Such  an  approach 
cannot  fail  to  produce  a stronger  and  more  effective 

Continued  on  page  919 


DEPROE 

meprobamate  400  mg.  + 
benactyzine  hydrochloride  1 mg. 

Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— Careful  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate—  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 
<$/.  Wallace  Laboratories  / Cranbury,  N.  J. 
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a logical  first  choice 

FOR  DEPRESSION 

plicated  by  anxiety,  tension,  insoiii  iia, 
agitation  or  rumination. 

• Acts  rapidly. 

• at  recommended  dosage  infrequent, 

usually  easily  controlled.  ' 


ANNOUNCING 


• • • 


The  First  of  a Chemically  New  Generation  of  Compounds 


NEW,  highly  effective  anti-anxiety  agent  offers 
exceptional  separation  between  effective  dose  and 
side-effective  dose 


Maintains  patients’  functional  capacity  by  relieving 
symptoms  without  producing  disruptive  psychomotor 
incoordination 


WYETH  LABORATORIES,  Philadelphia,  Pa. 
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Flexible  dosage  permits  broad  and  effective  clinical  application  with 

$ 

minimal  risk  of  therapy-disrupting  reactions 

Clinical  studies  have  demonstrated  the  value  of  Serax  in  a wide  variety  of  emotional  disorders 
associated  with  anxiety  in  both  elderly  and  younger  patients  as  well  as  in  the  presence  of 
organic  disease. 


Clinical  Results  Typical  of  Those  in  Over  4000  Patients* 


Diagnosis 

No. 

Age 

Results 

Side  Effects 
(therapy-interrupting) 
(other) 

Various,  all  related  to  anxiety  or  stress1 

300 

11-83 

Excellent-Good:  92.4% 

6 

21 

Chiefly  psychoneurosis  with  primary  symptoms  of  anxiety 
and  tension;  secondary  symptoms  of  depression, 
lethargy,  irritability,  agitation,  insomnia,  conversion  re- 
action, obsessive  thinking,  compulsive  behavior,  phobic 
reactions.2 

35 

13-78 

Marked-Adequate:  74% 

0 

2 

Chronically  ill— chiefly  arteriosclerosis  accompanied 
by  psychoneurosis.3 

148 

33-89 

Excellent-Moderate;  87% 

1 

3 

Anxiety  reaction,  primarily  associated  with  serious 
organic  disorders.4 

81 

20-79 

Excellent-Good : 84% 

1 

11 

Predominantly  psychoneurotic.  Some  psychotic  patients, 
for  whom  Serax  is  not  indicated,  were  included.5 

94 

16-73 

Excellent-Moderate:  69% 

7 

10 

•Case  information  on  file,  Wyeth  Laboratories.  Submitted  to  United  States  Food  and  Drug  Administration  for  evaluation  of  efficacy  and  safety. 


Specific  action,  high  index  of  safety  predicted  by  pharmacologic  data 


The  low  toxicity  of  Serax,6'7  especially  as 
contrasted  with  other  benzodiazepines,8  is 
clearly  indicated  by  the  acute  LD60  (p.o.)  as 
determined  in  mice.  Minimum  potential  for 
ataxia  and  sedation  at  “therapeutic”  dosage 
levels  is  shown  by  the  high  Serax  dosage  re- 
quired to  produce  incoordination  in  mice9  as 
opposed  to  the  low  dosage  required  to  over- 
indications: Serax  is  indicated  for  the  management  and 
control  of  anxiety,  tension,  agitation,  irritability  and 
related  symptoms  commonly  seen  in  patients  with  a 
diagnosis  of  psychoneurotic  reaction,  psychophysiological 
reaction,  personality  disorder,  or  in  patients  with  under- 
lying organic  disease. 

Anxiety  associated  with  depression  is  also  responsive  to 
Serax. 

Serax  has  been  found  particularly  useful  in  the  manage- 
ment of  anxiety,  tension,  agitation  and  irritability  in 
older  patients. 

Alcoholics  with  acute  tremulousness,  inebriation  or  with 
anxiety  associated  with  alcohol  withdrawal  are  responsive 
to  Serax  therapy. 

Precautions:  Hypotensive  reactions  are  rare,  but  use  with 
caution  where  complications  could  ensue  from  a fall  in 
blood  pressure,  especially  in  the  elderly.  Carefully  super- 
vise dose  and  amounts  prescribed,  especially  for  patients 
prone  to  overdose  themselves;  excessive,  prolonged  use 
in  susceptible  patients  (alcoholics,  former  addicts,  etc.) 
may  result  in  dependence  or  habituation.  Reduce  dosage 
gradually  after  prolonged  excessive  dosage  to  avoid 
possible  epileptiform  seizures.  Caution  patients  against 
driving  or  operating  machinery  until  absence  of  drowsiness 
or  dizziness  is  ascertained.  Warn  patients  of  possible  reduc- 
tion in  alcohol-tolerance.  Safety  for  use  in  pregnancy  has 
not  been  established. 

Not  indicated  in  children  under  6 years;  absolute  dosage 
for  6 to  12  year-olds  not  established. 

Side  Effects:  Therapy-interrupting  side  effects  are  rare. 
Transient  mild  drowsiness  is  common  initially;  if  per- 
sistent, reduce  dosage.  Dizziness,  vertigo  and  headache 


come  Metrazol®-induced  convulsions.  Among 
the  benzodiazepine  series  of  compounds, 
anti-convulsant  and  anti-anxiety  activity 
appear  to  be  well  correlated.8’10 


Serax 

Chlordiazepoxide 

Diazepam 

LD50  (mg. /Kg.) 

>5000 

620 

720 

Safety  Margint 

8.3 

2.4 

4.8 

t Side  Effective  Dose  h-  Effective  Dose 


have  also  occurred  infrequently;  syncope,  rarely.  Mild 
paradoxical  reactions  (excitement,  stimulation  of  affect) 
have  been  reported  in  psychiatric  patients.  Minor  diffuse 
rashes  (morbilliform,  urticarial  and  maculopapular), 
nausea,  lethargy,  edema,  slurred  speech,  tremor  and 
altered  libido  are  rare  and  generally  controllable  by  dosage 
reduction.  Although  leukopenia  and  hepatic  dysfunction 
have  been  reported,  direct  correlation  with  Serax  therapy 
is  uncertain  (periodic  blood  counts  and  liver  function 
tests  are  advised).  Ataxia,  reported  rarely,  does  not  appear 
related  to  dose  or  age. 

These  side  reactions,  noted  with  related  compounds,  are 
not  yet  reported : paradoxical  excitation  with  severe  rage 
reactions,  hallucinations,  menstrual  irregularities,  change 
in  EEG  pattern,  blood  dyscrasias  (including  agranulo- 
cytosis), blurred  vision,  diplopia,  incontinence,  stupor, 
disorientation,  fever,  euphoria  and  dysmetria. 

Contraindications:  Previous  hypersensitivity  to  Serax; 
psychotic  states. 

Availability:  Capsules  of  10,  15  and  30  mg.  oxazepam. 

1.  Warner,  R.S.:  Scientific  exhibit,  American  Academy  of  General 
Practice,  San  Francisco,  April  12,  1965.  2.  Gilbert,  M.M.:  In- 
ternal. J.  Neuropsychiat.,  In  press.  3.  Chesrow,  E.J.;  Kaplitz,  S.E.; 
Vetra,  H.;  Breme,  J.T.,  and  Marquardt,  G.H. : Clin.  Med.  72:1001 
(June)  1965.  4.  Merlin,  H.:  In  manuscript.  5.  Krakowski,  A.J.: 
Psychosomatics  6:26  (Jan. -Feb.)  1965.  6.  Childress,  S.J.,  and 

Gluckman,  M.I.:  J.  Pharm.  Sci.  53:577  (June)  1964.  7.  Smith, 

T.H.F.;  Owen,  G.,  and  Agersborg,  H.P.K.,  Jr. : Presented  at  Society 
of  Toxicology,  Williamsburg  meeting,  March  1964.  8.  Randall, 

L.O.;  Heise,  G.A.;  Schallek,  W. ; Bagdon,  R.E.;  Banziger,  R.; 
Boris,  A.;  Moe,  R.A.,  and  Abrams,  W.B.:  Current  Therap.  Res. 
3:405  (1961).  9.  Gluckman,  M.I.,  and  Baum,  T.:  In  manuscript. 
10.  Sternbach,  L.H.,  et  al.,  in  Gordon,  M.  (Ed.):  Medicinal 
Chemistry,  Vol.  4-1,  Psychopharmacological  Agents,  New  York, 
Academic  Press,  1964,  pgs.  137-224. 
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What  does  it  take 
to  see  her  through 
those  critical  early  months 
of  oral  contraception? 


Contraindications:  Thrombophlebitis  or  pulmonary 
embolism  (current  or  past);  cardiac,  renal  or  hepatic 
dysfunction;  carcinoma  of  the  breast  or  genital  tract; 
pregnancy;  severe  depression.  Precautions:  When 
lactation  is  desired,  withhold  Norinyl  until  nursing 
needs  are  established.  Existing  uterine  fibroids  may 
increase  in  size.  In  metabolic  or  endocrine  disorders 


careful  clinical  preevaluation  is  indicated.  If  liver  or 
endocrine  function  tests  are  indicated,  withhold 
Norinyl  prior  to  tests.  Patients  with  a history  of  epi- 
lepsy, migraine  or  asthma  require  careful  observa- 
tion. Thus  far  no  deleterious  effect  on  pituitary, 
ovarian,  adrenal  or  uterine  function  has  been  noted; 
however,  long-range  possible  effect  on  these,  and 
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What  it  takes 


the  Norinyl  2mg.  regimen  provides 


patient 
and  physician 
confidence 


Virtually  100%  effectiveness... Norethindrone,  an 
original  development  of  Syntex,  is  the  most  widely 
researched  progestational  agent  available  for  oral 
contraception.  No  pregnancies  have  been  reported 
when  the  agent  is  used  as  directed. 


fewest  possible 
side  effects 


Low  incidence  of  BTB  and  spotting,  nausea  and 
amenorrhea  to  minimize  side  effect  problems  and 
assure  maximum  patient  cooperation. 


a 


no  confusion 
about  dosage 


An  unbreakable  “confusionproof”  package  that 
makes  it  easy  for  patients  to  adhere  to  the  prescribed 
dosage  schedule;  tablets  individually  sealed  and 
numbered  from  1 through  20; 
monthly  calendar  enables 
patient  to  keep  a record  of 
dosage  by  day  and  corre- 
sponding tablet  number. 


well-informed 

patient 


An  informative  64-page 
purse-size  book  for  full  pa- 
tient understanding  and 
cooperation.  Available  in 
quantities  on  your  request. 


tablets 


(norethindrone  2 mg.  c mestranol  w 0.1  mg.) 

for  what  it  takes  to  see  her  through 


other  organs,  must  await  more  prolonged  observa- 
tion. Side  Effects:  Changes  in  the  menstrual  cycle, 
symptoms  resembling  early  pregnancy,  weight  gain, 
nausea,  headache,  dizziness,  nervousness  and  irri- 
tability. Dosage  and  Administration:  One  Norinyl  Tab- 
let orally  for  20  days,  commencing  on  day  5 through 
and  including  day  24  of  the  menstrual  cycle.  (Day  1 


is  the  first  day  of  menstrual  bleeding.)  Availability: 
Dispensers  of  20  and  60  tablets;  bottles  of  100. 


norethindrone — an  original  steroid  from 


SYNTEX  E3 
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r . tell  your  patients: 


iS  it  were 


it  would  have 

no  imitators 


to  your  patients’  good  health! 


nOf^ 


FLORIDA  CITRUS  COMMISSION,  LAKELAND,  FLORIDA 


Continued  from  page  912 

State  Medical  Association  to  participate  in  the  “Look- 
ing Ahead”  to  the  problems  covered  in  your  editorial. 

Sincerely, 

J.  H.  BEALL,  M.D. 

Lake  Chelan  Clinic 
P.O.  Box  368 
Chelan,  Washington  98816 

Use  of  White  Space 

EDITOR,  NORTHWEST  MEDICINE: 

The  more  and  more  that  I read  northwest 
medicine,  the  more  I find  myself  defending  it  as 
my  magazine.  This  is  how  it  should  be  for  those  of 
us  in  the  Northwest.  I am  so  pleased  with  your 
inclusion  regularly  of  medical  school  and  private 
practitioner  authors. 

This  morning  I was  reading  from  Delbert  Ober- 
teuffer’s  “Journal  of  School  Health”.  Del  is  Pro- 
fessor Emeritus  of  Health  Education  at  Ohio  State 
University,  but  born  and  raised  a Northwesterner, 
This  was  the  November,  1965  issue.  The  article  was 
titled,  “THE  FOLLOW-UP  ON  VISION  SCREEN- 
ING” (Helen  Gibbons,  M.A.)  and  a paragraph 
struck  me  as  being  very  pertinent  to  relations  of 
school  peoples  and  the  private  practitioner  of  medi- 
cine. It  read: 

“Regardless  of  how  well  planned  or  how  well 
organized  a screening  program  is,  there  will  be 


over-referrals.  If  the  doctors  know  about  the  vision 
screening  progam,  they  will  know  how  to  explain  to 
parents  a case  of  over-referral,  stressing  the  need  for 
regular  eye  examination  (as  of  general  physical 
examination),  rather  than  merely  indicating— as  we 
know  happens  occasionally— that  examination  was 
not  needed.  This  would  result  in  a positive  prevent- 
ive measure,  not  create  a doubt  as  to  the  worth  of 
the  vision  screening  program.” 

Then,  I saw  in  the  October  northwest  medicine 
page  749  nearly  an  entire  half  page  BLANK.  How 
about  it.  Herb?  Do  you  think  the  readers  would  like 
to  be  helped  by  an  occasional  note  from  another 
discipline  that  relates  to  medicine?  I do. 

With  kindest  personal  regards, 

Very  truly  yours, 

JOHN  F.  ABELE,  M.D. 

741  Medical  Arts  Bldg. 

Portland,  Oregon  97205 
In  publishers’  jargon  the  blank  half  page  would 
be  known  as  white  space.  Sometimes  white  space 
is  used  deliberately  for  emphasis  or  for  added 
attractiveness.  It  is  not  without  beauty.  At  times, 
such  as  in  the  October  issue,  it  is  left  unadorned, 
either  by  a contrived  space  waster  called  a dingbat, 
or  by  lines  of  type  that  may  or  may  not  have  the 
beauty  of  fine  English  prose.  We  prefer  the  latter 
for  white  space  such  as  mentioned  by  Dr.  Abele 
and  shall  be  happy  to  have  contributions  from  others 
who  also  read  widely.  Ed. 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRADE  MARK  <$) 


things  go 

better,! 

^with 

Coke 
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Intragastric  photography  studies' 


A/  E.  B.,  male,  age  48.  Normal  antral  contraction. 
Pyloric  opening  is  not  seen.  It  is  difficult  to  differ- 
entiate a deep  prepyloric  contraction  from  a "py- 
loric fleurette”  or  true  pylorus. 


B/Same  subject  after  6 mg.  of  propantheline  bro- 
mide intravenously;  antral  contractions  ceased. 
The  pyloric  orifice  remained  open  and  was  easily 
identified.  Better  visualization  of  the  antrum  was 
also  obtained. 


Now  you  can  see  Pro-Banthlne  at  work 

(propantheline  bromide) 


Pro-Banthlne  is  so  effective  in  anticholin- 
ergic action  that  it  may  be  employed  in 
visualizing  the  entire  pyloric  region. 

In  addition  to  the  intragastric  photo- 
graphs, ciijegastroscopic  studies2  have 
demonstrated  graphically  not  only  its 
effectiveness  but  the  superiority  of  Pro- 
Banthlne  over  belladonna  alkaloids. 

Pro-Banthlne  produced  complete  cessa- 
tion of  gastric,  antral  and  pyloric  motor 
activity  with  a dose  of  6 mg.  intrave- 
nously. This  is  approximately  one-third 
the  usual  oral  dose  of  15  mg. 

Atropine  at  full  normal  dosages  did  not 
produce  such  cessation.  It  required  dou- 
ble the  usual  oral  dose  of  atropine,  0.8 
mg.  intravenously,  to  duplicate  the  aper- 
istaltic  action  of  Pro-Banthlne.  This  dose 
of  atropine  produced  pronounced  discom- 
fort and  tachycardia  with  ventricular 
rates  as  high  as  150  per  minute. 

It  is  this  pharmacologic  superiority  of 


Pro-Banthlne  which  has  made  it  the  most 
widely  prescribed  anticholinergic  in  such 
conditions  as  peptic  ulcer,  functional  hy- 
permotility, irritable  colon,  pylorospasm 
and  biliary  dyskinesia. 

Dosage  —The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15  mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many  as 
two  tablets  four  to  six  times  daily.  Pro-Banthine 
(brand  of  propantheline  bromide)  is  supplied  as 
tablets  of  15  mg.,  as  prolonged-acting  tablets  of 
30  mg.  and,  for  parenteral  use,  as  serum-type 
ampuls  of  30  mg. 

Side  Effects  and  Contraindications-Urinary  hesi- 
tancy, xerostomia,  mydriasis  and,  theoretically, 
a curare-like  action  may  occur.  The  drug  is  con- 
traindicated in  patients  with  glaucoma  or  severe 
cardiac  disease. 

1.  Barowsky,  H.;  Greene,  L.,  and  Bennett,  R.:  Investi- 
gators’ Clinical  Report.  Photographs  courtesy  of  Drs.  H. 
Barowsky,  L.  Greene  and  R.  Bennett. 

2.  Barowsky,  H.;  Greene,  L.,  and  Paulo,  D.:  Paper  read 
at  Meeting  of  American  Society  for  Gastrointestinal 
Endoscopy,  Montreal,  Canada,  May  25-27,  1965. 
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EDITORIAL 


What  Is  a Nurse ? 


If  this  question  could  be  resolved  or  if  this  term 
could  be  defined,  many  questions  that  are 
troubling  both  doctors  and  nurses  could  be 
answered. 

The  nursing  profession  is  in  an  extreme  state 
of  flux,  and  the  reason  lies  in  the  many  types 
of  nurses  that  are  included  in  the  broad  category, 
ranging  from  the  nurse  with  a Ph.D.  to  the 
hospital  aid.  There  are  nurses  with  college  de- 
grees, nurses  with  hospital  diplomas.  Currently 
two-year  hospital  programs  are  being  run  experi- 
mentally. The  increase  in  numbers  of  licensed 
practical  nurses  has  been  phenomenal.  All  of 
these  people  are  called  nurses.  To  further  com- 
plicate the  picture,  more  and  more  males  are 
entering  the  nursing  profession. 

There  is  specialization  within  the  profession 
such  as  nurse  anesthetists,  operating  room  nurs- 
es, administrative  nurses,  military  nurses,  etc. 

The  first  national  conference  between  the 
American  Medical  Association  and  the  Ameri- 
can Nurses’  Association  was  held  in  Virginia  in 
February,  1964.  The  second  conference  was 
scheduled  for  October  2-3,  1965. 

The  dilemma  was  not  resolved  at  the  first 
meeting,  nor  was  it  resolved  at  the  second.  How- 
ever, the  areas  where  problems  still  exist  were 
better  defined.  These,  in  broad  terms,  are  how 
much  and  what  type  of  nursing  education  is 
essential,  what  the  responsibilities  and  limitations 
of  the  individual  nurse  shall  be,  how  licensing 
laws  should  be  altered  to  embrace  the  changing 
aspects  of  nursing  duties,  how  to  improve  com- 
munications between  the  nursing  and  medical 
professions,  how  to  preserve  and  increase  the 
professional  aspects  of  nursing,  and  improve  the 


status,  both  social-economic  and  intellectual,  of 
those  in  the  nursing  profession.  These  are  the 
areas  for  discussion,  thought,  and  future  resolu- 
tion. 

To  compound  the  problem,  the  lay  public  has 
little  understanding  of  the  various  echelons  with- 
in the  nursing  profession.  The  confusion  of 
duties  involving  patient  care  and  administration 
become  greater  instead  of  less.  The  ill  patient 
expects  all  things  of  all  individuals  without 
realization  that  abilities,  training  and  responsibil- 
ities may  differ. 

Exact  departmentalization  or  compartmental- 
ization  is  not  possible  although  the  trend  toward 
specilization  within  the  nursing  profession  is 
increasing  in  tempo.  This  is  particularly  true  in 
the  larger  medical  centers  and  in  degree-granting 
educational  institutions. 

Half  the  hospital  beds  in  the  United  States 
remain  in  hospitals  of  100  beds  or  less,  and  the 
needs  here  are  different  from  the  needs  in  a 
large  center. 

It  would  appear  that  the  solution  may  lie  in 
titles  or  terms  not  yet  invented  that  will  distin- 
guish one  type  of  training,  or  ability,  or  special- 
ization from  another,  much  as  the  terms  surgeon, 
or  psychiatrist,  or  internist,  or  pediatrician  dis- 
tinguishes one  type  of  doctor  from  another,  even 
though  they  are  all  doctors;  so  perhaps  new 
words  will  be  invented  to  distinguish  nurse  ad- 
ministrators, nurse  anesthetists,  general  duty 
nurses,  nurses  with  degrees,  nurses  with  dip- 
lomas. 

The  questions  and  the  controversies  go  on, 
but  as  long  as  communication  lines  remain  open 
we  must  come  closer  to  the  answers.  ■ R.  B.  H. 
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Low 

host  resistance? 

Consider  the 
“extra”  antibacterial 
activity 
of  Ilosone 

Occasionally,  therapeutic  failure  is 
due  to  the  patient’s  inability  to 
mobilize  his  defenses  sufficiently  to 
overcome  infection.  Typical  of  this 
is  the  debilitated  patient,  the 
premature  infant,  or  the  diabetic. 

It  is  in  these  patients  that  the  high 
levels  of  antimicrobial  activity  of 
Ilosone  are  especially  useful.  Ilosone 
has  demonstrated  antibacterial  levels 
two  to  four  times  those  of  erythro- 
mycin base  or  stearate.  Furthermore, 
it  attains  them  earlier  and  maintains 
them  longer.  Even  the  presence  of 
food  does  not  appear  to  affect  the 
activity  of  Ilosone. 


Contraindications:  Ilosone  is  contraindicated  in 
patients  with  a known  history  of  sensitivity  to  this 
drug  and  in  those  with  preexisting  liver  disease 
or  dysfunction. 

Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence  of 
side-effects  is  low.  Infrequent  cases  of  drug  idio- 
syncrasy, manifested  by  a form  of  intrahepatic 
cholestatic  jaundice,  have  been  reported.  There 
have  been  no  known  fatal  or  definite  residual  ef- 
fects. Gastro-intestinal  disturbances  not  associ- 
ated with  hepatic  effects  are  observed  in  a small 
proportion  of  patients  as  a result  of  a local  stimu- 
lating action  of  Ilosone  on  the  alimentary  tract.  Al- 
though allergic  manifestations  are  uncommon  with 
the  use  of  erythromycin,  there  have  been  occasion- 
al reports  of  urticaria,  skin  eruptions,  and,  on  rare 
occasions,  anaphylaxis. 


Dosage:  Children  under  25  pounds— 5 mg.  per 
pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults 
and  children  over  50  pounds— 250  mg.  every  six 
hours.  For  severe  infections,  these  dosages  may 
be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and 
chewable  tablets.  Ilosone  Chewable  tablets  should 
be  chewed  or  crushed  and  swallowed  with  water. 

Ilosone 

Erythromycin  Estolate 

Additional  information  available  to  physicians 

upon  request.  Eli  Lilly  and  Company,  CZtffy 

Indianapolis,  Indiana.  5°>2so  
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Nursing  Education  in  a Community  Hospital 

CARL  P.  SCHLICKE,  M.D.,  Spokane,  Washington 


A valuable  source  of  trained  nurses  will  be  lost  if  the  diploma  schools, 
operated  by  community  hospitals,  are  forced  out  of  existence.  Due  to  current 
trends  they  are  at  considerable  disadvantage.  Their  courses  are  not  recognized 
for  credit  by  universities  offering  advanced  degrees,  whereas  those  of  the 
community  colleges  are  accepted.  Hospital  schools  require  three  years  in  training 
but  the  community  college  associate  program  is  only  two  years  in  duration.  The 
baccalaureate  degree  program,  now  producing  15  per  cent  of  graduating  nurses, 
prepares  students  for  functions  far  beyond  routine  nursing  procedures.  There 
can  be  a future  for  the  hospital  schools  of  nursing  but  only  if  their  courses  can 
be  coordinated  with  those  of  other  programs  and  if  there  is  general  agreement 
on  the  several  kinds  of  nurse  training  needed. 


Surgeons  everywhere  are  concerned  by  certain 
trends  in  nursing  education  and  practice.  The 
Board  of  Governors  of  the  American  College  of 
Surgeons  has  had  a committee  under  Lee  Strohl 
of  Chicago  studying  this  problem  for  the  last  two 
or  three  years.  For  many  of  us  our  closest  contact 
with  nursing  education,  and  therefore  our  most 
likely  opportunity  to  exert  some  influence,  occurs 
in  our  community  hospitals  where  there  are 
schools  of  nursing.  I hate  to  say  it,  but  I fear  that 
opportunity  will  not  exist  for  long.  The  diploma 
school,  the  traditional,  the  tried  and  true  method 
of  training  nurses,  is  on  the  way  out.  The  only 
thing  which  is  deterring  its  extinction  is  the  fact 
that  the  875  hospital  schools  are  still  producing 
about  81  per  cent  of  our  nurses.  With  the  short- 
age of  nurses  that  exists,  these  schools  will  be 
kept  in  operation  as  a stop  gap  until  other  means 
of  filling  the  need  can  be  found.  But,  they  are 
doomed.  Interestingly  enough,  some  of  their 
efforts  at  self-improvement  have  only  served  to 
make  their  demise  more  certain. 

I work  in  a hospital  that  has  been  operating  a 
school  of  nursing  since  1898.  It  has  graduated 
class  after  class  of  dedicated  and  competent 
nurses,  but  I doubt  if  there  is  a person  in  it  now, 
from  the  director  to  the  youngest  probationer, 
who  doesn’t  feel  it  is  on  the  way  out.  How  can 
this  be?  Only  fifteen  years  ago  a survey  by  the 

Presented  at  the  First  Annual  Meeting  of  the  Oregon 
State  Chapter  of  the  American  College  of  Surgeons, 
Cottage  Grove,  Oregon,  September  10,  1965. 


National  Committee  for  Improvement  in  Nursing 
Services  revealed  that  virtually  all  nursing  edu- 
cation was  of  this  type;  there  were  a few  of  the 
now  discredited  affiliate  programs  leading  to  a 
degree;  a full  college  education  for  nurses  existed 
in  very  few  institutions. 

shortage  explained 

What  is  the  overall  nursing  picture  today?  A 
report  of  the  Surgeon  General’s  Consultant 
Group  on  Nursing  in  1963  revealed  that  there 
were  about  550,000  working  nurses  in  the  United 
States.  It  was  stated  that  by  the  end  of  this 
decade,  850,000  would  be  needed  and  it  was 
hoped  that  about  200,000  of  these  would  have 
baccalaureate  degrees.  Why  is  there  such  a short- 
age of  nurses?  The  population  is  growing  rapidly, 
utilization  of  our  hospitals  is  increasing  steadily. 
As  the  physician  has  become  involved  in  ever 
more  complex  diagnostic  and  therapeutic  pro- 
cedures, he  has  delegated  more  and  more  work 
to  the  nurse.  Because  of  the  complexity  of  hos- 
pital organization,  much  of  the  nurse’s  time  is 
spent  in  clerical,  administrative  and  non-nursing 
tasks.  There  is  a 5 per  cent  annual  attrition  rate 
due  to  marriage,  family,  retirement  and  death. 
There  is  increasing  competition  from  other  ca- 
reers. Although  there  was  a 6 per  cent  increase 
of  students  entering  nurses  training  between 
1955-60,  there  was  a 50  per  cent  increase  in  the 
number  of  women  entering  college  during  this 
time.  Salary  of  a hospital  staff  nurse  is  often  less 
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than  that  of  a secretary,  she  has  little  opportunity 
for  advancement  and  her  retirement  program 
leaves  much  to  be  desired.  The  teacher,  after 
fourteen  years,  earns  about  twice  as  much  as  a 
nurse.  There  is  a 67  per  cent  turnover  in  hospital 
staff  nurses  annually,  compared  to  an  18  per  cent 
turnover  of  teachers  in  public  schools.  The  great- 
est shortage  in  nurses  exists  in  those  prepared  for 
leadership  roles. 

Let’s  consider  the  background  of  the  diploma 
school  which  has  trained  90  per  cent  of  the 
nurses  now  working  in  the  United  States.  His- 
torically, nursing  education  was  secondary  to 
service.  Many  training  schools  were  founded  to 
provide  ample  and  inexpensive  personnel  for  the 
hospital.  The  students  earned  their  education 
through  service  to  the  hospital  and  patients.  They 
learned  by  doing,  their  training  was  apprentice 
in  nature;  they  learned  procedures.  The  school 
was  dependent  on  hospital  funds,  the  hospital 
was  dependent  on  the  service  which  the  school 
provided.  In  the  modern  diploma  school,  by  con- 
trast, students  spend  less  and  less  time  on  the 
wards.  In  some  hospitals,  student  service  is  at  a 
vanishing  point.  The  costs  of  education  have 
risen,  students  pay  more  tuition,  ($1,160  for  three 
years  at  our  hospital,  or  $2,500  if  maintenance  is 
included).  The  hospital  helps  defray  the  cost 
of  their  education  to  the  tune  of  about  $2,042 
a year  with  money  intended  for  patient  care. 
Hospitals  are  still  bearing  65  per  cent  of  the  cost 
of  nursing  education  in  the  United  States.  Is  this 
fair  to  the  patients  when  the  students  are  con- 
ributing  so  little  service? 

There  has  beert  a steady  fall-off  in  enrollment. 
Our  classes  which  used  to  number  80  to  100, 
now  number  from  45  to  60.  There  is  a dropout 
rate  of  about  30  per  cent.  In  order  to  help  fill 
the  gap,  older  women  have  been  taken  into  the 
classes,  married  women  have  been  admitted,  and 
even  day  students  attend.  It  is  sad,  but  true,  that 
these  schools  are  not  competitive  in  a degree- 
conscious world.  If  a girl  in  a diploma  school 
decides  to  go  after  a degree,  it  takes  her  at  least 
three  years,  sometimes  more  after  completion 
of  her  diploma  course,  to  get  it.  She  no  longer 
receives  blanket  academic  credit  for  her  work 
in  a hospital  school.  This  is  due  to  the  fact  that 
colleges  don’t  give  credit  when  the  faculty  quali- 
fication is  below  collegiate  requirements.  The 
faculty  in  our  School  of  Nursing,  for  example, 
has  19  instructors.  Fourteen  of  these  have  bac- 
calaureate degrees,  and  three  are  working  on 


their  master’s  degree.  Although  these  are  able 
and  dedicated  women,  they  would  not  meet  the 
requirements  of  a college  faculty.  Regretably, 
the  gap  between  licensed  practical  nurses,  aides 
and  diploma  school  graduates  is  closing,  while 
the  gap  between  baccalaureate  graduates  and 
diploma  graduates  is  widening. 

diploma  school  problems 

The  modern  diploma  school  has  attempted  to 
keep  up  with  the  times  by  cutting  down  on  the 
amount  of  time  the  students  spend  in  clinical 
work.  Often  the  operating  room  is  bypassed  com- 
pletely. I am  happy  to  report  that  our  students 
spend  an  average  of  55  per  cent  of  their  time  in 
clinical  work  and  nine  weeks  in  the  operating 
room.  Much  of  the  teaching  in  the  old  diploma 
school  used  to  be  done  by  physicians;  these  doc- 
tors have  been  thrown  out  lock,  stock  and  barrel, 
and  most  of  the  teaching  today  is  done  by  a 
full-time  faculty  of  nurses.  Commendably,  the 
instructors  now  spend  time  in  the  ward,  as  well 
as  in  the  classroom,  but  no  longer  do  the  students 
carry  a generous  clinical  work  load.  Instead,  they 
are  exposed  to  hand  picked  patients  for  individ- 
ual case  study. 

The  students  do  very  little  night  work  on  the 
wards  and  none  in  the  operating  room.  This  is 
alleged  to  give  them  more  time  to  think  and 
read.  Emphasis  is  toward  making  it  a “real” 
school  and  not  just  on-the-job  training.  Whereas 
the  students  were  formerly  taught  about  the 
physicial  needs  of  the  patient  and  the  manual 
skills  required  to  help  them,  emphasis  now  is 
on  the  behaviorial  sciences.  The  emotional  as- 
pects of  medical  care  are  emphasized,  skills  in 
human  relationship  are  cultivated,  the  nurse  is 
encouraged  to  develop  talents  to  help  the  patient 
unburden  himself  of  anxiety.  She  is  urged  to 
analyze  her  own  inter-action  with  patients.  Above 
all,  she  is  no  longer  trained  to  be  an  assistant 
to  the  physician.  All  her  work  is  done  under 
faculty  supervision  and  no  longer  left  to  the 
nursing  service  personnel  as  it  was  in  years 
gone  by.  Separation  of  education  and  service 
often  has  resulted  in  a good  deal  of  tension  be- 
tween the  educators  and  the  nursing  service 
personnel  and  the  students  are  caught  in  the 
middle.  Some  schools  have  introduced  college 
instructors  for  their  basic  sciences,  some  have 
even  included  humanities  in  the  curriculum. 

new  responsibilities 

Is  there  any  good  reason  for  all  these  changes? 
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As  Gertrude  Cherascavich1  has  pointed  out,  in 
the  good  old  days  nursing  consisted  mainly  of 
a mothering  role:  encouraging  the  patient  to  eat, 
observing  his  condition,  bathing,  feeding,  turning, 
toileting,  cooling  off  fever,  all  in  a kindly,  sym- 
pathetic, helpful  manner.  The  nurse  gave  a few 
medicines  (mostly  cathartics,  narcotics,  digitalis) 
and  treatments  (enemas  and  compresses). 

Now  her  responsibilities  have  increased  great- 
ly. Whereas  formerly  it  fell  beyond  her  skill  and 
comprehension  to  even  take  blood  pressure,  much 
less  to  start  an  intravenous  infusion,  now  the 
physician  has  delegated  to  the  nurse  many  of  the 
technical  procedures  he  used  to  carry  out  himself. 
She  has  to  understand  many  modem  machines 
and  monitoring  devices.  This  increased  responsi- 
bility has  led  to  an  amazing  change  in  the  out- 
look of  the  nurse.  The  emphasis  now  is  on  pro- 
ducing nurse  clinicians  and  clinical  specialists. 
Bedside  nursing  is  no  longer  considered  nursing 
practice.  Practice  is  concerned  with  leadership 
of  large  numbers  of  varying  levels  of  personnel. 
It  is  felt  this  is  not  learned  by  simply  putting 
the  student  to  work  on  the  wards.  She  is  encour- 
aged to  develop  talents  for  innovation,  creativity, 
responsibility,  ability  to  carry  on  research.  For- 
merly she  was  concerned  with  an  occupation, 
now  with  practice.  The  nurse  is  no  longer  satis- 
fied with  a passive  role  in  planning  patient  care, 
she  seeks  a colleague  role  with  the  physician. 

How  have  they  attempted  to  implement  this 
transition?  Who  looks  after  the  sick  patient? 
Eighty  per  cent  of  the  patient  care  which  the 
nurse  used  to  give  is  now  provided  by  ancillary 
personnel.  There  are  now  225,000  licensed  prac- 
tical nurses  at  work.  These  women  have  taken  a 
twelve  to  eighteen  month  course  in  schools,  the 
number  of  which  has  increased  from  444  to  737 
in  the  last  fifteen  years.  In  addition  there  are 
nurses  aides,  technicians,  attendants  and  orderlies 
to  the  number  of  400,000  who  have  received  on- 
the-job  traning. 

community  college  courses 

The  program  that  represents  one  of  the  great- 
est threats  to  the  diploma  school  is  the  associate 
degree  program.  This  was  started  in  1952  as  a 
research  experiment  by  Mildred  Montag  of  Co- 
lumbia University.2  There  are  now  over  100 
such  schools,  which  are  producing  4 per  cent 
of  the  practitioners.  This  program  involves  the 
least  cost  to  the  student.  Based  on  the  premise 
that  education  for  nurses  belongs  within  the  or- 


ganized educational  framework,  most  of  these 
schools  are  located  in  community  or  junior  col 
leges.  A second  premise  is  that  when  prepara- 
tion for  nursing  is  education  rather  than  service 
centered,  the  time  required  is  reduced.  These 
students  qualify  for  an  RN  in  two  years.  Most 
states  have  changed  their  laws  to  make  this  legal. 

The  program  is  designed  as  a terminal  one  to 
produce  technical  nurses.  Graduates  are  ready 
to  become  competent  after  a brief  period  of 
employment  or  “work  experience,”  which  is  a 
euphenism  for  in-service  training.  If  these  girls 
decide  to  go  on  to  further  professional  educa- 
tion in  an  upper  degree  level,  they  receive  full 
college  credit  for  the  courses  they  have  taken 
if  they  have  met  their  junior  college  requirements 
for  an  associate  degree.  In  other  words,  they  can 
get  a baccalaureate  degree  in  just  two  more 
years.  Two-thirds  of  the  graduates  are  general 
duty  nurses.  Their  job  performance  is  good.  Their 
performance,  as  measured  by  examination  for 
licensure,  is  equal  or  slightly  superior  to  the  total 
group  of  candidates.  Their  curriculum  includes 
general  education,  basic  sciences,  and  nursing 
which  is  founded  on  basic  nursing  problems,  and 
patient  needs  and  cuts  across  clinical  lines.  They 
have  no  clinical  service  but  they  are  exposed  to 
individual  illustrative  patients  in  what  is  called 
laboratory  experience,  a hospital  or  health  agency 
serving  as  the  laboratory.  They  are  oriented  to- 
ward the  patient,  not  toward  procedures.  It  is 
hard  to  attract  students  to  a three-year  program 
when  they  can  become  an  RN  after  two  years 
and  get  full  credit  toward  a baccalaureate  degree 
if  they  decide  to  go  on  to  it. 

the  elite 

Finally  we  have  the  baccalaureate  degree  pro- 
gram which  at  present  is  producing  about  15 
per  cent  of  our  graduates.  This  is  the  category 
that  the  American  Nurses’  Association  is  plug- 
ging. Federal  funds  seem  to  be  more  readily 
available  for  this  form  of  education  than  any 
other  and  its  graduates  constitute  the  most  rapid- 
ly rising  proportion  of  the  total.  These  girls 
are  taught  to  give  nursing  care,  also  to  interpret 
and  demonstrate  care  to  others.  They  are  sup- 
posed to  plan,  direct  and  evaluate  such  care. 
It  is  a costly  program  to  the  student  but  many 
scholarships,  aid  grants,  etc.,  are  available.  It  is 
felt  that  our  better-educated  population  expects 
more  of  the  nurse  and  that  a college  education 
is  essential  for  the  nurse  of  today.  With  increas- 
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ing  medical  knowledge,  changes  in  health  care, 
sophisticated  equipment,  the  nurse  needs  this 
type  of  education  to  earn'  on  and  compete.  The 
nurse  with  a baccalaureate  degree  is  regarded  as 
a professional  in  contrast  to  the  technical  nurse 
produced  by  the  licenced  practical  nurse  and 
diploma  programs.  She  is  prepared  to  be  a teach- 
er, a leader,  a public  health  staff  nurse,  a director. 
Her  goals  are  beyond  performing  routine  pro- 
cedures. 

This  is  a most  critical  area,  of  course,  because 
of  the  needs  for  teachers,  supervisors  and  admin- 
istrators; unfortunately  it  is  also  the  most  jumbled 
area.  There  are  at  least  five  different  patterns 
of  education  leading  to  the  B.S.  degree,  the 
principle  ones  being  the  consecutive  programs, 
the  correlated  programs,  and  the  affiliate  pro- 
grams. A college  graduate  who  returns  to  enter 
nursing  after  receiving  her  baccalaureate  degree, 
gets  into  a curriculum  designed  for  a high  school 
graduate.  A diploma  school  graduate  who  enters 
the  baccalaureate  program  loses  most  of  her 
credits  and  has  to  spend  three  or  four  years  to  get 
a degree.  The  graduate  of  the  community  col- 
lege program,  on  the  other  hand,  gets  credit  for 
all  courses  if  they  are  comparable  to  those  given 
at  the  university. 

It  is  felt  that  the  rewards  of  the  baccalaureate 
program  are  great,  the  satisfaction  high,  and  the 
accademic  and  professional  demands  challenging. 
There  is  no  question  that  we  live  in  a degree- 
conscious society,  parents  want  their  children  to 
have  a college  education,  and  it  is  said  that  the 
nurse  needs  a degree  to  have  a peer  relationship 
with  other  occupations.  There  is  no  question  that 
the  more  complex  society  becomes,  the  more 
intelligent  and  highly  trained  people  are  needed 
to  keep  it  going.  With  the  development  of  the 
baccalaureate  program,  nursing  has  moved  into 
the  mainstream  of  education,  the  student  is  a part 
of  the  college  but  with  all  this  when  she  gradu- 
ates, she  is  not  ready  to  function  as  a nurse.  She 
has  to  spend  six  to  twelve  months  in  training 
experience.  In  fact,  some  have  suggested  that  a 
formal  internship  would  be  desirable. 

degrees  for  everybody? 

Whatever  the  system,  it  should  motivate  its 
graduates  to  continue  their  education.  There  is 
now  a trend  to  seek  even  higher  degrees,  the 
masters  or  doctorate,  for  teachers,  supervisors, 
administrators  and  consultants.  Among  nurses 
with  these  degrees  we  have  specialists  in  psy- 


chiatry, in  child  and  maternal  health,  and  in 
research.  We  even  have  philosophers  who  con- 
sider the  nature  of  man  in  the  universe  and  the 
nurse’s  efforts  to  help  him. 

This  all  makes  one  a bit  giddy.  I have  often 
thought  how  nice  it  would  be  to  have  all  bus 
drivers  get  a Ph.D.  They  could  be  educated  in 
geology  so  they  could  appreciate  the  wonders 
of  the  country  through  which  they  pass;  sociology 
and  psychology  to  better  understand  their  pas- 
sengers; they  could  take  courses  in  poetry  and 
art  so  they  would  have  greater  breadth  of  cul- 
ture. What  a full  and  rewarding  experience  this 
would  be  for  a man  even  though  he  might 
be  a dreadful  driver.  Meanwhile,  unfortunately, 
a good  driver  without  these  educational  attain- 
ments might  be  excluded  from  the  seat  behind 
the  wheel. 

Mary  Tschudin  of  the  University  of  Washing- 
ton, has  pointed  out  that  nursing  has  changed 
so  fast  in  the  past  decade  that  doctors,  hospital 
administrators,  and  nurses  have  spent  a great 
deal  of  time  debating  who  was  the  nurse,  how 
she  should  be  educated,  how  she  should  practice.3 
She  feels  this  dissipates  energy  needed  to  prepare 
for  the  future  and  blocks  planning.  Differentia- 
tion of  function  is  necessary  and  desirable  and 
does  not  necessarily  lead  to  fragmentation  of 
patient  care.  Diversified  groups  with  different 
educational  backgrounds  should  be  trained  for 
different  tasks.  Certainly  as  long  as  there  are 
these  different  levels,  it  is  not  proper  to  recruit 
students  into  a program  inconsistent  with  their 
abilities  and  goals. 

what  now? 

So  what  should  we  do?  Strengthen  and  stabilize 
all  these  programs,  or  favor  one  or  the  other?  It 
is  hard  to  know.  Ruth  Ogden  has  suggested  that 
possibly  we  ought  to  teach  nurses  to  nurse,  teach- 
ers and  supervisors  to  teach  and  supervise.4  We 
ought  to  stop  arguing  about  professional  status, 
where  a nurse  should  be  educated,  and  focus  on 
what  care  the  patient  needs  and  what  the  nurse 
must  know  and  do  to  provide  this  care.  In  our 
hospital  we  have  35  administrative  level  RN’s, 
six  of  whom  have  degrees,  we  have  124  general 
staff  people  which  includes  84  RN’s  and  40 
LPN’s,  we  have  117  nurses  aides,  student  prac- 
tical and  orderlies,  24  ward  secretaries  and 
clerks.  Is  the  bedside  nurse,  like  the  hospital 
schools  who  have  trained  her,  to  be  phased  out? 
Is  it  proper  for  the  patient  to  be  left  entirely  to 
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the  ministration  of  ancillary  workers? 

The  Surgeon  General’s  report  suggested  that 
the  present  educational  system  for  training  nurses 
lacks  system,  order  and  coherence.  Even  Mary 
Tschudin3  admits  that,  although  theory  oriented 
professional  education  presents  a challenge,  the 
technical  programs  are  ahead  in  clarity,  purpose 
and  methodology.  Occasional  voices,  even  urge 
a reunion  of  education  and  service  similar  to  that 
in  a medical  school  where  the  faculty  members 
also  occupy  clinical  positions  in  the  hospitals. 

Is  there  any  future  for  the  diploma  program? 
Possibly,  if  one  agrees  that  different  levels  of 
nursing  education  are  needed  as  in  other  fields 
of  education,  and  that  the  programs  can  be  com- 
plementary and  not  rivals.  Perhaps  the  hospital 
could  arrange  with  a local  college  to  educate  the 
students.  It  would  be  wasteful  not  to  utilize  the 
facilities  and  resources  of  community  hospitals 
for  clinical  instruction.  They  will  in  any  event 
always  be  needed  for  the  training  of  nurses  aides, 
student  practicals,  technicians  and  other  ancillary 
personnel.  The  economic  problem  is  a great  one; 
as  the  student  offers  less  service  should  the  pa- 
tient continue  to  contribute  to  the  support  of  the 
school?  One  educator  has  suggested,  “Why  not 
have  the  hospital-prepared  nurse  simply  manage 
the  hotel-like  functions  of  the  hospital  and  co- 
ordinate those  activities  on  a ward  level?”  Her 
nursing  knowledge  then  could  be  limited  to  that 
needed  for  the  care  of  patients’  recurring  living 
needs.  This  would  produce  a skilled  ward  man- 
ager. Others  have  suggested  that  nurses  trained 
in  hospitals  are  trained  in  an  environment  that 
discriminates  against  them,  that  they  must  be 
re-educated  before  they  can  work  in  a peer  rela- 
tionship with  other  disciplines.  An  occasional 
nostalgic  voice  in  the  wilderness,  like  that  of 
Sister  Madeline  Clemence,  cries  out  that  diplo- 
ma schools  may  still  play  an  important  role  if 
they  can  find  financial  support.5  The  facutly 
should  concentrate  on  making  the  school  a good 
one,  and  not  try  to  make  something  else  of  it  than 
what  it  is.  Its  purpose  should  be  to  produce 
graduates  able  to  function  as  general  duty  nurses, 
to  prepare  students  to  do  a job. 

As  a by-product,  cultural  gains  will  accrue. 
These  girls  would  be  ready  to  do  their  job  when 
they  graduate,  with  no  need  for  in-service  train- 
ing. The  program  should  appeal  to  nursing  aspi- 
rants who  don’t  need  a degree  for  prestige,  status 
or  security  and  who  can  be  proud  of  their  diplo- 
mas because  of  the  abilities  they  have  and  the 
excellence  they  have  attained  in  their  work.  It 


is  certainly  true  that  there  exists  a need  for  the 
pragmatically  trained  person,  geared  to  efficient 
practice  rather  than  personal  cultural  and  intel- 
lectual growth.  The  graduate  of  a diploma  pro- 
gram doesn’t  have  to  be  a sub-standard  nurse. 
She  has  a role  even  with  plenty  of  degree  holders 
around. 

In  closing,  I can  only  say  if  we  don’t  like  the 
trend  of  nursing  education  today,  watch  out 
when  the  diploma  schools  are  gone.  ■ 

312  West  Eighth  Ave.  (99 204) 


abstracto 

Se  perdera  una  fuente  valiosa  de  enfermeras 
adiestradas  si  a las  escueles  de  diploma,  operadas 
por  los  hospitales  de  las  comunidades  se  les 
niega  la  existencia.  Debida  a las  tendencias  actu- 
ates se  encuentran  en  desventaja  considerable. 
Sus  cursos  no  son  reconocidas  para  acreditacion 
por  las  universidades  que  ofrecen  grados  avan- 
zados,  mientras  que  los  de  las  escuelas  }>r e para- 
tor  ias  de  las  comunidades  son  aceptados.  Las 
escuelas  de  los  hospitales  requieren  tres  ahos 
de  entrenamiento,  mientras  que  el  programa 
asociado  a las  escuelas  preparatorias  de  las 
comunicades  no  tiene  igualdad.  El  es  de  solo 
dos  ahos.  El  programa  para  el  grado  d ebachiller- 
ato,  que  produce  ahora  el  15  por  ciento  de 
enfermeras  graduadas  prepara  al  estudiante  para 
funciones  mucho  mas  alia  de  los  procedimientos 
de  enfermeria  de  rutina.  Puede  haber  future  para 
las  escuelas  de  enfermeria  de  los  hospitales  pero 
solo  si  sus  cursos  pueden  ser  coordinados  con  los 
de  otros  programas  y si  hay  acuerdo  general  en 
las  varies  clases  de  entrenimiento  de  enfermerias 
que  son.  necessarias. 
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'Treatment  of  Retinitis  Proliferans  by  Photocoagulation 

PAUL  R THORNFELDT,  M.D.,  Portland,  Oregon 


Previous  theory  has  indicated  hypoxia  as  the  cause  of  retinitis  proliferans. 
This  may  not  he  true  since  the  disease  usually  occurs  in  the  most  vascular  part 
of  the  retina.  It  seems  more  likely  that  the  disease  process  is  one  of  sensitivity  to 
an  abnormal  lipoprotein.  It  is  frequently  associated  with  juvenile  type  of 
diabetes.  Photocoagulation  offers  good  correction  of  neovascularization.  It  is 
simpler,  safer , and  less  mutilating  than  pituitary  surgery. 


When  retinitis  proliferans  appears,  a distressing 
situation  is  created  for  both  observer  and  patient. 
In  the  past  this  has  signified  the  onset  of  a 
process  leading  to  eventual  blindness.  The  pur- 
pose of  this  paper  is  to  present  a new  approach, 
photocoagulation,  that  represents  the  most  ra- 
tional approach  at  the  present  time. 

Numerous  medications  have  been  tried,  and 
none  has  proved  effective.  At  the  present  time, 
there  is  much  interest  in  various  types  of  pitu- 
itary surgery.  Certainly  there  is  no  agreement 
as  to  the  value  of  these  drastic  procedures.  Mor- 
bidity and  mortality  of  these  procedures  are 
significant  in  spite  of  strict  criteria  used  in 
selecting  patients.  It  has  been  well  established 
that  pituitary  surgery,  if  it  is  effective,  is  indicat- 
ed only  for  the  proliferative,  neovascularization 
type  of  retinopathy.  I believe  photoeoagulation 
can  produce  better  results  with  no  mortality  and 
minimal  morbidity. 

4 

etiology  and  pathology 

The  cause  of  retinitis  proliferans  has  been 
considered  to  be  hypoxia.  I believe  this  to  be 
open  to  serious  question.  Fluorescein  studies  of 
diabetic  patients’  retinas  have  certainly  shown 
sludging  of  blood,  but  there  are  many  other 
conditions  which  show  sludging  without  de- 
velopment of  neovascularization.  Retinitis  pro- 
liferans has  been  considered  by  many  to  be  anal- 
ogous to  retrolental  fibroplasia.  Retrolental  fibro- 
plasia has  been  shown  to  be  due  to  arterial  con- 
striction produced  by  excessive  oxygen.  Even 
in  this  disease  it  has  not  been  established  that 
the  retinal  structures  themselves  were  hypoxic. 
In  this  situation  a premature  type  of  retina  exists. 
It  is  well  to  remember,  also,  that  retinitis  pro- 


Presented  at  Fifth  Congress  of  the  International  Diabetes 
Federation,  Toronto,  Canada,  July  20-24,  1964. 


liferans  has  a marked  tendency  to  occur  in  the 
posterior  polar  region  of  the  eye,  the  area  that 
has  the  greatest  blood  supply.  This  is  much  less 
subject  to  hypoxia  than  is  the  peripheral  portion 
which  has  the  least  blood  supply  and  therefore 
most  likely  to  become  hypoxic.  I believe  this  pro- 
liferative neovascularization  will  be  found  to  be 
due  to  a sensitization  phenomenon  in  which  the 
retinal  vessels  become  sensitized  to  an  abnormal 
lipoprotein. 

Retinitis  proliferans  has  always  been  consid- 
ered to  represent  the  so-called  stage  four,  in 
which  retinopathy  has  progressed  through  vari- 
ous forms  such  as  microaneurysms,  exudation, 
hemorrhage,  and  finally  neovascularization.  One 
has  only  to  observe  critically  a large  number  of 
patients  to  realize  that  neovascularization  is  often 
the  first  manifestation  of  developing  retinopathy. 
I believe  retinitis  proliferans  to  represent  the 
retinopathy  of  the  juvenile  diabetic  patient,  while 
microaneurysms,  exudation  and  hemorrhage  rep- 
resent the  retinopathy  of  the  adult-onset  diabetic. 
Further,  it  has  been  my  observation  that  ade- 
quate control  of  the  diabetes  represents  a much 
more  important  favorable  factor  than  has  been 
emphasized  in  the  past.  It  is  my  feeling  that 
the  length  of  time  the  disease  has  existed 
and  state  of  control  are  equally  important. 

development 

Production  of  retinal  burn  in  solar  eclipse 
watchers  has  been  recognized  for  decades.  Ob- 
servation of  such  cases  led  to  development  of 
the  photocoagulator  by  Meyer-Schwickerath  in 
cooperation  with  the  Carl  Zeiss  Company  of 
Germany,  (Figure  1).  Source  is  a high  pressure 
Xenon  tube  capable  of  emitting  light  energy, 
(Figure  2).  Maximum  intensity  of  energy  that 
can  be  emitted  is  approximately  the  same  as 
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Fig.  1.  Photocoagulator  developed  by  Meyer-Schwickerath 
in  cooperation  with  the  Carl  Zeiss  Company  of  Germany. 


Fig.  2.  High  pressure  Xenon  tube  capable  of  emitting  light 
energy. 


that  available  from  the  sun.  This  light  is  fo- 
fused  by  an  optical  system  until  it  emerges  as  a 
beam.  By  adjustments  on  the  machine  it  is 
possible  to  select  different  intensities  of  light 
and  produce  varying  sized  fields  of  coagulation. 
Localizing  light  is  focused  directly  into  the 
patient’s  eye  by  the  operator  (Figure  3)  and 
the  desired  intensity  is  then  released,  producing 
an  area  of  chorioretinal  burn. 

The  present  series  of  cases  represents  my  ex- 
perience in  four  years  of  photocoagulation  of  all 
stages  of  retinitis  proliferans,  (Table  1).  In  this 
series  I have  been  able  to  observe  results  for  a 
long  term. 

Table  1 

Proliferans  Series 


Number  of  Patients  132 

Average  Age  of  Patients  47.2 

Oldest  Patient  73 

Youngest  Patient  19 

Average  Length  of  Time  Diabetic  25.3 

Least  Years  Diabetic  3 

Most  Years  Diabetic  44 


The  average  length  of  time  of  known  disease 
related  to  the  average  age  of  the  patients,  read- 
ily demonstrates  that  this  is  the  retinopathy  of 
the  juvenile  diabetic  patient.  The  age  is  of 
great  importance,  for  this  disease  tends  to  occur 
at  a time  when  an  individual  can  least  afford 
to  be  incapacitated.  This  is  often  the  time  of 


Fig.  3.  Localizing  light  is  focused  directly  into  patient’s 
eye  by  operator  and  desired  intensity  is  then  released. 


greatest  responsibility  financially,  and  usually 
also  of  great  responsibility  to  a growing  family. 
A vitreous  hemorrhage  at  this  time  can  be  ex- 
tremely incapacitating. 

Photocoagulation  may  be  performed  easily 
under  local  anesthesia.  A topical  anesthetic  is 
applied  directly  to  the  cornea.  Procaine  solution 
is  used  to  block  the  facial  nerve.  It  is  injected 
also  into  the  retrobulbar  space  to  reduce  the 
motility  of  the  eye.  The  pupil  is  widely  dilated 
in  order  to  remove  the  iris  pigment  from  the 
light  path  and  permit  the  light  to  be  focused 
directly  on  the  retinal  and  choroidal  pigment. 
Because  the  retina  is  adjacent  to  the  choroid, 
this  intense  heat  produces  a chorioretinal  bum. 
Following  photocoagulation,  a monocular  dres- 
sing is  applied  for  one  day.  It  is  sometimes 
necessary  to  use  appropriate  medication  for  the 
control  of  low-grade  iritis.  Periodic  observations 
are  made,  depending  on  the  response  to  the 
procedure.  In  general,  at  the  end  of  two  months, 
maximum  effects  of  the  photocoagulation  have 
occurred.  If  not  sufficient,  further  coagulation 
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Fig.  4.  Initial  appearance  of  neovascularization  is  development  of  dendrite- 
like group  of  vessels.  Fig.  5.  Small  “snowballs”  of  coagulation  mark  chlorio- 
retinal  burns.  Fig.  6.  Six  weeks  later  this  will  be  replaced  by  area  of  scar. 
Fig  7.  As  disease  process  of  neovascularization  extends  into  vitreous,  it  is 
supported  by  framework.  Fig.  8.  It  is  treated  by  completely  surrounding  band 
and  occluding  vessels  leading  into  it.  Fig.  9.  Area  is  converted  into  avascular 
band.  Fig.  10.  Retinitis  proliferans  has  marked  tendency  to  encirle  macula, 
producing  massive  bands  which  detach  retina.  Fig.  11.  The  most  that  can 
be  done  is  to  attempt  to  preserve  macula  by  what  might  be  called  a tacking 
procedure.  Fig.  12.  This  is  done  in  the  belief  that  destruction  of  the  contin- 
uity of  retina  will  avoid  a detachment  of  macular  area.  Fig.  13.  Neovascu- 
larization extending  directly  off  disc  is  also  difficult  problem. 
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may  be  done  at  this  time.  Most  of  these  patients 
have  been  subjected  to  photocoagulation  at 
least  two  times,  and  some  as  many  as  five.  It  is 
continued  until  the  entire  process  has  been 
eradicated.  The  patients  are  then  followed  at 
six  month  intervals,  and  any  new  neovascular- 
ization is  treated  as  it  appears. 

The  initial  appearance  of  the  neovascular- 
ization is  the  development  of  a dendrite-like 
group  of  vessels,  which  appear  to  branch  directly 
off  the  vein,  (Figure  4). 

The  new  vessels  are  bombarded  directly,  being 
careful  to  avoid  the  major  vessels,  whenever 
possible.  The  small  “snowballs’  of  coagulation 
mark  the  chorioretinal  bum,  (Figure  5).  Six 
weeks  later  this  will  be  replaced  by  an  area  of 
scar,  (Figure  6).  An  absolute  scotoma  is  pro- 
duced in  each  burned  area.  They  usually  are  so 
small,  or  there  is  so  much  overlapping  from  the 
opposite  eye,  that  the  patient  is  not  aware  of  the 
field  defect. 

As  the  disease  process  of  neovascularization 
extends  into  the  vitreous,  it  is  supported  by  a 
framework,  (Figure  7).  It  is  treated  by  com- 
pletely surrounding  the  band  and  occluding  the 
vessels  leading  into  it,  (Figure  8).  This  area  is 
thus  converted  into  an  avascular  band  which 
cannot  bleed  or  produce  traction  on  the  sur- 
rounding retina,  (Figure  9). 

Retinitis  proliferans  has  a marked  tendency 
to  encircle  the  macula,  producing  massive  bands 
which  detach  the  retina,  (Figure  10).  The  most 
that  can  be  done  in  these  instances  is  to  attempt 
to  preserve  the  macula  by  what  might  be  called 
a tacking  procedure,  (Figure  11).  This  is  done 
in  the  belief  that  destruction  of  the  continuity 
of  the  retina  will  avoid  a detachment  of  the 
macular  area,  (Figure  12).  End  results  from 
treatment  in  this  stage  are  often  discouraging. 
It  may  well  be  that  photocoagulation  can  do 
more  harm  than  good  because  of  the  excessive 


light  intensities  and  large  field  sizes  required 
to  produce  adequate  effects. 

Neovascularization  extending  directly  off  the 
disc  is  also  a difficult  problem,  (Figure  13).  It 
is  necessary  to  depend  upon  the  hemoglobin  pig- 
ment in  the  red  blood  cells  to  concentrate  the 
heat  and  produce  the  coagulation.  Major  blood 
vessels  nearby  produce  a hazard. 

It  is  obvious  to  me  that  early  neovascularization 
and  early  band  formation  are  extremely  sensitive 
to  photocoagulation.  Massive  proliferation  and 
neovascularization,  extending  directly  off  the  disc, 
should  be  approached  with  caution.  When  used 
in  these  cases,  photocoagulation  should  be  judi- 
ciously applied. 

Rather  than  attempting  to  evaluate  our  re- 
sults in  terms  of  visual  acuity,  I have  tried  to 
evaluate  them  in  terms  of  appearance  of  the 
retina.  Visual  acuity  is  extremely  misleading  in 
that  it  is  dependent  on  so  many  factors,  such  as 
blood  in  the  vitreous,  lens  opacities,  etc.  I be- 
lieve this  is  not  a valid  means  of  expression. 

summary 

Early  recognition  of  retinitis  proliferans  holds 
the  greatest  hope  in  control  of  this  serious  com- 
plication. It  is  my  feeling  that  it  is  as  important 
to  do  an  adequae  ophthalmoscopic  examination 
through  a well  dilated  pupil  as  it  is  to  do  routine 
urinalysis  and  blood  sugar  determination.  Al- 
though there  may  be  no  glycosuria  found  during 
periodic  examinations,  the  patient  whose  retino- 
pathy is  increasing  is  not  considered  to  be  under 
adequate  control.  I believe  the  state  of  control 
of  diabetes  is  as  important  as  the  length  of  time 
the  disease  has  existed.  I am  aware  that  photo- 
coagulation does  not  cure  the  underlying  disease. 
I believe  it  represents  a rational  approach,  one 
much  less  mutilating  and  dangerous  than  the 
use  of  pituitary  surgery.  ■ 
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abstracto 

Teorias  previas  han  indicado  la  hipoxia  corno 
la  causa  de  la  retinitis  proliferans.  Esto  puede 
no  ser  cierto  xja  que  la  enfermedad  se  localiza 
usualmente  en  la  parte  mas  vascular  de  la 
retina.  Parece  ser  mas  probable  que  el  proceso 


de  la  enfermedad  es  uno  de  sensibilidad  a urui 
lipoproteina  anormal.  Esta  frecuentamente  asoci- 
ada  con  el  tipo  juvenil  de  la  diabetes.  La 
fotocoagulacion  ofrece  una  buena  correcion  de 
la  neovascularization.  Es  mas  simple,  segura,  y 
menor  mutilante  que  la  cirugia  pituitaria. 
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Is  Compulsory  Treatment  of  the  Alcoholic  Effective? 

MORRIS  E.  C H A F E T Z,  M.D.,  Boston,  Massachusetts 


Abstinence  enforced  by  incarceration  does  not  represent  a cure  of 
alcoholism.  Compulsion,  however,  can  be  used  constructively.  It  may  serve 
the  alcoholic  as  evidence  that  someone  is  interested  or  it  may  provide  strong 
motivation  toward  improvement.  Prolonged  confinement  seems  to  produce 
better  results  than  short  periods  of  treatment.  Therapy  by  this  method  must 
be  accepted  voluntarily;  the  victim  should  be  given  a choice,  such  as  between 
a jail  sentence  and  confinement  in  a treatment  center.  Criteria  on  which  to 
base  observations  about  cure  are  far  from  well  established.  Under  present 
circumstances,  any  reduction  in  consumption  of  alcohol  associated  with  other 
measures  of  improvement  represents  a degree  of  success. 


Compulsion  of  any  sort  is  a foreign  concept  in 
Western  societies,  especially  in  the  United  States 
and  Canada.  We  despise  totalitarian  political 
systems,  and  we  easily  toss  off  slogans  that  con- 
tain the  words  free  or  freedom.  We  have  a ju- 
dicial system  designed,  theoretically,  to  protect 
the  freedom  of  those  accused  of  crime,  and 
certainly  the  current  medical  battle-ground  cen- 
tering around  medical  care  for  the  aged  is 
receiving  major  impetus  from  the  American  Med- 
ical Association  because  it  stresses  the  danger 
that  this  bill  will  interfere  with  the  freedom 
implicit  in  our  present-day,  doctor-patient  rela- 
tionships. 

ambivalent  attitudes 

4 

Of  course,  provision  of  judicial  protection 
for  the  supposed  psychotic  being  forced  into  a 
treatment  setting  he  may  not  desire  is  well-estab- 
lished practice.  Because  the  designation  of  alco- 
holism is  not  as  sharp  a break  or  as  easily  dis- 
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cemible  deviant  behavior  as  a psychosis  can 
be,  legislatures  have  been  reluctant  to  include 
alcoholics  under  state  commitment  laws.  Am- 
bivalence has  been  the  rule  toward  the  alcoholic 
unless  the  complication  of  psychosis  or  other 
more  diagnosable  conditions  exist  with  the  alco- 
holism. 

Of  course,  reluctance  toward  even  forcing 
treatment  upon  the  diagnosed  alcoholic  is  a 
reflection,  in  part,  of  historical  influences.  In  our 
recent  past  we  placed  our  drunkards  in  the 
stocks,  tossed  them  into  jail,  coerced  them  onto 
prison  farms,  and  called  this  corrective.  When 
failure  inevitably  ensued,  we  concluded  correctly 
that  punitive  measures  were  valueless.  Those  of 
us  who  became  interested  in  the  plight  of  alco- 
holics became  self-righteous  and  indignant  at 
the  thoughts  of  enforced  treatment. 

reports  from  others 

More  recently,  however,  we  have  been  hearing 
from  those  who  do  not  necessarily  share  these 
views.  A.  II.  Dana,  Industrial  Consultant  to  the 
Florida  Alcoholic  Rehabilitation  Program,  re- 
ported recently  on  the  constructive  aspects  of 
coercion.1  Dana  talked  about  a non-punitive 
method  “which  consistently  and  easily  applied 
might  serve  as  a catalyst  to  motivation  for  treat- 
ment.” This  non-punitive  method  he  labeled  co- 
ercion. The  coercion  of  which  he  spoke  was  ex- 
pressed in  the  business  world  by  realistic  threat 
of  job  loss  if  the  employee  does  not  seek  treat- 
ment by  a certain,  set  period  of  time.  He  reported 
that  a study  of  alcoholics  coerced  into  motivation 
for  treatment  revealed  that  50  to  75  per  cent 
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had  been  rehabilitated  and  returned  to  full  and 
gainful  productivity.  I do  not  know  how  he 
measured  rehabilitation,  or  what  his  criteria  of 
response  were,  but  he  was  favorably  impressed. 
He  did  say  that  we  have  become  dedicated 
to  the  proposition  that  only  a voluntary  petition 
for  help  can  produce  positive  results  and,  there- 
fore, we  regal’d  pressure  as  a dirty  word.  He 
emphasizes  that  most  alcoholics  seek  help  under 
some  kind  of  pressure. 

Maier  and  Fox,  in  a paper  on  the  forced 
therapy  of  probated  alcoholics,  concluded  that 
a significant  number  of  alcoholics  can  be  helped 
by  forced  therapy;  admittedly,  though,  their 
sample  was  small,  the  methodology  weak.2 

Myerson  and  his  group  reported  on  rehabilita- 
tion programs  for  alcoholic  women  prisoners.4 
They  were  primarily  interested  in  the  effective- 
ness of  a continuous  therapeutic  relationship 
rather  than  the  effectiveness  of  a compulsory 
treatment  program. 

Selzer  and  Holloway  reported  on  a follow-up 
of  alcoholics  committed  to  a state  hospital  pro- 
gram.5 It  revealed  that  41  per  cent  of  patients 
had  been  rehabilitated.  They  thought  this  re- 
markable since  all  patients  had  been  coerced  into 
treatment.  They  suggested  that  this  approach 
cannot  be  dismissed. 

Selzer,  in  another  paper,  reported  moderately 
successful  treatment  results  with  involuntarily 
hospitalized  alcoholics  even  in  the  absence  of  a 
therapeutic  program.6  He  suggests  commitment 
for  a specified  period  so  that  the  patient  may 
exert  his  efforts  toward  rehabilitation,  not  release. 
He  recommends  two  months  as  an  optimum 
period. 

The  World  Health  Organization  report  on  leg- 
islation affecting  psychiatric  treatment  empha- 
sized public  education  and  early  treatment  as 
the  most  effective  measures  to  combat  alcohol- 
ism.7 The  report  pointed  out,  though,  that  with- 
out these  procedures,  legislation  is  ineffective. 
The  World  Health  report  recommended  the  pas- 
sage of  laws  for  obligatory  treatment  for  alco- 
holics adjudged  dangerous  to  themselves  and 
others,  commitment  for  treatment  to  be  imposed 
individually  by  the  courts  rather  than  by  a uni- 
versal law  of  commitment. 

Mindlin  evaluated  the  therapy  of  alcoholics 
in  a workhouse  setting  and  concluded  that  a 
sizable  group  (32  per  cent)  of  carefully  selected 
patients  benefited  from  enforced  psychiatric 
treatment  but  that  in  an  nnselected  population 


of  chronic  drunkenness  offenders,  only  12  per 
cent  benefited.8 

importance  of  time 

Bird  argued  that  compulsory  confinement  of 
an  alcoholic  patient  is  only  a mechanical  method 
to  deny  him  access  to  liquor."  He  did  not  con- 
sider this  to  be  treatment.  Bird  considered  the 
virtues  of  a compulsory  approach  to  lie  in  the 
commitment  of  the  alcoholic  to  a mental  hos- 
pital. It  permits  the  patient  who  always  feels 
guilty  about  his  imbibing  (whether  or  not  he 
admits  it)  to  be  punished.  Punishment  by  in- 
carceration may  momentarily  lessen  the  guilt,  he 
contended,  and  thereby  reduce,  temporarily,  the 
need  to  drink.  Bird  suggested  that  extending  the 
period  of  hospitalization  to  a six  to  12  month 
period,  would  allow  the  alcoholic  an  opportunity 
to  restore  order  to  his  life  through  the  process 
of  participating  in  a routine.  Resocialization  is 
in  this  way  begun.  Bird  deplored  the  fact  that,  in 
general,  mental  hospitals  do  not  permit  this  type 
of  rehabilitation  for  many  alcoholics,  especially 
over  the  longer  period  of  time. 

Binder  has  reported  treatment  of  alcohol  ad- 
dicts by  enforced  abstinence  for  one  year  and 
described  his  results  after  a 19-year  follow-up. 
He  claimed  that  one  third  of  the  patients  re- 
mained abstinent  while  more  than  one  half  were 
“substantially  improved."  He  emphasized  that 
no  treatment  other  than  enforced  abstinence  was 
undertaken.  He  implies  that  it  was  solely  the 
ordered,  routine,  conditions  of  institutional  life 
that  were  effective.  He  contended  that  results 
of  enforced  institutionalization  are  quantitatively 
and  qualitatively  superior  to  those  achieved  by 
medications.10 

Cowen  also  reported  on  the  results  of  purely 
custodial  care  of  alcoholics.11  His  patients  were 
committed  for  30  to  60  days  and  he  found  37 
per  cent  improvement  in  100  alcoholics  so  com- 
mitted. He  ascribed  his  findings,  which  indicated 
results  inferior  to  those  of  Binder’s,  as  due  to  the 
shorter  period  of  hospitalization;  i.e.,  60  days 
versus  one  year,  and  he  makes  a plea  for  more 
protracted  periods  of  hospitalization. 

Brunner-Orne,  in  two  papers  dealing  with 
enforced  treatment,  stressed  that  a goodly  per- 
centage of  alcoholic  patients  treated  under  co- 
ercion could  be  helped.12 13  She  added  to  cus- 
todial care  a group  therapy  program  using  a 
mixture  of  directive  and  nondirective  techniques. 
She  further  helped  discharged  patients  find  jobs 
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and  provided  the  opportunity  for  many  patients 
to  continue  treatment  voluntarily  on  an  out- 
patient basis  after  discharge.  She  reported  suc- 
cessful results  in  60  per  cent  of  her  patients. 

judicious  application 

Lemere  and  his  group  in  discussing  motivation 
in  the  treatment  of  alcoholism,  reported  that  a 
significant  percentage  of  patients  remained  ab- 
stinent for  one  year  even  though  many  had  to  be 
coerced  into  treatment  because  they  did  not 
believe  they  were  alcoholics.11  Lemere  stated: 
“Direct  or  indirect  duress  may  help  an  alcoholic 
accept  treatment  sooner  than  he  otherwise  would 
. . . just  how  and  when  duress  can  be  judiciously 
applied  ...  is  a delicate  problem  . . .”  He 
suggested  that  the  therapist  should  not  be  iden- 
tified with  the  pressure,  reserving  his  talents  for 
helping  the  patient. 

Wolfensberger  reported  that,  of  mental  hos- 
pitalized patients,  alcoholics  had  a significantly 
more  favorable  attitude  toward  hospitalization 
than  non-alcoholics,  and  were  more  cooperative 
to  treatment  programs.15 

Other  studies  such  as  Hansen  and  Teilman,16 
Wexberg,17  Jackson18  and  Lerner19  have  tried  to 
evaluate  the  effectiveness  of  compulsory  forms 
of  treatment.  Zappala  is  the  least  optimistic  of  the 
evaluators,  as  far  as  compulsory  treatment  effec- 
tiveness is  concerned,  stating  that  the  penal 
approach  has  been  a failure.20 

few  reliable  criteria 

4 

Let  us  now  look  at  some  of  the  necessary 
baselines  for  understanding  alcoholism  and  the 
effectiveness  of  compulsory'  treatment.  We  take 
for  granted  the  label  alcoholism  and  yet  in 
reality  we  have  great  difficulty  defining  its 
boundaries.  We  have,  for  example,  little  knowl- 
edge of  alcoholism’s  natural  history,  little  knowl- 
edge as  to  its  cause,  and  few  reliable  criteria  for 
measuring  therapeutic  change.  In  most  research 
reports  on  alcoholism  there  is  the  implicit  and 
explicit  assumption  that  the  diagnosis  of  alco- 
holism would  be  universally  agreed  upon  and 
the  results  thereby  are  generalized  to  all  alco- 
holics. Blane  and  Hill,  in  our  group,  have  ex- 
tensively examined  the  literature  evaluating 
treatment  response  in  alcoholism  and  report 
authors  providing  little  definition  of  criteria  for 
diagnosis,  little  definition  of  variables  being  test- 


ed or  controlled,  and  almost  no  definition  of 
measures  of  change.21 

The  issue  is  further  complicated  by  the  impli- 
cation that  there  exists  a special  personality 
make-up  for  individuals  suffering  alcohol-related 
conditions  which  permits  the  label  alcoholic.  I 
do  not  have  to  tell  this  audience  that  there  is 
no  universal  definition  of  alcoholism;  no  specific, 
unifying  set  of  personality  traits.  Furthermore, 
when  authors  write  about  treatment  results,  they 
seem  unaware  of  the  methodological  difficulties 
involved  when  they  contend  that  their  introduced 
therapeutic  procedure  is  the  cause  of  subsequent 
change. 

In  measuring  change  and  thereby  examining 
effectiveness  of  treatment,  a pretherapeutic  base 
line  must  be  assessed,  and  definition,  reliability, 
and  validity  of  measures  of  change  should  be 
established.  Control  groups  should  be  an  integral 
part  of  all  attempts  to  test  effectiveness  of  treat- 
ment in  alcohol-related  conditions. 

Unfortunately,  reports  of  studies  in  treatment 
with  alcohol-related  conditions  have  relied 
heavily  on  qualitatively  defined  categories,  such 
as  improved  and  unimproved  and  so  on.  Rare 
is  the  author  who  will  spell  out  the  operational 
definitions  of  his  qualitative  terms;  rare  is  the 
reporter  who  tells  us  how  the  judgements  were 
made.  Not  alone  is  little  said  about  reliability 
of  judgements,  but  no  concern  is  voiced  about 
possible  artifacts  in  evaluation.  The  investigator 
seems  least  inclined  to  question  the  validity  of 
his  judgements  and,  apparently,  there  exists  a 
distinct  and  unfortunate  tendency  to  accept  ther- 
apists’ or  patients’  statements  about  therapeutic 
change  and  effectiveness  as  being  the  ultimate  in 
validity.  Unfortunately,  with  time  and  repetition, 
these  statements  of  treatment  effectiveness  assume 
unwarranted  conviction  and  we  are  engulfed 
with  the  dogmas  of  alcoholism  therapies:  give 
conditioned  therapy,  psychotherapy,  disulfiram, 
milieu  treatment  and  so  forth. 

change  of  behavior 

Now  we  all  know  that  valid,  relevant  sources 
of  data  are  not  easy  to  come  by.  But  there  is 
also  no  question  that  many  of  the  inadequacies 
of  treatment-effectiveness  evaluation  can  be 
remedied.  For  example,  beside  collecting  the 
statements  of  therapists  and  patients,  we  can 
cross  check  them  with  relatives  and  friends.  Fur- 
ther, we  can  categorize  a wide  variety'  of  life 
experiences  such  as  occupational  change,  mar- 


934 

Northwest  Medicine,  December  1965 


riage,  death  of  a relative,  change  in  residence, 
and  so  forth,  which  may  have  an  effect  on  change 
during  the  course  of  treatment.  Variables  of 
change,  operationally  defined  and  hence  amen- 
able to  reliability  study,  can  be  developed.  The 
most  obvious  relevant  variable  of  change  for 
alcohol-related  conditions  is  change  in  drinking 
behavior.  Please  note  that  I have  not  said  ab- 
stinence, but  change  in  drinking  behavior. 

For  certain  alcoholics,  a meaningful,  indirect 
measure  of  change  in  drinking  behavior  not 
subject  to  distortion  is  change  in  pattern  of  ar- 
rest and  imprisonment  for  drunkenness.  Another 
for  certain  alcoholic  subgroups  is  change  in 
pattern  of  hospitalization  for  sobering  up  or  as 
a consequence  of  drinking.  A third  measure  for 
change  in  drinking  patterns  can  be  established 
by  measuring  patterns  of  work  days  and  absen- 
teeism. I do  not  wish  to  imply  that  these  objec- 
tive measures  of  change  are  solely  of  import  in 
the  evaluation  of  therapeutic  outcome,  but  rather 
that  by  combining  these  measures  with  the  state- 
ments of  the  patients,  their  relatives  and  others 
close  to  the  patient,  and  by  a system  of  cross 
checking,  the  evaluator  may  derive  more  reliable 
evidence  of  change. 

statistical  trap 

All  of  these  measures  of  change,  however, 
will  bear  little  significance  unless  the  definitions 
and  measures  are  related  to  the  question  of 
pretherapeutic  levels  of  functioning  adjustment. 
A word  of  caution:  the  evaluation  of  treatment 
effectiveness  using  the  patient  as  his  own  con- 
trol may  lead  to  a conclusion  that  a certain 
percentage  of  patients  improve  as  a result  of  a 
therapeutic  endeavor.  Since  we  do  not  know 
how  many  patients  with  alcohol-related  con- 
ditions spontaneously  improve  (it  has  been  re- 
ported that  one  out  of  three  patients  with  neu- 
roses improves  without  any  treatment),  we  may 
draw  highly  erroneous  conclusions  about  our 
treatment  effectiveness.  In  our  own  work,  using 
the  patient  as  his  own  control,  we  found  that 
after  treatment  of  100  experimenal  patients,  their 
rate  of  arrest  had  been  greatly  reduced.  We  could 
have  concluded  that  as  a result  of  our  therapeu- 
tic approach,  a striking  reduction  resulted  in 
our  patients’  difficulties  with  the  law.  However, 
when  we  analyzed  100  comparison  patients  who 
had  not  received  our  special  approach,  we  found 
that  they,  too,  showed  a similarly  significant  re- 
duction in  arrests.  Further  study  revealed  that 


both  groups  were  drawn  from  a population  of 
patients  who  are  being  less  frequently  arrested 
now  than  in  the  past. 

Crucial  to  measuring  change  are  follow-up 
procedures  for  long  periods  to  gather  material 
to  assess  effectiveness  of  treatment.  Only  after 
activity  where  pretherapeutic  levels  have  been 
assessed,  multiple  measures  of  change  have  been 
used,  and  follow-up  has  been  at  a significant  level 
is  one  relatively  justified  in  genex-alizing  findings 
of  change. 

force  essential 

Let  us  now  look  at  the  compulsory  aspect  in 
the  title  of  my  paper.  We  must  immediately  ask 
ourselves  does  any  patient  seek  treatment  with- 
out some  inner  or  outer  force  pushing  him  into 
treatment?  The  answer  is,  obviously,  of  course 
not.  We  like  to  hang  on  to  the  myth  of  free 
action  and  freedom  of  choice,  but  how  much  do 
we  really  do  without  coercion?  The  cries  against 
conformity  bear  me  out;  the  sameness  of  our 
cities,  homes,  and  dress  also  do  but  I shall 
not  belabor  the  point. 

What  I believe  the  assigners  of  my  title  had 
in  mind  is  a legally  enforced  treatment;  or  the 
removal  of  freedom  of  movement  by  hospitaliza- 
tion. Even  with  this  narrow  focus  we  must  be 
on  guard.  The  history  of  doing  harm  to  people 
on  the  credo  of  doing  them  good  is  too  fresh  in 
many  minds.  We  must  constantly  be  reminded 
that  our  behavior  as  caretakers  has  not  always 
been  positively  directed  toward  alcohol-related 
conditions  and  the  possibility  of  using  compul- 
sion may  be  another  way  of  ridding  ourselves 
of  an  annoying  problem  in  the  guise  of  good 
care.  Punitive  treatment  because  of  and  for  the 
caretaker  can  never  be  condoned.  Forcing  a 
patient  into  treatment  when  it  has  been  deter- 
mined to  be  for  the  good  of  the  patient  after 
careful  examination  and  evaluation  by  a team 
is  another  matter.  I think  I may  be  able  to  give 
you  a concrete  example  of  what  I mean. 

seen  but  not  known 

For  years  we  have  noticed  that  a considerable 
number  of  individuals  with  alcohol  problems  had 
frequent  readmissions,  ranging  from  30  to  50 
admissions  to  our  emergency  service  per  year. 
The  attitude  of  the  caretakers  was  that  these 
were  well-known  patients.  Closer  examination 
revealed,  however,  that  these  patients  were  not 
in  fact  known— no  one  had  completely  evaluated 
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them— but  they  were  often  seen.  When  careful 
evaluation  was  made  and  they  were  really 
known,  these  patients  showed  us  that  they  were 
individuals  who  presented  themselves  to  a var- 
iety of  community  resources,  asking  for  help. 
The  plea  for  help  was  not  understood.  The  pleas 
were  for  external  controls.  These  patients  intui- 
tively recognized  their  inability  to  deal  with 
their  own  impulses  and  the  society7  about  them. 
Shunned,  stunned  and  ostracised,  they  wended 
their  way  from  agency  to  agency,  draining  re- 
sources, creating  feelings  of  anger  and  hopeless- 
ness. And  yet  all  they  asked,  if  someone  took  the 
time  really  to  listen,  was  that  external  controls 
be  applied.  No  better  patient  can  you  find  than 
these  when  under  cover  of  the  hospital  roof;  no 
more  difficult  when  on  the  outside.  We  know 
these  men  require  a hospital  that  will  give  their 
life  structure  and  control,  useful  endeavors  and 
treatment,  and  the  necessary  society7  where  they 
can  survive.  In  our  enlightened  community  such 
facilities  do  not  yet  exist.  When  they7  do,  a large 
population  of  neglected  patients— neglected  in 
terms  of  their  needs  not  neglected  because  they7 
are  hopeless— will  be  helped.  These  people  need 
a compulsory7  form  of  treatment.  At  our  present 
stage  of  knowledge,  no  other  form  will  do. 

There  are  other  areas  of  patient  need  that  can 
be  met  by  forms  of  compulsory  treatment.  For 
some  patients,  applying  the  attitude  that  they 
must  undergo  treatment,  after  a careful  evalua- 
tion has  been  made,  means  someone  is  interested 
in  them.  Too  often  we  caretakers  have  offered 
our  various  treatments  on  a take-it-or-leave-it 
basis.  Our  w7ork  on  motivating  alcoholic  patients 
into  treatment  has  clearly  demonstrated  that  if 
the  patient  does  not  come  for  or  stay  in  treatment 
the  fault  may  lie  with  the  caretaker  or  his  ap- 
proach, or  his  lack  of  understanding  of  the 
needs  of  the  individual.22-24  It  is  vrhy  I always 
stress  that  v7e  should  discard  our  stereotyped 
images  that  there  is  an  alcoholic  and  we  have 
the  treatment  he  must  fit  to.  Rather,  we  should 
view  the  daily  problems  as  one  of  an  individual 
who,  as  one  manifestation  of  his  problems,  has 
an  alcohol-related  condition  and  how7,  after  care- 
ful study,  can  we  provide  a treatment  program 
that  fits  his  needs  and  the  resources  available. 
You  can  readily  see  how,  for  certain  patients, 
compulsory  treatment  would  be  necessary7  and 
effective. 


forced  abstinence  is  not  treatment 

This  latter  point  leads  me  to  a discussion  of 
treatment  goals  in  determining  effectiveness.  If 
abstinence  is  your  main  measure  of  treatment 
effectiveness,  and  other  factors  of  the  patient’s 
w7ell-being,  functioning,  self-respect  and  inter- 
personal relations  are  of  lesser  import,  compul- 
sion by  incarceration  can  lead  to  abstinence.  In- 
carcerate patients,  see  they  have  no  supply  of 
alcohol  and  they  will  be  abstinent.  You  can  re- 
port that  your  treatment  is  effective.  But  I hope 
such  parochial,  punitive  goals  do  not  motivate 
this  audience.  The  goals  of  treatment  must  be 
consistent  with  the  patient’s  potential  and  re- 
source, as  w7ell  as  with  the  facilities  society  can 
offer  him  to  achieve  his  goals.  As  a researcher 
you  have  seen  how  I have  suggested  setting  up 
measures  and  w7e  can  use  then  our  carefully 
described  criteria  for  effectiveness.  We  can  say 
the  patient  has  been  effectively  treated  when 
he  has  had  X number  of  days,  months,  y7ears,  of 
symptom  freedom,  and  then  call  it  a therapeutic 
triumph.  If  a relapse  occurs  after  the  set  period, 
we  can  consider  this  the  advent  of  a new7,  sepa- 
rate illness.  The  model  I use  is  that  of  the  meth- 
od used  for  the  study  of  cancer,  i.e.,  5 years  of 
no  recurrence  or  relapse;  the  patient  is  cured. 
Cancer  thereafter  is  considered  a new7  lesion. 

The  reason  for  suggesting  this  is  that  very 
often  w7e  set  up  goals  in  treatment,  achieve  them, 
and  after  a successful  period,  a relapse  occurs 
and  the  treatment  is  considered  a failure.  This 
leads  to  discouragement  and  despair  and  state- 
ments that  alcohol  problems  are  not  successfully 
treated. 

any  change  for  better  is  success 

As  a clinician  I don’t  have  this  problem.  If 
the  patient  changes  for  the  better  for  a time, 
regardless  of  w7ho  or  w'hat  is  responsible,  then 
my  efforts  are  worthwhile.  For  example,  if  I 
treat,  as  a clinician,  a patient  who  consumes  a 
fifth  of  liquor  per  day  and,  after  treatment,  he 
drinks  only  2 shots  per  day  instead,  that  is  im- 
provement. If  I can  get  the  patient  w7ho  has  not 
w7orked,  not  had  interpersonal  relations  and  been 
intoxicated  daily  to  be  sober  and  functioning  for 
thirty  day7s,  this  is  worthwhile.  Perhaps  this  is 
all  the  patient  can  tolerate  for  change,  and  this 
may  be  all  my  therapies  are  able  to  accomplish. 

Earlier  I noted  how  Zw'erling  and  Clifford 
equated  the  relation  between  setting  limits  in 
psychotherapy  and  compulsory  treatment.  As  I 
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see  it,  both  setting  limits  and  compulsory  treat- 
ment offer  the  individual  a choice.  This  offering 
of  a choice  is  further  related  to  the  important 
question  of  civil  liberties  and  compulsory  treat- 
ment. If  treatment  is  indeed  compulsory  (in  the 
sense  of  a prison  sentence  after  all  appeal  has 
been  exhausted),  I am  against  it.  I am  against 
laws  which  state  that  an  alcoholic  must  enter 
treatment.  The  element  of  choice , clearly  pointed 
out  to  the  individual,  must  be  present.  For  ex- 
ample, the  judge  who  wishes  to  commit  an  alco- 
holic to  a treatment  program  must  offer  jail  or 
treatment;  not  just  treatment  alone. 

Our  group  has  just  had  to  face  this  problem 
of  civil  liberties  versus  enforced  treatment  in  a 
project  designed  to  attempt  to  elucidate  early 
signals  of  alcoholism  in  a population  of  young 
people  ordinarily  not  referred  for  treatment.  It 
was  the  contention  of  the  National  Institute 
of  Mental  Health  review  committee,  the  state 
agencies  involved,  and  our  research  group  that 
regardless  of  the  importance  of  the  project,  every 
effort  must  be  made  to  protect  the  rights  of  the 
individual  even  against  efforts  for  his  own  good. 
I cannot  emphasize  this  latter  point  enough. 

conclusion 

Therefore,  in  closing  our  perusal  of  compul- 
sory treatment  in  alcoholism  it  would  appear 
that  we  are  left  with  the  sense,  if  we  are  to 
protect  and  guard  the  rights  of  the  individual, 
that  compulsory  treatment  may  be  seen  as  merely 
one  more  technique  in  the  caretaker’s  list  of 
tools  for  enhancing  the  motivation  and  needs 
we  assume  to  exist  in  alcoholics.  We  must  pro- 
tect the  patient  not  only  from  himself;  but  often 
from  those  who  want  to  care  for  him  as  well.  ■ 
Massachusetts  General  Hospital  (02114) 

abstracto 

Forzada  abstinencia  por  medio  de  encarcelam- 
ienio  no  significa  una  cura  del  alcoholismo. 
Compulsion  sin  embargo  puede  ser  usada  con- 
structivamente.  Esto  puede  servir  el  alcoholico 
como  una  evidencia  de  que  alguna  persona  estd 
interesada  o esto  puede  proveer  una  fuerte 
motivacion  para  el  mejoramiento.  Un  prolongado 
confinamiento  ha  sido  visto  que  produce  mejores 
resultados  que  cortos  periodos  de  tratamiento. 
La  terapia  por  este  metodo  deberia  ser  aceptada 
voluntariamente ; la  victima  seria  dada  a escoger, 
tal  como  entre  una  sentencia  de  carcel  y con- 
finamiento en  un  centro  de  tratamiento.  El 
criterio  en  el  cual  se  hasa  las  observaciones 


acerca  de  la  cura  son  desde  lejos  bien  establicido. 
Bajo  las  presentes  circunstancias,  cualquier 
reduccion  en  la  consuncion  de  alcohol  repre- 
senta  un  grado  de  exito. 
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A Measles  Epidemic  in  an  Alaskan  Boarding  School 

JACOB  A.  BRODY,  M.D.,  Bethesda,  Maryland  / RUTH  H A S E L E Y,  M.S.,  Anchorage,  Alaska 


A measles  epidemic  occurred  among  Aleut,  Eskimo  and  Indian  students 
at  the  Mt.  Edgecumbe  School,,  Sitka,  Alaska,  in  1962.  Confirmed  cases  were 
virtually  confined  to  students  from  several  isolated  communities  where  measles 
had  not  occurred  for  many  years.  All  serologically  susceptible  individuals 
showed  some  evidence  of  measles  infection.  In  a small  group,  superinfection 
with  measles  virus  was  observed  among  serologically  immune  students  who  did 
not  develop  clinical  measles. 

Gamma  globulin  modified  the  severity  of  measles  to  some  degree.  Antibody 
levels  were  significantly  lower  in  the  group  that  received  gamma  globidin  in 
the  period  from  three  days  before  to  two  days  after  the  appearance  of  rash, 
suggsting  a possible  interference  with  normal  antibody  development. 


An  epidemic  of  measles  occurred  at  the  Mt. 
Edgecumbe  School,  Sitka,  Alaska,  in  September, 
1962,  involving  10  per  cent  of  the  school  s 669 
students.  Blood  specimens  were  collected  from 
most  of  the  students  two  weeks  prior  to  the 
epidemic  and,  during  the  latter  days  of  the 
epidemic,  all  students  were  tuberculin  tested. 
Gamma  globulin  was  given  prophylactically  to 
most  students  early  in  the  epidemic.  This  unique 
combination  of  events  provided  an  opportunity 
to  study  measles  in  a high  school  population, 
in  terms  of  infectiousness  of  the  virus  and  the 
effects  of  gamma  globulin  prophylaxis.  An 
analysis  of  data  concerning  tuberculin  responses 
will  be  presented  separately.1 

4 

background 

The  Mt.  Edgecumbe  School,  administered  by 
the  Bureau  of  Indian  Affairs,  draws  its  student 
body  from  the  Aleut,  Eskimo  and  Indian  popu- 
lations throughout  Alaska.  The  school  offers  a 
four-year  high  school  program.  Students  reside 
in  dormitories  during  the  school  term  and  custo- 
marily return  to  their  native  villages  in  the 
summer. 

The  institution  is  located  on  Japonski  Island, 
in  Sitka  Sound,  several  hundred  feet  from  the 
coastal  community  of  Sitka.  Also  located  on  this 
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Island  is  the  Mt.  Edgecumbe  Hospital,  a large 
Public  Health  Service  facility,  with  250  beds 
and  a permanent  staff  of  nine  physicians,  one 
of  whom  is  assigned  to  the  school  clinic.  Stu- 
dents, when  ill,  report  to  the  clinic  or  are 
directed  to  report  to  the  physician  by  dormitory 
supervisors. 

Early  in  August,  1962,  measles  appeared  in 
the  community  of  Sitka.  On  September  7,  the 
first  case  was  noted  in  a student  at  the  Mt. 
Edgecumbe  School.  Within  seven  days,  four  more 
cases  occurred  and  then  the  illness  disseminated 
rapidly  through  the  school.  The  last  measles 
case  was  reported  on  October  5. 

materials  and  methods 

Clinical  cases  of  measles  were  diagnosed  by 
a physician.  In  many  instances  the  children  were 
hospitalized,  although  shortage  of  hospital  beds 
made  it  necessary  for  some  of  the  ill  students 
to  remain  in  their  dormitories. 

Gamma  globulin  was  administered  prophy- 
lactically (and  in  some  instances,  after  actual 
onset  of  symptoms),  0.02  ml  per  lb  (0.044  ml  per 
kg),  to  642  of  the  669  students.  Most  of  the 
gamma  globulin  was  dispensed  between  Sep- 
tember 16-23. 

An  attempt  was  made  to  review  the  clinical 
records  six  months  after  the  outbreak  in  order 
to  establish  the  diagnosis  and  to  classify  cases 
in  terms  of  severity  of  symptoms.  Because  of  the 
fact  that  daily  temperatures  were  not  available 
from  patients  who  were  not  hospitalized,  this 
breakdown  was  not  satisfactory.  The  term  severe 
measles  in  the  text  refers  to  cases  in  individuals 
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who  were  hospitalized  and  assigned  this  desig- 
nation retrospectively  by  the  admitting  physi- 
cian. Final  diagnosis  of  measles  was  difficult  to 
assess  since,  toward  the  end  of  the  epidemic, 
after  gamma  globulin  was  administered,  minimal 
and  questionable  symptoms  appeared  in  many 
students.  To  resolve  the  problem  of  diagnosis  we 
relied  primmarily  on  serologic  studies.  The  term 
confirmed  measles  in  the  text  refers  to  those 
with  clinical  and  serologic  evidence  of  disease. 

Blood  specimens  were  collected  during  the 
last  week  in  August,  1962,  and  again  during  the 
first  week  of  April,  1963,  from  588  of  the  669 
students.  Subsequent  analysis  is  based  on  this 
group.  All  specimens  were  tested  for  hemag- 
glutination inhibition  (HI)  antibody  at  the 
Arctic  Health  Research  Center,  PHS,  Anchorage. 
Tests  were  performed  by  the  method  of  Rosen 
with  the  following  modifications.2  A 1:5  dilu- 
tion of  serum  was  prepared  and  extracted  by 
adding  0.2  ml  of  serum  to  0.8  ml  of  a 25  per 
cent  kaolin  slurry  in  saline.  Material  remained 
at  room  temperature  with  occasional  shaking  for 
20  minutes  at  which  time  the  tubes  were  centri- 
fuged for  five  minutes  at  2000  RPM  to  separate 
the  kaolin.  Instead  of  transferring  the  supernate 
to  another  test  tube,  rhesus  monkey  erythrocytes 
(0.1  ml  of  a 50  per  cent  suspension  in  saline) 
were  added  directly  to  the  serum  and  kaolin. 
The  tubes  were  agitated  gently  and  placed  at 
4 C for  one  hour  and  then  centrifuged  for  10 
minutes  at  2000  RPM.  Erythrocytes  and  kaolin 
formed  a tight  precipitate  with  minimal  hemo- 
lysis leaving  an  almost  straw-colored  supernate 
that  was  poured  off.  All  sera  were  tested  in  one 
continuous  run  using  hemagglutinating  antigen 
purchased  from  a commercial  source." 

Selected  sera  were  re-extracted  and  tested  a 
second  time  to  explore  unusual  serologic  reac- 
tions. For  these  tests,  sensitivity  of  the  HI  sys- 
tem was  increased  by  using  an  aliquot  of  a 1:5 
serum  dilution  and  titering  it  in  the  presence  of 
1,  2,  and  the  usual  4 units  of  hemagglutinin. 
To  demonstrate  the  specificity  of  measles  anti- 
body when  challenged  with  less  than  4 units  of 
hemagglutinin,  we  tested  10  pre-epidemic  sera 
from  confirmed  measles  cases  and,  in  addition, 
20  sera  collected  during  another  study3  among 
measles  susceptible  individuals  residing  in  an 
area  where  canine  distemper  was  endemic.4  In  no 
instance  did  we  observe  antibody  in  these  sera 
when  tested  with  1 or  2 units  of  hemagglutinin. 
Among  individuals  with  measles  antibody,  our 

•Microbiological  Associates,  Bethesda,  Maryland. 


findings  were  generally  similar  to  those  reported 
by  Togo  who  showed  a fourfold  rise  of  measles 
HI  titer  with  every  twofold  decrease  in  units 
of  antigens.5 

results 

Confirmed  measles  occurred  in  58  of  588  stu- 
dents from  whom  paired  blood  specimens  were 
available.  Severe  measles  was  observed  in  22 
students  while  the  remainder  of  the  cases  varied 
in  severity  from  moderately  severe  disease  to 
very  mild  illness  in  which  only  a fleeting  rash 
was  noted.  Severe  cases  tended  to  occur  earlier 
in  the  epidemic,  (Figure  1).  First  cases  were 
among  males  and  the  peak  among  males  came 
somewhat  earlier  than  that  among  females. 


i 


Fig.  1.  Measles  cases,  Mt.  Edgecumbe — Epidemic  curve — 
58  confirmed  cases. 


Confirmed  measles  cases  occurred  in  clusters 
among  students  from  several  relatively  isolated 
Alaskan  communities  where  measles  had  been 
absent  for  many  years.  In  20  instances  the  diag- 
nosis of  measles  was  made  in  individuals  who 
did  not  reside  in  villages  in  which  other  cases 
were  reported.  The  symptoms  in  these  cases  were 
mild  and  in  each  instance  significant  antibody 
was  present  in  the  pre-epidemic  serum  and  sero- 
logic rise  did  not  occur.  These  20  indivduals 
are  not  included  on  the  graph  in  Figure  1. 

No  demonstrable  antibody  to  measles  was 
found  in  63  students  prior  to  the  epidemic,  even 
when  tested  against  1 unit  of  hemagglutinin.  All 
had  titer  in  the  post  epidemic  bleeding.  Clinical 
measles  was  diagnosed  in  58  of  the  63.  Final  titer 
and  severity  of  illness  are  shown  on  Table  1. 
Clinical  measles  was  not  diagnosed  in  five  of 
the  63  students.  Their  final  titers  were  very  low; 
three  of  the  five  having  antibody  that  was  de- 
tected only  by  using  1 or  2 units  of  hemagglu- 
tinin. All  five  were  from  villages  in  which  other 
measles  cases  did  not  occur,  and  three  were  from 
the  same  village. 

Of  the  525  students  in  whom  antibody  to 
measles  was  present  prior  to  the  epidemic  (Table 
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TABLE  1.  Clinical  and 

serologic 

findings  among 

students 

with  no  measles  antibody  before  the  epidemic. 

No  Measles 

Final  titer 

measles 

Severe  Other 

Total 

Detectable  onlv  vs. 

less  than  4 units 

3 

3 

5 

1 

1 3 

5 

10 

1 

4 5 

10 

20 

8 15 

23 

40 

6 8 

14 

80 

3 4 

7 

160 

1 

1 

Totals 

5 

22  36 

63 

TABLE  2.  Clinical  and 

serologic 

findings  among 

students 

with  measles  antibody 

before  the 

epidemic. 

Pre-epidemic  Fourfold  or 

No  fourfold 

Total 

titer  greater  serologic 

rise 

serologic 

rise 

Detectable  onlv  vs. 

less  than  4 units 

12 

15 

27 

5 

2 

90 

92 

10 

135 

135 

20 

123 

123 

40 

96 

96 

80 

43 

43 

160 

9 

9 

Totals 

14 

511 

525 

2,)  a fourfold  rise  in  titer  was  demonstrated  in 
14.  Symptoms  were  not  encountered  in  this 
group.  The  initial  titers  in  these  14  individuals 
were  consistently  low,  with  12  having  antibody 
detectable  only  by  using  1 or  2 units  of  hemag- 
glutinin. 

Gamma  globulin  appeared  to  modify  the  se- 
verity of  symptoms  when  given  early  in  the 
incubation  period,  (Figure  2).  Of  58  confirmed 


13 


5 


7 


9 


15 


gg.  Day  Prior  to  Onset 

Fig.  2.  Timing  of  receipt  of  gamma  globulin  and  severity 
of  illness. 

cases  22  were  severe.  Eleven  of  these  did  not  re- 
ceive gamma  globulin  prior  to  onset  of  symp- 
toms, while  in  nine  instances  symptoms  develop- 
ed within  seven  days  of  inoculation.  Among  36 


confirmed  measles  cases  which  were  not  severe, 
15  received  gamma  globulin  at  least  eight  days 
prior  to  onset  of  rash. 

The  final  titers  of  those  who  received  gamma 
globulin  before  onset  of  symptoms  were  slightly 
higher  than  among  those  who  did  not  receive 
gamma  globulin  or  received  gamma  globulin 
after  onset  of  symptoms  (Table  3),  but  the  dif- 
ference was  not  significant  (P  > .10)  when  an- 
alyzed by  the  X2  test.  A significant  difference 
was  encountered,  however,  among  those  who 
received  gamma  globulin  from  three  days  before 
onset  of  rash  to  two  days  after  onset  of  rash 
(P  > .01). 

discussion 

The  epidemic  of  measles  in  an  Alaskan  board- 
ing school  provided  an  opportunity  to  investigate 
serologic  patterns  in  an  unusual  population 
which  was  somewhat  older  than  most  groups 
similarly  studied.  We  were  limited  in  our  clinical 
evaluation  since  data  were  secured  from  hospital 
records  six  months  after  the  outbreak  and  in- 
formation on  patients  who  were  not  hospitalized 
was  incomplete.  Widespread  use  of  gamma  glo- 
bulin further  complicated  diagnosis. 

Our  data  emphasize  the  great  infectiousness 
of  measles  virus.  All  seronegative  individuals 
developed  antibody  during  the  course  of  the  out- 
break. In  five  instances  clinical  symptoms  did 
not  appear  among  students  without  demonstra- 
ble antibody  prior  to  the  epimedic.  These  stu- 
dents all  had  received  gamma  globulin.  Inap- 
parent  measles  after  modifying  dose  of  gamma 
globulin  has  been  reported  by  Black  and  Yan- 
net.G  While  this  may  be  the  explanation  for  the 
failure  of  symptoms  to  develop  in  these  five 
students,  we  were  more  impressed  by  the  fact 
that  only  five  students  of  the  63  serologic  sus- 
ceptibles  were  from  villages  in  which  other 
clinical  cases  did  not  occur  and  all  showed  mini- 
mal antibody  responses.  It  is  likely  that  these 
students  had  partial  immunity  which  could  not 
be  detected  by  our  serologic  tests  and  upon 
re-exposure  to  measles  had  a booster  pheno- 
menon with  subclinical  infection  which  has  been 
reported  by  Stokes  et  aV  and  Krugman  et  al* 
If  we  accept  this  explanation  for  the  patterns 
in  these  five  students,  we  can  conclude  that  all 
truly  susceptible  students  developed  clinically 
apparent  measles. 

A fourfold  or  greater  rise  in  antibody  level 
occurred  among  14  students  in  whom  antibody 
was  detected  in  the  pre-epidemic  bleeding.  These 
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TABLE  3.  Measles  cases  in  terms  of  titer,  onset  of  symptoms  and  timing  of  gamma  globulin 
administration. 


HI 

TITER 

160 

80 

40 

20 

10 

5 


Onset  of  Symptoms 


2 1 
1 1 


No  gg.  9-6  5-3 

Days  before  receiving 


6 

2 

1 

2-0 

gg- 


1 

3 2 

2 4 

1 8 3 

2 3 1 

1 2 

1-3  4-6  7-9 

Days  after 


1 1 

2 2 

3 

1 

1 

10-12  13-15 

receiving  gg. 


children  were  asymptomatic  and  were  from  vil- 
lages in  which  other  students  did  not  develop 
clinical  symptoms.  The  rise  in  antibody  in  this 
group  is  another  indication  of  subclinical,  super- 
infection. Stokes  et  al.7,  using  complement  fixa- 
tion and  neutralizing  antibody,  and  Krugman 
et  al.8,  using  HI  antibody,  noted  that  subclinical 
superinfection  is  dependent  upon  initial  titer. 
This  was  strikingly  the  case  in  the  present  series 
since  booster  effects  occurred  only  among  those 
with  very  low  antibody  levels.  Krugman  et  al.8, 
have  shown  that  III  antibody  response  to  this 
booster  is  maximal  after  12  days  and  then  grad- 
ually declines.  Since  the  second  blood  specimen 
was  not  collected  for  six  months,  it  is  possible 
that  others  with  serologic  rises  were  missed. 
Our  findings  support  the  thesis  that  in  a small 
number  of  individuals  subclinical,  superinfections 
with  measles  virus  occur. 

Gamma  globulin  appeared  to  modify  clinical 
severity  of  measles.  Most  of  the  severe  cases 
had  not  received  gamma  globulin  or  received 
it  late  during  the  incubation  period. 

Those  who  received  gamma  globulin  before 
onset  of  rash  had  slightly  higher  titers  than  those 
who  did  not  receive  gamma  globulin  at  all,  or 
those  who  received  it  after  onset  of  symptoms. 
This  difference  was  not  statistically  significant. 
Significantly  lower  titers  appeared,  however, 
among  those  who  received  gamma  globulin  dur- 
ing the  period  from  three  days  before  to  two 
days  after  onset  of  rash.  Since  antibody  to 
measles  appears  within  a day  or  two  after  onset 
of  symptoms,  it  may  be  that  gamma  globulin, 
when  present  in  high  concentration  during  this 
period,  is  capable  of  suppressing  part  of  the 
normal  antibody  formation.  It  has  been  shown 
that  large  doses  of  passively  administered  7S 
antibody  (the  active  component  in  gamma  glo- 
bulin) inhibits  antibody  formation  in  laboratory 
animals.9  ■ 

Nat’l.  Institute  of  Health  (20014) 

For  reprints  write:  Arctic  Health  Research  Center, 
945  6 Ave.,  Anchorage,  Alaska  99501 


abstracto 

Una  epidemia  de  sarampion  ocurrid  entre 
estudiantes,  Aleutianos,  Esquimalcs  e Indios  en 
Mt.  Edgecumbe  School,  Sitka,  Alaska,  en  1962. 
Casos  confinnados  fueron  virtualmente  confin- 
ados  a estudiantes  de  varias  comunidades 
aisladas  donde  el  sarampion  no  ha  ocurrido  por 
machos  ahos.  Todos  los  individuos  susceptibles 
serologicamente  mostraron  alguna  evidencia  de 
infecion  sarampionosa.  En  an  pequeho  grupo, 
superinfeccione  con  virus  del  sarampion  fue 
observado  entre  estudiantes  inmunes  serologica- 
mente, quienes  no  desarrollaron  sintomatolgia 
sarampionosa. 

Gamma  globulina  modified  la  severidad  del 
sarampion  en  elgun  grado.  Niveles  de  anti- 
cuerpos  fueron  significamente  mas  bajos  en  el 
groupo  que  recibio  gamma  globidina  en  el 
periodo  descle  tres  dias  antes  a dos  dias  despues 
de  la  aparicion  del  rash,  sugiriendo  turn  pcsible 
inferencia  con  el  normal  desarollo  de  anticuerpos. 
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president  Ernest  T.  Livingstone,  M.D.,  Portland 
secy.-treas.  Alfred  C.  Hutchinson,  M.D.,  Portland 
executive  secretary  Mr.  Roscoe  Miller , Portland 
Annual  meeting.  Sept.  27-Oct.  1,  Portland 

Proceedings  of  the  Board  of  Trustees 

Saturday,  November  6,  1965 

The  Board  of  Trustees  of  the  Oregon  Medical 
Association  held  its  first  meeting  of  the  1965-1966 
Association  year  on  Saturday,  November  6,  1965,  at 
2:00  p.m.  in  the  Conference  Room  of  the  Association 
office.  The  following  members  of  the  Board  were 
present:  Ernest  T.  Livingstone,  James  H.  Seacat, 
William  C.  Scott,  Alfred  C.  Hutchinson,  Clinton  S. 
McGill,  Max  H.  Parrott,  Blair  J.  Henninsgaard, 
Norman  A.  David,  G.  Prentiss  Lee,  James  V.  Wood- 
worth,  Raymond  M.  Reichle,  J.  Scott  Gardner,  W.  O. 
Steele,  Merle  Pennington,  Noel  B.  Rawls,  G.  Donald 
Beardsley,  Stanley  K.  Davis,  John  L.  Lang,  Glenn 
M.  Gordon,  H.  Lee  Harris,  Melvin  E.  Johnson,  John 
R.  Boe,  E.  .Albert  Moody,  W.  T.  Edmundson,  and 
Robert  W.  Pollock. 

The  following  members  of  the  Board  were  absent: 
John  E.  Tysellj  Raymond  M.  McKeown,  John  W. 
Stephens,  Paul  W.  Sharp  and  Dean  M.  Macy. 

Other  members  of  the  Association  present  were 
Edgar  M.  Rector,  Chairman  of  the  Committee  on 
Child  Health;  John  F.  Abele,  Representative  on  the 
Advisory  Council  to  the  State  Joint  Staff  Committee; 
George  M.  Robins,  Chairman,  Committee  on  the 
Study  of  the  Clinical  Laboratory  Situation  in  Ore- 
gon; C.  H.  Hagmeier,  Chairman,  Oregon  Medical 
Political  Action  Committee;  Gerald  E.  Kinzel,  Trus- 
tee of  Oregon  Physicians’  Service;  and  Morton  J. 
Goodman. 

Also  in  attendance  were:  Mrs.  Howard  C.  Em- 
merson,  President,  and  Mrs.  William  V.  Zartman, 
President-Elect  of  the  Woman’s  Auxiliary;  Mr.  Stuart 
Gates,  Legal  Counsel;  Mr.  Jerry  Gould,  Field  Rep- 
resentative, American  Medical  Association;  Mr.  Rob- 
ert H.  Eisner,  Executive  Secretary,  Multnomah 
County  Medical  Society;  and  from  the  Association 
headquarters  staff,  Mr.  Roscoe  K.  Miller,  Executive 
Secretary;  Mr.  Robert  O.  Bissell.  Associate  Executive 
Secretary;  and  Mrs.  Doris  Bennett,  office  secretary. 


OREGON 


President  Livingstone  introduced  the  newly  elect- 
ed members  of  the  Board  of  Trustees  who  were 
attending  for  the  first  time  and  other  members  of 
the  Association  and  guests  who  were  present. 

Recommendations  of  the  Executive  Committee 

President  Livingstone,  Chairman  of  the  Executive 
Committee  of  the  Board  of  Trustees,  reported  that 
the  Committee  at  its  meeting  at  9:00  a.m.  on  this 
date  submitted  the  following  recommendations 
which  were  adopted: 

L— That  the  applications  of  the  following  members 
for  Life  membership  be  approved: 

Martin  S.  Sichel,  Portland 
George  Pasto,  Portland 
B.  A.  Van  Loan,  Portland 
Thomas  E.  Griffith,  The  Dalles 

2.  — That  the  regular  monthly  meeting  for  De- 

cember, 1965,  will  be  postponed  from  Decem- 
ber 4th  to  December  11th  due  to  the  AMA 
Clinical  Meeting  to  be  held  in  Philadelphia, 
November  28  - December  1. 

3. — That  the  Board  of  Trustees  consider  its  rec- 
ommendations to  be  made  to  Governor  Mark 
O.  Hatfield  for  appointments  to  the  Oregon 
State  Board  of  Health  and  the  Oregon  State 
Board  of  Medical  Examiners  as  follows: 

a.  At  the  December  1965  meeting,  to  the  Ore- 
gon State  Board  of  Health  for  the  position 
now  held  by  Jack  W.  Grondahl  of  Pendleton, 
which  expires  on  January  15,  1966. 

b.  At  the  January  1966  meeting,  to  the  Ore- 
gon State  Board  of  Medical  Examiners  for 
the  position  now  held  by  Allan  L.  Ferrin  of 
Salem  which  expires  on  February  27,  1966. 

4. — That  William  C.  Crothers,  Chairman  of  the 
Committee  on  Charitable  Medical  Care  and 
James  H.  Seacat,  Immediate  Past  President,  be 
authorized  to  attend  an  orientation  conference 
on  Title  19  of  Public  Law  89-97  sponsored  by 
the  American  Medical  Association  and  to  be 
held  in  Chicago,  January  20-21,  1966,  at  the 
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expense  of  the  American  Medical  Associatioon. 

5.  — That  an  appropriate  commendatory  resolu- 

tion be  written  expressing  appreciate  to  Glenn 
M.  Gordon  for  his  three  years  of  service  as 
Speaker  of  the  House  of  Delegates  with  a 
presentation  to  be  made  at  the  1966  Midyear 
Meeting  of  the  House  of  Delegates. 

6. — That  Senate  Bill  2184  introduced  by  Senator 
Javits  and  others  in  the  89th  Congress  providing 
that  clinical  laboratories  which  transact  business 
in  interstate  commerce  shall  be  licensed  by  the 
Surgeon  General  of  the  United  States  Public 
Health  Service  be  referred  to  the  Committee 
on  Public  Policy. 

Dr.  Gordon  Elected  Trustee-at-Large 

President  Livingstone  announced  that  it  became 
necessary  to  elect  a Trustee-at-Large  on  the  Execu- 
tive Committee  to  fill  the  vacancy  created  by  the 
expiration  of  the  term  of  John  E.  Tysell,  now  Presi- 
dent-Elect. He  explained  further  that  the  term  of 
Trustee  to  be  elected  would  be  for  three  years 
expiring  at  the  annual  session  in  1968.  Dr.  Living- 
stone then  reported  that  the  Executive  Committee 
nominated  Glenn.  M.  Gordon,  Trustee  from  the 
Seventh  District  comprised  of  Lane  County,  and 
then  called  for  additional  nominations  from  the  floor. 

There  being  no  additional  nominations,  upon 
motion  duly  made,  seconded  and  carried,  it  was 
voted  that  nominations  be  closed  and  that  a unani- 
mous ballot  be  cast  for  Dr.  Gordon  as  Trustee-at- 
Large  on  the  Executive  Committee. 

Auxiliary  Activities 

Mrs.  Howard  C.  Emmerson,  President  of  the 
Woman’s  Auxiliary,  reported  that  she  and  Mrs. 
William  V.  Zartman,  President-Elect,  had  attended  a 
National  Conference  of  the  Woman’s  Auxiliary  to 
the  American  Medical  Association  in  Chicago  and  a 
Regional  Conference  in  San  Francisco  where  orien- 
tation programs  related  to  local,  state  and  national 
auxiliary  activities  were  presented.  She  also  reported 
that  she  and  Mrs.  Zartman  and  a panel  of  committee 
chairmen  were  visiting  component  auxiliaries  to 
present  possible  auxiliary  activities  and  to  urge  the 
implementation  of  one  or  more  of  them  during  the 
current  year.  She  concluded  her  remarks  by  an- 
nouncing that  during  the  coming  week  the  Woman’s 
Auxiliaries  in  Klamath,  Jackson,  Josephine  and  Doug- 
las Counties  would  be  visited. 

National  Conference  on  Physicians  and  Schools 

Edgar  M.  Rector,  Chairman  of  the  Committee  on 
Child  Health,  presented  a comprehensive  report  on 
the  1965  Biennial  Conference  on  Physicians  and 
Schools  sponsored  by  the  American  Medical  Asso- 
ciation and  held  in  Chicago,  September  26-29.  He 
stated  that  the  principal  item  for  discussion  at  the 
Conference  was  health  education  in  elementary  and 
secondary  schools  with  special  emphasis  being  given 


to  the  need  for  sex  education.  He  commented  that 
the  paper  presented  at  the  Conference  by  John  F. 
Abele  regarding  the  activities  of  the  Oregon  Joint 
Committee  on  Health  Problems  in  Education  was 
well  received.  Dr.  Rector  closed  his  report  by  stating 
that  the  discussions  at  the  conference  would  be 
considered  in  detail  by  the  Committee  on  Child 
Health  as  well  as  the  Oregon  Joint  Committee. 

Regional  Conference  on  Community  Health  Services 

The  Regional  Conference  on  Community  Health 
Services  sponsored  by  the  National  Commission  on 
Community  Health  Services  and  held  in  San  Fran- 
cisco September  8-11  was  summarized  by  John  F. 
Abele  and  Clinton  S.  McGill  both  of  whom  attended 
at  the  request  of  the  American  Medical  Association. 
Donald  M.  Brinton  of  Eugene  and  Samuel  B.  Osgood 
of  the  State  Board  of  Health  also  attended.  The  San 
Francisco  Regional  Conference  was  one  of  six  being 
held  throughout  the  United  States  after  which  the 
National  Commission  will  develop  and  publish  the 
findings  of  the  Community  Health  Surveys  spons- 
ored by  the  Commission  through  federal  grants  and 
its  recommendations  and  the  Commission’s  recom- 
mendations. 

Annual  Session  Dates  Slated 

Chairman  William  C.  Scott  summarized  the  ex- 
perience of  the  1965  annual  meeting  including  a 
financial  statement  and  presented  the  following  rec- 
ommendations which  were  adopted  as  amended  by 
the  Board: 

L— That  the  annual  session  of  the  Oregon  Medical 
Association  be  held  in  Portland  on  the  follow- 
ing dates  and  place: 

1966  annual  session 

Sept.  27-Oct.  1,  Memorial  Coliseum,  Portland 

1967  annual  session 

Sept.  19  - 23,  Memorial  Coliseum,  Portland 

1968  annual  session 

Oct.  1-4,  Memorial  Coliseum,  Portland 

1969  annual  session 

Sept.  23  - 27,  Memorial  Coliseum,  Portland 

1970  annual  session 

Sept.  22  - 26,  Memorial  Coliseum,  Portland 

2.— That  the  midyear  meeting  of  the  House  of 
Delegates  of  the  Oregon  Medical  Association 
be  held  in  1967  in  a city  other  than  Portland  if 
practicable. 

Semi-Closed  Circuit  Television  Planned 

Dr.  J.  Scott  Gardner,  member  of  the  Committee  on 
Medical  Education,  presented  an  oral  report  regard- 
ing the  activities  of  the  Committee  including  the 
progress  being  made  in  the  development  of  a pro- 
gram for  continuing  medical  education  through  the 
use  of  the  television  facilities  of  the  State  System  of 
Higher  Education  and  then  submitted  the  following 
recommendations  which  were  adopted: 

Continued  on  page  945 
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Neo-Synephrine  is  a standard  among 
topical  vasoconstrictors.  It  is  unsurpassed 
for  reducing  nasal  turgescence  in  colds; 
and  a most  valuable  aid  in  preventing 
and  treating  sinusitis. 

Neo-Synephrine  stops  the  boggy  feeling  of 
colds  at  once— works  against  factors  that 
induce  sinusitis.  With  Neo-Synephrine 
nose  drops,  spray  or  jelly,  turbinates  shrink 
on  contact,  obstructed  ostia  open  and 
drainage  is  re-established. 


In  sinusitis,  Neo-Synephrine  helps  to  pro- 
mote drainage  and  hasten  recovery.*  Used 
promptly,  it  helps  clear  the  stagnant  sinus 
and  lessen  the  chances  of  chronicity. 

Neo-Synephrine  HCI  is  available  in: 

Va%  solution  for  infants 

V«<7o  solution  for  children  and  adults 

V4°7o  pediatric  nasal  spray  for  children 

V2%  solution  for  adults 

’/2%  nasal  spray  for  adults 

V2°7o  jelly  for  children  and  adults 

1°7o  solution  for  adults  (resistant  cases) 


•Proctor,  D.  F.:  The  Nose,  Paranasal  Sinuses,  and 
Ears  in  Childhood,  Springfield,  III.,  Charles  C 
Thomas,  1963,  p.  34.  Mrrffinp 

Winthrop  Laboratories,  New  York,  N.  Y.  10016 

In  colds  and  sinusitis 


HCI 

(brand  of  phenylephrine  hydrochloride) 

solutions/sprays/jelly 
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1. — The  House  of  Delegates  appropriate  $600 
during  the  coming  biennium  for  the  specific 
purpose  of  aiding  and  assisting  in  the  program 
on  continuing  medical  education  and  its  rela- 
tionship to  community  and  private  hospitals. 

2. — That  the  past  appropriations  for  the  senior 
medical  school  students’  dinner  and  the  other 
activities  of  the  Committee  be  continued  exactly 
as  in  the  past  year. 

3. — That  the  House  of  Delegates  seriously  consider 
initiating  a program  for  building  up  the  funds 
on  deposit  in  the  Oregon  Medical  Education 
Foundation,  designed  for  continued  medical 
education. 

4. — That  the  Committee  on  Medical  Education 
be  authorized  to  name  a “Committee  of  Critics” 
in  each  medical  community  to  evaluate  each 
television  program  and  report  their  views  and 
suggestions  to  the  Committee. 

Oregon  Physicians'  Service 

Gerald  E.  Kinzel,  member  of  the  Board  of  Trust- 
ees of  Oregon  Physicians’  Service,  reported  on  Ore- 
gon Physicians’  Service  progress  of  the  remodeling 
of  its  newly  purchased  headquarters  office  building, 
the  final  achievement  of  required  reserves  and  plans 
for  conducting  the  pilot  studies  on  the  “prevailing 
fee”  principle  recommended  by  the  Association’s 
House  of  Delegates  at  its  1965  annual  meeting. 

Special  Convention  of  AMA  House  of  Delegates 

The  highlights  of  the  Special  Convention  of  the 
House  of  Delegates  of  the  American  Medical  Asso- 
ciation called  for  the  specific  purpose  of  considering 
Public  Law  89-97  October  2-3  in  Chicago  were 
summarized  by  Blair  J.  Henningsgaard,  Delegate; 
Daniel  K.  Billmeyer,  Alternate  Delegate;  and  Ernest 
T.  Livingstone.  In  order  that  each  member  of  the 
Board  of  Trustees  might  be  fully  informed,  the  re- 
port of  the  Reference  Committee  was  reproduced 
in  full  and  supplied  to  each  member  of  the  Board. 
Each  member  of  the  Board  was  also  supplied  with 
a copy  of  the  remarks  of  Mr.  Leslie  Hodson,  General 
Counsel  for  the  Americal  Medical  Association,  before 
the  Special  Convention  of  the  House  of  Delegates  on 
the  subject  of  “Nonparticipation  and  the  Sherman 
Act.”  Those  reporting  on  the  Special  Convention 
suggested  that  the  members  of  the  Board  use  both 
documents  in  reporting  to  their  respective  component 
societies. 

Dr.  Livingstone  also  summarized  briefly  the  spe- 
cial orientation  conference  on  Public  Law  89-97  held 
in  Chicago  on  October  1st,  the  day  preceding  the 
special  convention  of  the  AMA  House  of  Delegates. 

On  The  National  Scene 

Max  H.  Parrott,  AMA  delegate  and  Chairman  of 


the  Committee  on  National  Policy,  commented  brief- 
ly on  what  could  be  anticipated  from  the  midyear 
meeting  of  the  House  of  Delegates  of  the  American 
Medical  Association  to  be  held  in  Philadelphia  No- 
vember 28-December  1.  It  is  anticipated,  he  said, 
that  a major  portion  of  the  discussion  will  relate  to 
Public  Law  89-97  and  that  the  delegates  of  this 
Association  would  be  introducing  resolution  No. 
4 adopted  by  the  Association’s  House  of  Delegates 
at  its  1965  annual  meeting  which  recommends  that 
the  American  Medical  Association  establish  or  devel- 
op a uniform  “billing  form”  which  may  be  used  by 
physicians  in  billing  all  third  party  carriers  including 
governmental  agencies.  Dr.  Parrott  concluded  his 
remarks  by  stating  that  a report  was  expected  from 
the  Council  on  Medical  Service  regarding  the  Oregon 
resolution  submitted  at  the  Special  Convention  which 
requested  a survey  of  the  probable  shortage  of  hos- 
pital and  related  facility  accommodations  which 
may  occur  as  a result  of  the  implementation  of 
Public  Law  89-97. 

Report  of  the  Ad  Hoc  Committee  on  Dispensing 
by  Ophthalmologists 

Daniel  K.  Billmeyer,  Chairman  of  the  Ad  Hoc 
Committee  on  Dispensing  by  Ophthalmologists,  re- 
ported that  the  Committee  recommended  the  Board’s 
approval  of  the  following  guiding  principles  with 
respect  to  the  practice  of  dispensing  eye  glasses 
and/or  contact  lenses  by  ophthalmologists  and  that 
they  be  officially  transmitted  to  the  Section  on 
Ophthalmology  and  Otolaryngology  with  a request 
that  the  Section  report  its  reactions  to  the  AD  Hoc 
Committee: 

L— There  shall  be  no  attempted  concealment  from 
the  patient  that  the  physician  is  dispensing  or 
has  a financial  interest  in  the  dispensing  shop. 

2. — There  shall  be  no  coercion  or  attempt  to  in- 
fluence on  the  part  of  the  physician  or  his 
staff  to  influence  the  patient  to  utilize  the  serv- 
ices which  he  offers. 

3. — There  shall  be  no  exploitation  of  any  patient 
or  unreasonable  profit  accuring  to  the  physician 
from  his  dispensing  operations. 

4. — Each  ophthalomologist  who  dispenses  eye 
glasses  and/or  contact  lenses  or  rents  space  to 
or  has  an  agreement  with  an  ophthalmic  dis- 
pensor  shall  file  with  the  Section  on  Ophthal- 
mology and  Otolaryngology  a statement  setting 
forth  his  plan  or  arrangement  including  a decla- 
ration that  his  charges  are  reasonable. 

5. — The  Section  on  Ophthalmology  and  Otolaryng- 
ology of  the  Oregon  Medical  Association  shall 
review  instances  where  it  may  appear  that 
there  may  be  contravention  of  the  Principles 
of  Medical  Ethics  and  these  recommendations 
and,  when  determined  to  be  appropriate,  refer 

Continued  on  page  958 
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the  Searing  (rzu'W  of 
Inflammatory  Neuritis 


PROTAMIDF 


colloidal  solution 
of  denatured 
proteolytic  enzyme 


provides  the  selective  fast-acting  relief . . . 


Repeatedjy  in  published  clinical  studies,1'10 

investigators  stress  the  following  thera- 
peutic characteristics: 

• relief  of  inflammatory  pain  (non-trau- 
matic)  is  prompt— particularly  when  ad- 
ministered early.1'4 

• disability  time  is  shortened  from  weeks 
to  days.7 

• so  specifically  effective  is  Protamide  that 
a positive  response  is  diagnostic  of  in- 
flammatory neuritis.3’4 

• prompt  relief  is  observed  even  in  oph- 
thalmic herpes  zoster.5'6 

• incidence  of  sequelae  such  as  posther- 
petic neuralgia  is  reduced.1'4 

• consistently  described  as  the  therapy  of 
choice.1-3'6 


Administration: 

In  neuritis  and  herpes  zoster,  one  ampul 
I.M.  daily  for  2 to  5 days  usually  relieves 
pain  completely  in  patients  treated  early. 
Well  tolerated.1'10  However,  inadvertent  in- 
travenous administration  may  cause 
anaphylactoid  reaction. 

— Boxes  of  10  ampuls,  1.3  cc.  each.— 

References:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63:697- 
698  (May)  1960.  (2)  Smith.  R.  T.:  New  York  Med. 
8:16-19  (Aug.  20)  1952.  (3)  Smith,  R.  T.:  Med.  Clin.  N. 
America  (March)  1957.  (4)  Lehrer,  H.  W.;  Lehrer,  H.  G., 
and  Lehrer,  D.  R.:  Northw.  Med.  54: 1249-1252  (Nov.) 
1955.  (5)  Sforzolini,  G.  S.:  Arch  Ophthal.  62-381-385 
(Sept.)  1959.  (6)  Shupala,  E.:  W.  Virginia  Med.  J. 
56:191-193  (June)  1960.  (7)  Xander,  G.  W.:  Western 
Med.  1:14-17  (Sept.)  1960.  (8)  Combs.  F.  C.,  and 
Canizares,  O.:  New  York  J.  Med.  (Mar.  15)  1952,  pp. 
706-708.  (9)  Marsh,  W.  C.:  U.S.  Armed  Forces  Med.  J. 
1 :1045  (Sept.)  1950.  (10)  Love,  T.  R.:  Rocky  Mountain 
Med.  J.  50:873  (Nov.)  1953. 
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An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown'  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 


Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


Miltown* 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 

WALLACE  LABORATORIES 
\£r,Cranbury,  N.J.  Cm-»76i 
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When  uncontrolled 
diarrhea  brings 
a call  for  help 


gamut  of  home  remedies  without  success, 
pleasant-tasting  CREMOMYCIN  can  answer 
the  call  for  help.  It  can  be  counted  on  to 
consolidate  fluid  stools,  soothe  intestinal 
inflammation,  inhibit  enteric  pathogens, 
and  detoxify  putrefactive  materials  — usu- 
ally within  a few  hours. 

CREMOMYCIN  combines  the  bacteriostatic 
agents,  succinylsulfathiazole  and  neomy- 
cin, with  the  adsorbent  and  protective  de- 
mulcents, kaolin  and  pectin,  for  compre- 
hensive control  of  diarrhea. 

Indications:  Diarrhea.  Contraindications:  Kaolin: 
Withhold  if  diverticulosis  is  present  or  suspected. 
Precautions:  Sulfonamide:  Continued  use  requires 
supplementary  administration  of  thiamine  and  vita- 
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your  for 
Cremomycin 
can  provide  relief 


min  K.  Neomycin:  Patient  should  be  observed  for 
new  infections  due  to  bacteria  or  fungi.  Side  Effects: 
Sulfonamide:  Sensitivity  reactions  may  occur  (e.g., 
skin  rashes,  anemia,  polyneuritis,  fever;  agranulo- 
cytosis with  a fatal  outcome  has  been  reported). 
Reduction  of  thiamine  output  in  the  feces  and  of 
vitamin  K synthesis  has  been  observed.  Neomycin: 
Nausea,  loose  stools  possible. 

Before  prescribing  or  administering,  read  product 
circular  with  package  or  available  on  request. 

promptly  relieves  diarrheal  distress 

Cremomycin 

ANTIDIARRHEAL  */ 

Composition:  Each  30  cc.  contains  neomycin  sulfate 
300  mg.  (equivalent  to  210  mg.  of  neomycin  base), 
succinylsulfathiazole  3.0  Gm.,  colloidal  kaolin  3.0 
Gm.,  pectin  0.27  Gm. 

©MERCK  SHARP  &D0HME: 


I Division  of  Merck  & Co  . Inc  , West  Point.  Pa. 


where  today’s  theory  is  tomorrow’s  therapy 
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continued  from  page  945 

such  instances  to  the  Committee  on  Ethics 
of  this  Association.  Such  procedure  shall  not  be 
the  exclusive  method  of  considering  alleged 
violations  of  ethical  principles. 

It  was  voted  that  the  report  and  recommendation 
of  the  Ad  Hoc  Committee  on  Dispensing  by  Ophthal- 
mologists be  adopted. 

Special  AMPAC  Conference 

Blair  J.  Henningsgaard  and  Mr.  Roscoe  K. 
Miller  reported  briefly  on  the  Special  Conference 
called  by  the  American  Medical  Political  Action 
Committee  of  State  Association  Legal  Counsels  and 
Executive  Secretaries  in  Chicago  on  November  5, 
1965.  It  was  reported  that  the  conference  was  de- 
signed to  orient  the  State  Association  representatives 
with  respect  to  the  federal  legal  aspects  of  Medical 
Political  Action  Committee  activities  and  the  re- 


strictions placed  on  medical  association  involvement 
by  federal  laws  and  their  judicial  application.  The 
Conference  program  also  included  a discussion  of 
certain  AMPAC  policies  and  practices.  In  this  con- 
nection, Dr.  Henningsgaard,  a member  of  the  Board 
of  Directors  of  AMPAC,  presented  a paper  on  the 
procedures  followed  in  the  selection  of  candidates  to 
receive  support  and  the  method  used  to  get  allocated 
funds  into  the  candidate’s  campaign  account.  Atten- 
tion was  also  given  to  some  special  state  PAC  prob- 
lems. Here,  Mr.  John  J.  Coughlin,  legal  cousel 
for  the  Oregon  Medical  Association,  explained  the 
provisions  of  Oregon’s  election  laws  with  respect 
to  the  reporting  of  contributions  given  to  and  re- 
ceived by  candidates  for  public  office  and  the  meth- 
od developed  by  the  Oregon  Medical  Political  Action 
Committee  to  comply  with  this  requirement. 

There  being  no  further  business  the  meeting  was 
adjourned. 


Multnomah  County  Society  Hears  Albert  Sabin 


Those  who  attended  the  November  4 meeting  of 
Multnomah  County  Medical  Society,  at  the  Benson 
Hotel,  Portland,  heard  an  up-to-date  report  on 
research  in  virus  causation  of  cancer.  Albert  B. 
Sabin,  whose  work  in  virology'  provided  the  live 
polio  vims  vaccine  bearing  his  name,  reported  cur- 
rently available  answers  to  the  long  standing  ques- 
tions about  causal  relationships.  He  also  revealed 
his  unquenchable  zest  for  life,  his  youthful  energy 
and  enthusiasms  so  totally  at  odds  with  the  silver 
of  his  hair,  and  a dedicated  researcher’s  penchant 
for  constantly  asking  questions  of  himself  and  his 
research.  The  evening  was  rewarding. 

Prior  to  addressing  the  Medical  Society,  Dr.  Sabin 
discussed  a number  of  subjects  with  reporters  and 
science  writers  during  a press  conference  at  the 
office  of  the  Society.  He  was  generous  with  his  time 
and  his  information. 

After  explaining  that  he  had  discontinued  his 
research  on  polio  vaccine  nearly  four  years  ago,  he 
discussed  the  status  of  cancer  research,  expressing 
hope  that  solutions  to  many  problems  would  be 
forthcoming,  but  he  refused  to  offer  any  time-table 
to  accompany  his  prediction. 

Questions  and  answers  were  not  confined  to  cancer 
but  eventually  turned  to  world  population  and  birth 
control.  He  was  asked  about  the  philosophy  behind 
giving  people  longer  and  longer  life  spans,  including 
cancer  control,  while  the  birth  rate  is  threatening 
to  over-populate  the  world,  and  whether  or  not  he 
believes  in  birth  control. 

His  response  was  prompt  and  energetic.  It  is  the 
doctor’s  responsibility  to  preserve  life,  he  said,  and 
the  doctor  cannot  be  a judge.  But  it  is  the  responsi- 
bility of  the  rest  of  the  world  to  correct  economic 


ALBERT  SABIX,  M.D. 


conditions  that  produce  poverty  and  starvation.  Birth 
control  works  on  a voluntary  basis  but  only  when 
there  is  a sound  economy  and  a generally  high  level 
of  education.  He  cited  the  United  States  and  Japan 
as  the  two  countries  best  meeting  these  criteria  and 
noted  that  voluntary  birth  control  is  practiced  quite 
generally  in  both. 

In  his  address  at  the  Benson  he  explained  that 
no  one  has  yet  been  able  to  prove  that  any  human 
cancer  has  been  caused  by  a virus.  Virologists  con- 
tinue to  study  the  possibilities  because  it  has  been 
shown  that  leukemia  and  mammary  cancer  of  mice, 
and  leukoses  and  sarcomata  of  chickens  are  of 
virus  etiology. 

Tumors  may  be  produced  in  laboratory  animals 
by  transfer  of  tissue  extracts,  using  old,  well  estab- 
lished techniques.  This  can  be  done  with  naturally 
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OMA  to  Telecast  Scientific  Series 
Starting  January  6,  1966 


“CHRONIC  OBSTRUCTIVE  PULMONARY  DISEASE”  will  launch  THE 
OREGON  MEDICAL  REVIEW,  an  open  circuit  televised  series  of  medical 
information  for  physicians.  Here,  the  clinical  faculty,  James  Morris  and 
Donald  E.  Olson,  Portland,  review  the  program  continuity  during  a shirt- 
sleeve rehearsal  with  the  program  s television  medical  director,  John  E. 
Tuhy  (standing)  while  the  chairman  of  the  television  sub-committee, 
J.  Scott  Gardner,  observes.  Telecasting  of  THE  OREGON  MEDICAL 
REVIEW,  a sixteen  program  series  presented  by  the  Oregon  Education 
Broadcasting  and  the  Oregon  Medical  Association,  will  begin  Thursday, 
January  6,  1966.  Time:  10:35  pan.  on  Channels  10  and  7,  KOAP-TV,  Port- 
land, and  KOAC-TV,  Corvallis. 
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Tune  in  10:35  p.m.  on  Thursday  nights, 
beginning  January  6,  1966,  by  setting  your  dial 
on  either  Channel  10,  KOAP-TV,  Portland,  or 
Channel  7,  KOAC-TV,  Corvallis  . . . and  you’ll 
join  your  fellow  physicians  in  viewing  the  first 
program  of  a weekly  open -circuit  telev  ised  series 
entitled  THE  OREGON  MEDICAL  REVIEW. 

Designed  for  physician  viewing  throughout 
Oregon  and  Southwestern  Washington,  this  series 
of  postgraduate  caliber  was  developed  by  the 
Oregon  Medical  Association’s  Committee  on 
Medical  Education  through  the  diligent  efforts 
of  its  subcommittee  on  Television  working  in 
conjunction  with  the  technicians  and  talents  of 
Oregon  Educational  Broadcasting. 

Much  time  and  hard  work  has  gone  into  the 
development  of  the  video-taped  series  which 
emanated  from  a discussion  S.  Spence  Meighan 
had  with  representatives  of  Oregon  Educational 
Broadcasting,  a Division  of  Continuing  Educa- 
tion, Oregon  State  System  of  Higher  Education 
back  in  May,  1965. 

Following  approval  of  the  OMA  Board  of 
Trustees  in  June,  Herman  A.  Dickel,  chairman 
of  the  Committee  on  Medical  Education,  ap- 

DATE  PROGRAM  SUBJECT 

January  6 
January  13 
January  20 
January  27 
February  3 
February  10 

February  17 
February  24 


pointed  a Television  Sub-Committee  chairmaned 
by  J.  Scott  Gardner  and  consisting  of  S.  Spence 
Meighan,  Portland;  George  J.  Schunk,  Salem; 
Donald  M.  Brin  ton,  Eugene;  and  Robert  I. 
Daugherty',  Lebanon. 

It  was  the  Television  Sub-Committee’s  chal- 
lenge to  organize  a workable  program  format 
for  the  series  which  included  a multitude  of 
details.  Paramount  to  producing  the  best  possible 
series  of  medical  telecasts  was  the  selection  of 
television  medical  directors  for  each  presenta- 
tion. The  utmost  consideration  was  given  the 
selection  of  each  television  medical  director  as  it 
was  his  responsibility  to  outline  the  proposed 
presentation  and  to  select  the  clinical  faculty— the 
program  participants  and  consultants. 

Chairman  Gardner  credits  the  Committee’s 
television  coordinator,  S.  Spence  Meighan,  for  his 
enthusiastic,  dedicated  and  tireless  efforts  in 
working  with  KOAP-TV  director,  Mr.  Mike 
Pengra  and  his  production  director,  Mr.  Brooks 
Lefler,  toward  the  completion  of  the  series. 

Slated  to  begin  telecasting  10:35  p.m.,  Thurs- 
day, January  6,  1966,  THE  OREGON  MEDI- 
CAL REVIEW  schedule  will  be  as  follows: 

TELEVISION  MEDICAL  DIRECTOR 


Chronic  Obstructive  Pulmonary  Disease 
Diabetes  and  Pregnancy 
The  Neurological  Examination 
Diuretics  in  Congestive  Heart  Failure 
Clinical  Management  of  Shock 

Current  Concepts  in  the 

Management  of  Psoriasis 

Physical  Examination  of  the  Knee 
The  Family  Interview 


John  E.  Tuhy,  Portland 
John  W.  Stephens,  Portland 
Wilbur  L.  E.  Larson,  Portland 
James  A.  Riley,  Corvallis 
Roger  W.  Hallin,  Portland 
Frederick  A.  J.  Kingery,  Portland 

Donald  B.  Slocum,  Eugene 
George  Saslow,  Portland 


Other  telecasts  are  being  developed  by  David 
W.  Macfarlane,  Salem;  Bernard  Pirofsky,  Mat- 
thew McKirdie,  Leroy  O.  Carlson,  Robert  D. 
Koler,  George  M.  Robins,  all  of  Portland,  and 
W.  Richey  Miller,  Eugene. 

Herman  Dickel  reports  that  the  Board  of 
Trustees  has  given  the  Committee  on  Medical 
Education  authorization  to  name  a Committee 
of  Critics  in  each  medical  community  throughout 
the  State  to  evaluate  each  television  program 
and  report  their  views  and  suggestions  to  the 
Committee. 

Open  circuit  television  was  pioneered  in  Utah 
as  early  as  1953;  however,  it  is  believed  that  this 
is  the  first  time  that  a state  medical  association 


has  originated  and  developed  a series  of  shows 
via  this  medium.  This  technique  has  proved  to 
have  the  advantages  of  convenience,  simplicity, 
low  cost  and  the  opportunity'  of  reaching  a large 
audience  of  physicians. 

It  is  anticipated  that  some  70  per  cent  of 
Oregon’s  physicians,  as  well  as  many  of  the 
physicians  of  Southwestern  Washington  will  be 
able  to  pick  up  THE  OREGON  MEDICAL 
REVIEW  over  Channels  10  and  7. 

Ernest  T.  Livingstone,  president  of  Oregon 
Medical  Association,  encourages  all  physicians 
to  tune  in  every  Thursday  night  and  view  the 
latest  in  medical  information  in  the  convenience 
of  their  homes. 
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occurring  tumors  and  the  viruses  concerned  are  all 
RNA  viruses.  Tumors  not  occurring  in  nature  have 
been  produced  by  DNA  viruses  but  there  is  a sig- 
nificant difference.  Virus  from  a naturally  occurring 
tumor  produces  only  tumor  but  the  others  are 
capable  of  producing  other  disease  manifestations 
as  well. 

After  repeated  passage  through  animals  it  may 
be  possible  to  produce  tumors  by  transferred  cells 
but  infective  virus  cannot  be  found.  For  some  reason 
it  has  been  repressed.  Occasionally  it  becomes  “de- 
repressed”  and  the  infective  virus  can  be  found. 
This  sometimes  follows  exposure  to  x-rays  and  com- 
binations of  cells  in  tissue  culture  sometimes  releases 
infective  virus. 

When  infective  virus  is  not  found.  Dr.  Sabin  says 
that  he  looks  for  its  “finger-prints.”  Antigens  may 


be  detected  by  complement  fixation  methods  as  well 
as  by  fluorescent  techniques.  Reactions  are  specific, 
as  demonstrated  in  behaviour  of  cells  from  tumors 
caused  by  different  viruses.  If  an  adult  hamster  is 
given  an  injection  of  polyoma  virus  and  if  the  animal 
is  subsequently  given  an  injection  of  cells  from  a 
tumor  produced  by  polyoma  virus,  nothing  happens. 
But  if  the  same  animal  is  given  cells  from  a tumor 
produced  by  a simian  virus,  a tumor  develops. 

Dr.  Sabin  made  it  quite  clear  that  no  one  is  yet 
ready  to  transfer  these  laboratory  findings  to  clinical 
medicine  but  no  one  doubted  his  keen  interest  and 
his  optimism  in  pursuing  the  work.  His  research 
philosophy  was  summed  up  in  two  statements:  for 
every  gratification  you  must  expect  100  frustrations; 
and  you  should  not  give  up  until  you  can  no  longer 
ask  questions  of  your  research  projects. 


Goal  Surpassed 

E.  G.  Chuinard,  chairman  of  the  Committee  on 
Oregon  Medical  History  of  the  Oregon  Medical  As- 
sociation, reported  to  the  recent  meeting  of  the 
House  of  Delegates  that  the  medical  profession  had 
surpassed  its  $12,500  goal  in  support  of  the  building 
program  of  the  Oregon  Historical  Society.  The 
McLoughlin  Room  of  the  new  Oregon  Historical 
Society  building  is  progressing  toward  completion 
and  furnishing,  as  result  of  efforts  of  the  Committee. 


A check  for  $15,312.57,  representing  personal, 
voluntary  contributions  of  several  hundred  medical 
doctors  of  Oregon,  was  presented  to  Mr.  Thomas 
Vaughan,  Director  of  the  Oregon  Historical  Society 
by  Ernest  T.  Livingstone,  president  of  OMA.  The 
ceremony  took  place  in  the  McLoughlin  Room  of 
the  new  building  at  Southwest  Broadway  and 
Jefferson  Street. 

Examiners  Board  Licenses  23  Doctors 

At  the  conclusion  of  a regular  meeting  of  the 
Board  of  Medical  Examiners  of  the  State  of  Oregon 
held  October  22  and  23,  1965,  David  B.  Judd, 
Secretary,  announced  that  23  doctors  qualified  for 
licensure  to  practice  medicine  and  surgery  in  Ore- 
gon. Those  who  received  licenses  to  practice  medi- 
cine and  surgery  are: 

Esmond  Braun;  Kenneth  B.  Cairns;  Ward  E. 
Dickey,  Jr.;  Michael  H.  Graham;  Charles  H.  Jones; 
Louis  L.  Murdoch;  Thomas  E.  Olsen;  James  L. 
Petroske;  Perry  R.  Sloop,  Jr.;  and  Richard  C.  U’Ren 
all  of  Portland. 

Jack  W.  Bell,  Forest  Grove;  Willis  I.  Cottel,  Lake 
Oswego;  Emily  B.  Fergus,  Eugene;  Andrew  C. 
Lynch,  Medford;  Donald  L.  McNeill,  Wichita, 
Kansas;  Harry  S.  Pollard,  Eugene;  James  A.  Rogers, 
Klamath  Falls;  Paul  S.  Russell,  Levelland,  Texas; 
John  S.  Schaub,  San  Bernardino,  California;  Jerry 
L.  Schrader,  Salem;  Ronald  R.  Stuart,  Medford; 
Richard  L.  Tompkins,  Glendale,  California;  George 
L.  Vannix,  Forest  Grove. 

The  next  regular  meeting  of  the  Board  of  Medical 
Examiners  is  set  for  January  14  and  15,  1966.  The 
filing  deadline  date  for  this  meeting  is  December  14, 
1965.  The  State  Board  Written  Examination  will 
be  given  on  January  12  and  13,  1966. 
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PRESIDENTS  page 


ERNEST  T. 
LIVINGSTONE,  M.D. 


D octors  cannot  be  criticized  for  their  efforts  in 
maintaining  proficiency  through  current  educational 
media.  Never  before  has  there  been  so  much  offered 
to  the  practicing  physician  in  these  areas. 

However,  let’s  pause  and  leave  this  subject  which 
is  near  and  dear  and  traditional.  On  the  other  hand, 
let’s  examine  the  physician’s  role  as  a citizen  and 
how  well  he  fulfills  this  function.  During  our  190- 
year  history  the  United  States  has  been  well  served 
by  physicians.  The  military,  both  in  war  and  peace, 
has  never  suffered  for  lack  of  medical  care.  The 
public  health  is  being  protected.  Great  and  destruc- 
tive epidemics  are  chiefly  a thing  of  the  past. 

Physicians  pioneered  in  the  early  and  creative 
efforts  of  a great  and  novel  government.  Twenty- 
eight  doctors  served  in  the  Continental  Congress. 
Five  physicians  signed  the  Declaration  of  Inde- 
pendence. Many  were  leaders  in  the  American 
Revolution.  The  cabinet  position  of  Secretary  of 
War  in  both  Washington’s  and  Jefferson’s  admin- 
istration was  held  by  a physician.  A total  of  369 
physicians  have  served  in  Congress  since  1775.  Two 
American  Medical  Association  past-presidents  served 
as  cabinet  members  in  this  century  and  Dr.  Leonard 
Wood  was  Governor-General  in  the  Philippines 
prior  to  World  War  II. 

Oregon  history  is  filled  with  physicians  serving  in 
our  State’s  governmental  structure.  In  most  recent 
years  Morris  K.  Crothers,  Edwin  R.  Durno,  F.  H. 
Dammasch  and  a physician’s  wife,  Mrs.  E.  G. 
(Fritzi)  Chuinard  are  familiar  to  all  of  us.  Other 
names  appearing  in  the  roster  include  Booth,  Best, 
Hackett,  Hosch,  Higgs,  Waller,  Kaufman,  Moser, 
Lane  and  McLoughlin. 


We  are  witnessing  a revolutionary  change  in  the 
American  politics,  i.e.,  the  wilting  away  of  the  two- 
party  system.  Any  proposition  that  stalls  along  the 
road  of  legislative  process  probably  has  defects 
which  would  make  a poor  law.  Only  by  having 
debate  on  any  question  can  just  and  abiding  legis- 
lation come  to  pass.  If  the  two-party  system  fails 
completely  the  most  important  of  the  checks  and 
balances  will  be  gone.  The  path  for  unilateral  dicta- 
torial and  oppressive  legislation  will  then  be  wide 
open. 

Physicians  have  all  the  ingredients  for  successful 
political  action:  Analytical  education,  time,  the 

means  and  a position  of  influence  within  their  own 
communities.  Shall  we,  as  a profession,  abdicate 
tradition,  duty  and  citizenship?  Support  of  our  state 
and  national  political  action  movement  on  an  annual 
basis  is  the  answer  and  a cure  for  all  that  beholds 
us.  This  year,  for  the  first  time,  the  House  of  Dele- 
gates of  the  Oregon  Medical  Association  has  favored 
the  inclusion  of  the  billing  for  the  voluntary  OMPAC- 
AMPAC  contribution  on  your  annual  dues  statement. 

If  our  profession  is  to  survive  and  the  two-party 
system  be  reestablished  in  this  country,  then 
AMPAC  deserves  your  support  and  by  this  volun- 
tary contribution  you  as  an  individual  citizen  can 
start  the  machinery  of  good  government  working 
from  the  very  source  of  authority,  i.e.,  you,  the 
citizen. 
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Monitor  physiologic  conditions 
of  interest  with  Sanborn 
"Standard  Unit”  systems 


Probably  no  two  hospitals  exist  which  have  identi- 
cal surgical  procedures,  identical  physiologic  infor- 
mation display  requirements,  or  identical  budgets 
for  OR  monitoring  equipment. 


Yet  costly,  custom-built  monitoring  systems  are 
not  necessary  in  most  cases  to  do  the  job  the  surgical 
team  wants  done:  building  from  an  extremely  wide 
range  of  available,  standard,  compatible  instru- 
ments, Sanborn  can  and  does  provide  complete, 
dependably  trouble-free  monitoring  systems  to  meet 
the  specific  and  different  needs  of  hospitals  and 
medical  centers  world-wide. 


Systems  can  range  from  a simple  combination  of 
a few  units  for  visual  display  only  of  the  ECG, 
one  temperature  and  two  pressure  measurements, 
for  example  — to  very  comprehensive  installations 
which  display  and  record  20  or  more  phenomena 
simultaneously,  and  provide  complete  intercom- 
munications facilities  and  specialized  measurement 
and  analysis  capabilities  as  well. 


Frequently-used  Sanborn  units  for  visual  display 
include  oscilloscopes  for  waveform  presentation  of 
rapidly-changing  events,  illuminated  numerical 
readouts  which  display  up  to  four  phenomena  in 
three-digit  values,  and  large  scale  meters  for  slowly 
changing  events. 


Bellevue  Hewlett-Packard,  Neely  Sales  Division,  11656  N.  E.  8th  Street,  (206)  454-3977 
Bellevue,  Washington  98004 

Portland  Hewlett-Packard,  Neely  Sales  Division,  2737  S.  W.  Corbett  Ave.,  (503)  228-5107 

Portland,  Oregon  97201 


For  graphic  recording,  heated  stylus  and  optical 
oscillographs  provide  high  resolution,  permanent 
analog  chart  recordings  of  conditions.  For  perma- 
nent storage  of  data,  with  the  ability  to  recreate 
the  conditions  again  and  again  and  over  an  ex- 
panded or  compressed  time  interval,  Sanborn 
magnetic  tape  recording  systems  provide  extreme 
fidelity  and  precision  at  lower  cost  than  many 
systems  of  comparable  performance. 

From  such  standard  Sanborn  units  or  “building 
blocks”,  the  hospital  has  complete  freedom  of 
choice  in  system  capabilities  — coupled  with  the 
economies  of  regularly-manufactured  products 
available  from  a single,  experienced  source.  Tell  us 
what  you  wish  to  monitor  and  any  special  conditions 
of  use,  and  we  will  outline  without  obligation  our 
system  recommendation  and  cost  estimate,  to  meet 
your  monitoring  requirements.  Sanborn  Division, 
Hewlett-Packard  Company,  Waltham,  Mass.  02154. 


HEWLETT  « 

PACKARD  i hn  SANBORN 
m DIVISION 


In  addition  to  OR  monitoring  systems, 
Sanborn's  new  “780”  modular  units  give  com- 
plete flexibility  and  “add  on”  capabilities  for 
bedside  and  central  station  monitoring  in  the 
ICU,  recovery  room  and  emergency  room. 
New  “780”  brochure  available  on  request. 
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I/O  MS  Schedules  Courses 

The  University  of  Oregon  Medical  School  has 
announced  the  scheduling  of  a post  graduate  edu- 
cation course  on  January  14  entitled  “What’s  New 
and  Useful  in  Cancer.”  It  is  sponsored  jointly  by 
the  Multnomah  County  Cancer  Society  and  the 


University  of  Oregon  Medical  School.  The  course 
will  emphasize  an  intensive  review  of  the  new  and 
useful  developments  in  cancer.  Guest  speaker  will 
be  Donald  B.  Rochlin,  Assistant  Professor  of  Sur- 
gery, University  of  California  at  Los  Angeles. 

Courses  dealing  with  psychiatry  and  retinal  di- 
sease are  planned  for  February  and  March. 


OMA  Convention  Photos,  September  21-25,  1965 
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WASHINGTON 


Washington  State  Medical  Association 1800  Terry  Avenue,  Seattle,  Washington  98101 

president  Carl  P.  Schlicke,  M.D.,  Spokane 

secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 

annual  meeting,  September  18-21,  19S6,  Spokane 


Pock  Forest  Conference 


The  little  old  lady  from  Mountain ville,  who 
wasn’t  there,  had  recurrent  consideration  at  the 
Annual  Pack  Forest  Conference  November  6,  7. 
The  Conference,  sponsored  by  the  University 
of  Washington  School  of  Medicine,  was  held  at 
the  camp  in  the  Pack  Demonstration  Forest 
about  70  miles  south  of  Seattle,  a retreat  situ- 
ation providing  superb  opportunity  for  informal 
deliberation  and  hybridization  of  thought.  Ap- 
proximately 40  per  cent  of  the  conferees,  of 
whom  there  were  93,  were  associated  with  the 


Medical  School.  Hospitals,  the  Department  of 
Health  Education  and  Welfare,  the  State  Health 
Department  and  the  American  Medical  Associ- 
ation were  represented  but  the  majority  were 
physicians  in  private  practice.  The  conference 
was  called  to  discuss  Public  Law  89-239,  the 
act  concerning  “Education,  research,  training 
and  demonstrations  in  the  fields  of  heart  disease, 
cancer,  stroke  and  related  diseases.” 

Since  major  purpose  of  the  legislation  is  to 
aid  the  medical  profession  in  planning  for  im- 
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provements  in  care  of  victims  of  the  diseases  men- 
tioned in  the  title,  the  little  old  lady  from 
Mountainville,  who  was  introduced  early  in  the 
Conference  by  a question  from  the  floor,  was 
recognized  at  once  as  the  protagonist  in  the 
social  drama  now  unfolding.  As  advances  are 
made,  she  will  be  the  beneficiary. 

Problem  before  the  Conference  was  not  to 
create  a plan  for  utilizing  benefits  of  the  law 
or  even  to  establish  any  principles  but  to  dis- 
cuss ramifications  of  the  legislation,  and  to  point 
out,  if  possible,  the  direction  to  be  taken  when 
plans  are  formulated.  At  the  close  it  seemed 
clear  that  the  direction  would  be  toward  team- 
work with  the  Medical  School  and  the  practic- 
ing physicians  sharing  creation  and  implemen- 
tation of  an  organization  best  designed  to  meet 
the  needs  of  this  region. 

participation  by  government 

William  L.  Kissick,  Special  Assistant  to  the 
Assistant  Secretary  of  Health,  Education  and 
Welfare,  read  initially  from  a prepared  manu- 
script, (published  elsewhere  in  this  issue)  but 
subsequently  contributed  even  more  to  the  con- 
ference by  his  generous  discussion  of  numerous 
questions  arising  during  the  meeting. 

Pointing  to  the  contrasts  between  the 
De  Bakey  Commission’s  recommendations  and 
the  enacted  legislation,  he  made  clear  the  fact 
that  any  plan  created  under  P.  L.  89-239  must 
be  regional  and  must  represent  the  desires  and 
interest  of  the  profession  in  the  region.  There 
is  no  intention  on  the  part  of  HEW  to  impose 
organization  from  above.  Rather,  there  is  desire 
to  stimulate  experimentation  and  innovation.  The 
major  goal  is  for  regional  efforts  to  discover 
better  methods  of  delivering  medical  care  to 
residents  of  the  region  who  are  victims  of  can- 
cer, heart  disease  and  stroke.  Elements  involved 
should  be  physicians  in  practice,  hospitals  at 
various  locations  in  the  region,  public  health 
departments,  and  a medical  school.  The  medical 
school,  although  a vital  part  of  any  regional 
development,  need  not  dominate  the  structure. 

Kissick  does  not  expect  the  new  programs  to 
have  substantial  nationwide  impact  in  less  than 
a decade.  In  discussion  he  stated  emphatically 
that  grant  support  under  the  present  law  for  the 
first  year  will  be  for  planning  and  possibly 
pilot  demonstration.  Funds  are  not  to  be  made 
available  for  major  construction  but  will  be  pro- 


vided for  equipment,  for  conversion  of  present 
facilities  and  for  personnel. 

The  present  law  covers  only  the  next  three 
years,  and  the  Congress  will  re-examine  needs 
before  extending  the  legislation.  The  Secretary 
of  II  E W is  required  to  submit  a report,  by 
June  30,  1967,  the  report  to  include  an  analysis 
of  Federal  financing,  an  appraisal  of  activities 
undertaken,  and  recommendations  for  extension 
or  modification  of  the  legislation.  Kissick  antici- 
pates that  further  legislation  will  be  enacted  for 
periods  of  three  to  five  years  at  a time,  in 
order  to  permit  experimentation  and  changes 
in  direction. 

Two  advisory  groups  are  to  be  formed,  one 
regional  and  one  national.  Any  regional  project 
must  be  approved  by  the  regional  advisory 
group,  forwarded  for  approval  by  the  national 
advisory  group  and  from  there  transmitted  to 
the  Surgeon  General  who  may  make  the  grant. 

Following  Kissick’s  report  there  was  a brief 
comment  from  Howard  Doan,  Director  of  the 
Department  of  Hospitals  and  Medical  Facilities 
of  the  American  Medical  Association,  and  gen- 
eral discussion  of  the  problems  faced.  Not  sur- 
prisingly, discussion  tended  to  veer  from  plan- 
ning into  consideration  of  a superstructure  to 
provide  medical  care.  There  seemed  to  be  a 
tendency  to  envision  a treatment  center  con- 
ducted by  the  Medical  School,  with  various  satel- 
lite hospitals  operating  under  control  of  the 
center  and  with  physicians  referring  their  pa- 
tients into  the  system  such  as  had  been  recom- 
mended in  the  Commission’s  original  report. 
The  opposite  viewpoint,  held  by  many  including 
the  medical  school  leaders,  reflected  the  intent 
of  the  legislation  and  encompassed  a flow  of 
information  from  the  medical  school  to  the  out- 
lying institutions  and  to  physicians  who  bear 
the  responsibility  of  providing  preventive  and 
early  treatment  care  as  well  as  of  making  deci- 
sions on  consultation  or  transfer,  or  both.  Clear 
cut  differentiation  between  these  viewpoints 
did  not  seem  to  develop. 

Evening  activities  of  the  first  day  were  initi- 
ated by  a short  plenary  session,  followed  by 
division  into  three  discussion  groups. 

James  Haviland  discussed  requirements  for 
any  program  set  up  as  a result  of  the  new  legisla- 
tion. He  indicated  that  disparate  ideas  in  Federal 
bureaus  might  well  provide  opportunity  for  cre- 
ative regional  developments  since  no  set  system 
of  operation  was  being  imposed  from  above. 
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He  was  confident  that  new  ideas  and  new  meth- 
ods would  evolve. 

Haviland’s  specifications  for  any  new  system 
would  include  the  following  requirements: 

1. — It  must  serve  the  needs  of  the  public. 

2. — It  must  provide  high  quality  care. 

3. — It  must  provide  dissemination  of  informa- 

tion in  scientific  and  socio-economic  fields. 

4. — There  must  be  adequate  provision  of  per- 

sonel,  supplies  and  facilities. 

5. — It  must  provide  for  review  and  revision. 

group  discussion 

In  keeping  with  amorphous  structure  of  the 
conference,  evening  discussions  were  not  direct- 
ed to  specific  subjects.  The  atmosphere,  there- 
fore, was  completely  informal,  and  conducive 
to  spontaneous  expression  of  ideas  and  opinions. 
The  groups  reported  at  the  morning  session  of 
the  second  day,  and  came  out  with  reports  quite 
similar  in  many  respects. 

Group  1,  reported  by  Harold  Dodge,  decided 
that  it  was  the  responsibility  of  the  region  to 
devise  a plan,  that  the  perimeter  of  the  region 
to  be  organized  need  not  follow  state  lines,  that 
the  presently  available  manpower  pool  could 
and  should  be  used  more  effectively,  and  that 
the  most  important  problem  to  be  faced  was 
that  of  continuing  education.  The  latter  point  left 
several  unanswered  questions.  Is  continuing 
education  the  responsibility  of  the  Medical 
School  only?  If  so,  how  is  it  to  obtain  the  man- 
power and  the  facilities?  Can  physicians  in  prac- 
tice participate?  Should  there  be  a committee 
of  specialist^  who  would  meet,  reach  decision  on 
educational  needs  of  physicians  of  the  region, 
and  determine  methods  of  meeting  the  needs 
with  the  manpower  available?  Group  1 also 
felt  that  medical  care  in  the  region  might  be 
enhanced  by  improvement  in  facilities  at  private 
hospitals  in  order  to  attract  well  trained  special- 
ists to  communities  needing  their  services. 

In  concluding  the  report  of  Group  1 discus- 
sion, Dr.  Dodge  alluded  to  an  opinion  voiced 
firmly  in  almost  identical  terms  by  the  report- 
ers from  the  other  two  discussion  groups— there 
must  be  devised  a method  of  evaluating  the 
impact  of  any  program  developed  on  the  prac- 
tice of  medicine  and  on  the  health  of  the 
populace  in  the  region. 

Group  2 discussion  was  reported  by  William 
O.  Robertson.  Appointment  of  a regional  ad- 
visory group  was  given  strong  support.  The 
group  raised  a significant  question  when  it  asked. 


“Are  there  glaring  deficiencies  now  existing  in 
the  medical  care  provided  in  the  region?”  Pri- 
vate economy,  public  economy,  consumer  opin- 
ion and  educational  facilities  all  have  influence 
on  the  answer  to  the  question.  Many  have  sought 
consumer  opinion  but  it  may  be  misleading 
to  the  extent  that  the  consumer  may  not  see 
some  of  the  factors  so  well  recognized  by  the 
health  profession.  The  consumer  tends  to  base 
his  opinion  of  the  quality  of  medical  care  on 
convenience,  cost,  and  the  image  of  the  doctor. 
Long  term  care  involves  reorientation  and  train- 
ing of  doctors  who  may  have  to  engage  in  activi- 
ties that  are  “boring  as  hell.” 

Another  significant  question  raised  concerned 
the  willingness  of  the  training  organization  such 
as  the  Medical  School  to  decentralize,  a move 
many  believed  to  be  essential. 

Group  2 concluded  that  economics  should  be 
considered  a justifiable  course  of  study  for 
physicians,  that  more  paramedical  personnel 
should  be  trained  in  rehabilitation,  that  there 
should  be  more  effective  doctor  to  doctor  com- 
munication at  a non-educational  level,  that  there 
should  be  an  early  assessment  of  priorities  of 
need,  that  the  public  should  be  given  a realistic 
expectation  of  progress  rather  than  outlandish 
claims  or  exaggerated  prediction  of  benefits,  and, 
finally,  in  complete  agreement  with  the  others, 
that  there  must  be  a method  for  evaluating 
results. 

Group  3 discussion  was  reported  by  August 
G.  Swanson.  First  conclusion  was  that  tradi- 
tional attitudes  may  need  to  adjust  to  the  in- 
escapable conclusion  that  society  now  consid- 
ers medical  care  a right  rather  than  a privilege. 
The  group  spent  some  time  in  discussing  the 
stroke  problem  as  a specific  topic.  The  tendency 
was  toward  exploring  the  value  of  a stroke 
center  to  be  operated  along  the  lines  of  those 
now  generally  followed  by  poison  centers;  name- 
ly, as  a source  of  information  and  advice,  with 
operation  of  treatment  facilities  for  only  a few 
cases  and  those  restricted  to  problems  useful 
in  demonstration  teaching  or  research. 

As  to  stroke  centers,  or  any  studies  leading 
to  more  knowledge  and  better  treatment,  there 
is  presently  no  major  endeavor  either  planned 
or  in  operation.  Most  of  what  is  being  done  is 
directed  toward  rehabilitation  from  residual  dis- 
abilities and  there  is  no  multilateral  cooperation 
in  either  prevention  or  treatment. 

Using  the  stroke  situation  as  an  example,  the 
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group  indicated  that  there  should  be  much 
better  recording  of  observations  and  better  trans- 
mission of  data. 

The  new  law  provides  heretofore  unavailable 
opportunity  for  experimentation  in  education. 
Funds  for  such  avenues  of  investigation  have 
not  previously  been  available  but  are  provided 
for  in  the  law  since  demonstration  and  education 
are  significantly  included  in  its  language. 

One  of  the  difficulties  encountered  in  consid- 
ering changes  in  pattern  of  delivering  medical 
care  stems  from  the  fact  that  physicians  do  not 
easily  start  planning  because  as  a rule  they  do 
not  have  the  background  enjoyed  by  sociologists 
and  systems  analysts  who  can  be  effective  plan- 
ners. 

Dr.  Swanson  concluded  his  report  of  the  Group 
3 discussion  by  repeating  the  previously  voiced 
conclusion  that  a method  for  evaluation  of  im- 
pact must  be  an  essential  part  of  any  plan 
adopted. 

Without  credit  to  the  many  thoughtful  indi- 
viduals who  contributed  to  the  general  discussion 
after  reports  from  the  groups,  the  following  items 
were  presented: 

Real  concern  stems  from  the  question  of  how 
to  best  motivate  physicians  to  continue  to  learn 
and  to  utilize  the  information  to  be  made  avail- 
able. There  must  be  developed  some  means  of 
exciting  interest. 

Development  should  not  go  into  compart- 
ments. In  other  words,  the  emphasis  should 
not  be  on  needs  for  cancer,  but  on  needs  for 
the  patient. 

A sociologic  study  conducted  a few  years  ago 
involved  close  association  of  sociologists  with  a 
medical  group  for  one  year.  At  the  end  of  that 
time  they  called  attention  to  defects  so  glaring 
that  the  medical  personnel  had  not  even  seen 
them  until  they  were  pointed  out.  A review 
by  persons  in  unrelated  fields  can  be  useful 
and  valuable. 

A study  in  what  is  happening  in  the  field  of 
pediatrics  indicates  that  in  1950  there  were 
350  pediatricians  and  general  practitioners  giv- 
ing pediatric  care  per  100,000  children  in  the 
population  at  that  time.  By  1960  the  figure  had 
fallen  to  155.  It  has  been  estimated  that,  in 
order  to  meet  anticipated  needs  under  present 
methods  of  rendering  care,  the  medical  schools 
would  have  to  train  85  per  cent  of  all  graduating 
physicians  to  become  pediatricians.  Further  stud- 
ies, however,  may  reveal  methods  of  providing 


care  that  can  be  carried  on  by  the  physicians 
actually  to  be  available. 

Society  does  not  know  the  answers  to  the 
problems  connected  with  providing  medical 
care  but,  in  the  legislation  under  discussion, 
has  asked  physicians  to  examine  ways  of  being 
more  efficient  and  more  effective.  At  the  present 
time  the  pediatrician  spends  a very  high  percent- 
age of  his  time  on  well  child  care  or  on  giving 
advice  over  the  telephone  and  a very  small  per- 
centage in  doing  the  exacting,  specialized  work 
for  which  he  was  trained.  In  one  study  of  a 
sample  of  7,000  hours  of  physician  time,  it  was 
learned  that  care  given  included  only  one  patient 
hospitalized  for  severe  disease.  In  this  study 
time  spent  in  continuing  education  could  not 
be  drawn  on  a bar  graph  constructed  to  show 
the  division  of  time  because  pens  could  not 
produce  a line  as  thin  as  that  called  for.  (It  was 
explained  that  these  comments  were  not  pre- 
sented in  criticism  but  only  as  facts  derived  from 
operational  research. ) 

Analysis  of  a sample  of  pediatric  training  re- 
vealed that  only  an  average  of  six  and  one-half 
minutes  a day  was  given  to  instruction  devoted 
to  patient-physician  relationships,  yet  this  is 
repeatedly  pointed  to  as  a deficit  of  current 
educational  programs. 

The  legislation  under  discussion  provides  op- 
portunity for  medical  schools  and  physicians  to 
cooperate  in  planning.  Heretofore,  all  too  late, 
schools  have  talked  only  to  schools  and  physi- 
cians have  talked  only  to  physicians.  Now  both 
must  enter  the  discussion  and  planning. 

General  education  was  tossed  into  a tremend- 
ous turmoil  of  self-examination  and  re-evaluation 
by  the  advent  of  Sputnik  in  1957.  Present  legisla- 
tion constitutes  a Sputnik  for  medicine. 

New  discoveries  are  of  no  use  until  the  practic- 
ing physician  finds  out  about  them  and  puts 
them  to  use. 

Continuing  education  programs  encourages 
physicians  to  spend  one  hour  a day  in  reading 
educational  material.  The  unanswered  question 
is,  “What  should  they  study?” 

There  should  be  more  face  to  face  confronta- 
tion of  teachers  and  practitioners.  More  use 
should  be  made  of  able  teachers  who  are  in 
practice,  but  they  should  receive  compensation 
for  their  time. 

overview 

Dean  Hogness  summarized  the  conference, 
Continued  on  page  969 
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syndrome 


4 

for  tranquility  in  the  geriatric 


No  age  is  exempt  from  anxiety,  but  emotional  resiliency  tends 
to  run  especially  low  in  the  later  years.  For  elderly  patients, 
such  events  as  death  of  a spouse,  decline  in  physical  health, 
change  of  environment,  or  loss  of  financial  security  may  come 
as  overwhelming  burdens. 

When  your  geriatric  patient  responds  to  such  problems  with 
anxiety,  you  can  counteract  the  emotional  distress  promptly 
with  Atarax,  the  unique  and  effective  tranquilizer.  Atarax  is 
particularly  suitable  for  the  elderly  because,  with  its  outstand- 
ing safety  record,  there  is  usually  no  need  to  lower  the  dosage 


as  is  the  case  with  many  other  tranquilizers;  the  suggested  o 
timal  dosage  for  geriatric  patients  is  50  mg.,  q.i.d.  Atarax  c< 
be  used  concomitantly  with  many  other  drugs,  including  di( 
talis;  and  it  is  helpful, in  relieving  nervousness  associated  wi 
many  organic  diseases  common  to  old  age.  The  variety  ] 
dosage  forms  permits  flexibility  of  administration  to  suit  co 
venience,  patient  preference,  or  special  requirements. 

...In  any  condition  where  tissue  depletion  of  the  water-solub 
vitamins  is  found,  Rx  RoeriBeC®  therapeutic  B complex  wi 
500  mg.  of  vitamin  C. 


optimal  dosage/optimal  results 


ATA  R7IX# 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
New  York,  New  York  10017 


(hydroxyzine  HCI) 


tablets,  syrup,  parenteral 


■ autions  and  adverse  reactions:  The  transitory  drowsiness  which 
I occur  with  hydroxyzine  HCI  usually  disappears  spontaneously 

I few  days  with  continued  therapy,  or  is  correctable  by  dosage 
iction.  Dryness  of  the  mouth  may  be  seen  with  higher  doses, 
iluntary  motor  activity,  including  rare  instances  of  tremor  and 
'ulsions,  has  been  reported,  usually  on  higher  than  recom- 
ded  dosage.  Hydroxyzine  HCI  may  potentiate  barbiturates, 
otics  such  os  meperidine,  and  other  CNS  depressants.  In  con- 
tive  use,  dosage  for  these  drugs  should  be  decreased.  Because 
vsiness  may  occur,  patients  should  be  cautioned  ogainst  driv- 
a car  or  operating  dangerous  machinery.  Parenteral  Solution 
autions  and  contraindications:  This  dosage  form  is  intended 
■ for  I.M.  or  I.V.  administration  and  should  not  under  any  cir- 
stances  be  injected  subcutaneously  or  intra-arterially.  When 
usual  precautions  for  I.M.  injection  have  been  followed,  re- 
s of  soft  tissue  reactions  have  been  rare.  Due  to  infrequent 
:bitis  and,  rarely,  reversible  hemolysis  with  hemoglobinuria, 
Iting  from  too  rapid  intravenous  administration  of  the  solution, 
administration  should  be  slow,  no  faster  than  25  mg.  per  min- 
and  should  not  exceed  100  mg.  in  any  single  dose.  Particular 
i should  be  used  to  insure  injection  only  into  intact  veins;  a 
instances  of  digital  gangrene  occurring  distal  to  the  injection 
hove  been  attributed  to  inadvertent  intra-arterial  injection  or 
arterial  extravasation,  both  of  which  should  be  avoided. 
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drew  some  conclusions  from  the  discussion,  and 
announced  his  desires  for  further  action. 

He  felt  that  the  legislation  offered  a simultane- 
ous challenge  and  opportunity.  There  is  no  ques- 
tion that  government  will  he  involved  but  it 
need  not  necessarily  dictate. 

First,  it  will  be  necessary  to  define  needs  since 
this  will  be  the  best  way  to  establish  a base 
line  for  analysis  of  results.  Needs  lie  in  the  fields 
of  personnel,  equipment,  and  research.  The  lat- 
ter includes  studies  in  systems  of  communica- 
tion, methods  of  care,  better  use  of  personnel, 
quality  of  care,  and  methods  for  improving 
quality. 

Dr.  Hogness  stated  that  he  would  transmit 
a letter  of  intent  to  the  Surgeon  General,  indi- 
cating that  application  for  a planning  grant  for 
this  region  would  follow.  A number  of  groups 
will  be  asked  to  nominate  individuals  for  the 
regional  advisory  council  to  be  created.  At  the 
same  time  sub-groups  having  interest  in  the 
fields  of  heart  disease,  cancer,  and  stroke,  will 
be  asked  to  explore  methods.  The  geographic 
area  will  be  defined.  At  least  one  full  time  per- 
son will  be  added  to  the  staff  for  work  on  the 
plan. 

Dr.  Hogness  will  report  progress  regularly  to 
a previously  established  and  active  advisory  com- 
mittee of  practicing  physicians. 

As  the  conference  adjourned  it  was  clear  that 
everyone  who  attended  had  been  richly  reward- 
ed for  his  investment  of  time  and  that  the  pur- 
poses of  the  conference  had  been  amply  ful- 
filld.  It  might  also  have  been  concluded  that, 
eventually,  the  little  old  lady  from  Mountain- 
ville  will  probably  have  much  better  care  if  and 
when  she  has  her  heart  attack  but  that  much 
work  remains  to  be  done  before  the  advances 
are  made.  Most  gratifying  conclusion  is  that  the 
advances  will  result  from  teamwork  of  the  finest 
kind,  with  medical  educators,  medical  practition- 
ers, public  health  officers,  and  representatives 
of  governmental  bureaus  all  working  together 
to  provide  better  medical  care  for  the  public. 
If  there  is  to  be  a new  era  in  medicine,  it  will 
be  created  by  united  effort.  ■ 

UWSM  Courses  in  January 

A Continuing  Medical  Education  course,  “Medi- 
cal Genetics”,  will  be  given  at  the  University  of 
Washington  School  of  Medicine  January  12-14.  This 
is  a course  designed  to  acquaint  physicians  with 
recent  developments  in  medical  genetics  and  its 
impact  on  the  etiology  and  management  of  disease. 
No  prior  knowledge  of  genetics  is  required.  Guest 


faculty  will  include  James  L.  German,  III,  Associate 
Professor  of  Pediatrics  and  Anatomy,  Cornell  Uni- 
versity Medical  School,  New  York,  New  York,  and 
H.  Neil  Kirkman,  Professor  of  Pediatrics,  University 
of  North  Carolina,  Chapel  Hill,  North  Carolina. 

A second  program  involving  eye,  ear,  nose  and 
throat  is  scheduled  for  January  27-28.  James  A. 
Donaldson,  Professor  and  Chairman,  Department  of 
Otolaryngology,  UWSM,  and  Robert  C.  Laughlin, 
Clinical  Assistant  Professor  and  Acting  Head,  Depart- 
ment of  Ophthalmology,  UWSM,  are  members  of  the 
guest  faculty. 

Both  courses  are  open  to  graduates  of  medical 
schools  approved  by  the  Council  on  Medical  Edu- 
cation and  Hospitals  of  AMA,  or  to  those  licensed 
to  practice  medicine  and  surgery  in  the  state  of 
Washington.  Both  courses  are  acceptable  for  ac- 
credited hours  by  the  American  Academy  of  Gen- 
eral Practice. 


OBITUARIES 

dr.  edward  anthony  le  cocq,  of  Seattle,  aged  64, 
died  at  Lijnden,  Washington,  September  22,  1965. 
He  teas  born  at  Harrison,  South  Dakota,  August  5, 
1901,  and  received  his  medical  degree  from  the 
University  of  Oregon  Medical  School  in  1929.  He 
icas  licensed  in  Washington  the  same  year.  Dr. 
LeCocq  was  an  orthopedic  surgeon,  although  not 
in  practice  at  the  time  of  his  death.  He  was  a 
diplomate  of  the  American  Board  of  Orthopaedic 
Surgery  and  a member  of  the  American  Academy  of 
Orthopaedic  Surgeons.  Death  was  reported  by  the 
coroner  as  due  to  a self  inflicted  gunshot  wound. 

dr.  clarence  w.  shannon,  73,  died  October  9. 
Dr.  Shannon  had  been  an  ophthalmologist  for  more 
than  40  years  in  Seattle.  He  graduated  from  Uni- 
versity of  Oregon  Medical  School  in  1918  and  was 
licensed  that  same  year.  He  interned  in  New  York 
and  was  house  surgeon  of  the  New  York  Eye  and 
Ear  Infirmary  for  two  years. 

More  Washington  news  on  page  978 
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SPECIAL  ARTICLE 


Regional  Medical  Programs 

WILLIAM  L.  K I S S I C K,  M.D.,  Washington,  D.  C. 


On  October  6,  President  Johnson  signed  into  law 
the  Heart  Disease,  Cancer,  and  Stroke  Amend- 
ments of  1965  (Public  Law  89-239).  This  legislation 
will  support  the  development  of  regional  medical 
programs  of  research,  training,  continuation  educa- 
tion and  demonstration  of  patient  care  in  the  fields 
of  heart  disease,  cancer,  stroke  and  related  diseases. 

The  Committee  Report  to  the  House  of  Represen- 
tatives states  the  character  of  the  new  law  as  follows: 

“The  program  authorized  under  this  legis- 
lation would  provide  support  for  cooperative 
arrangements  which  would  link  medical  schools 
and  affiliated  teaching  hospitals  with  their 
highly  developed  capabilities  in  diagnosis, 
training,  and  treatment,  with  clinical  research 
centers,  local  community  hospitals,  and  prac- 
ticing physicians. 

“The  cooperative  arrangements  would  be 
planned  and  established  locally  with  the  par- 
ticipation of  existing  institutions  and  medical 
practitioners.  These  cooperative  arrangements 
would  permit  the  interchange  of  personnel  and 
patients  and  would  provide  for  more  effective 
flow  of  information  concerning  the  latest  ad- 
vances in  diagnosis  and  treatment.”1 

The  law  encourages  an  alliance  of  public  and 
private  agencies  and  institutions  to  enable  medical 
science,  education,  and  service  to  join  for  the  benefit 
of  patients.  The  regional  medical  programs  will  aim 
to  utilize  more  fully  our  existing  facilities  and 
trained  manpower.  The  goal  is  economy  and  effici- 
ency through  improved  community  planning.  The 
purpose  of  the  program  is  to  augment  and  enhance, 
rather  than  to  supplant  or  duplicate  existing  man- 
power and  facilities. 

societal  context 

As  the  President’s 
Commission  on  Heart 
Disease,  Cancer,  and 
Stroke  began  its  work 
it  had  as  a frame  of  ref- 
erence one  of  the  most 
vital  and  dynamic  of 
contemporary  social  en- 
terprises. The  health 
endeavor  comprising 
services,  education,  re- 
search, and  supporting 
activities  pertaining  to 
health,  represented  total 


expenditures  of  approximately  $36  billion  in  1964 
(6  per  cent  of  Gross  National  Product)  and  em- 
ployed approximately  4 million  professional,  tech- 
nical, and  other  manpower  (5  per  cent  of  the  civilian 
labor  force.) 

Population  passed  194  million  by  the  close  of 
1964.  Of  these,  almost  one-half  (93  million)  were 
19  years  of  age  or  less  or  65  years  of  age  and  over. 
These  age  groups  represent  the  most  frequent  con- 
sumers of  health  services.  Population  is  projected  to 
reach  210  million  by  1970,  225  million  by  1975, 
and  245  million  by  1980  with  proportionately  great- 
er increases  at  the  youngest  and  oldest  segments  of 
the  spectrum. 

Urbanization  and  persistent  geographic  mobility 
characterize  our  way  of  life.  Shift  of  population 
from  rural  to  urban  centers  is  such  that  almost  three- 
quarters  of  the  total  population  are  located  within 
the  212  Standard  Metropolitan  Statistical  Areas 
(SMSA) . 

The  economic  indicators  of  Gross  National  Pro- 
duct, disposable  personal  income  and  median  family 
income,  signify  a continuously  rising  standard  of 
living.  Educational  attainments  are  also  rising.  Ap- 
proximately one-half  of  persons  25  years  of  age  or 
older  in  1950  had  completed  high  school  or  college. 
By  1975  three-quarters  of  adults  25  years  of  age  and 
older  will  have  achieved  this  level  of  education. 
These  factors  in  combination  with  an  extraordinary 
system  of  communications  are  features  of  a sophis- 
ticated population  which  is  increasingly  articulate  in 
expressing  its  demands  for  health  services. 

It  has  been  stated  that  the  growth  of  scientific 
knowledge  is  exponential.  We  are  experiencing  in- 
creased specialization  within  scientific  and  technical 
fields.  One  can  assume  that  these  trends  will  con- 
tinue. The  acquisition  of  new  knowledge  creates 
both  the  need  and  the  demand  by  individuals  and 
communities  for  health  services.  Accordingly,  medi- 
cine and  the  other  health  professions  are  challenged 
to  apply  newly  acquired  knowledge  in  order  to 
translate  the  achievement  of  research  into  measurable 
human  welfare. 

It  was  to  this  last  concern  that  the  President’s 
Commission  addressed  itself— the  growing  chasm 
between  the  potential  and  the  realized  health 
achievements  in  our  society  today.  Indeed  the  sci- 
entific and  technological  break-throughs  of  the  last 

continued  on  page  973 
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Time  after  time,  in  patient  after  patient, 
Percodan’s  pain-killing  action  is  fast,  potent  and 
predictable.  Enthusiasm  for  Percodan  by  physi- 
cians is  almost  directly  proportional  to  their  expe- 
rience with  this  analgesic  formula.  Just  one 
Percodan  tablet  usually  brings  relief  within  5 to 
15  minutes  and  maintains  it  for  6 hours  or  more. 
It  rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours. 
Precautions,  Side  Effects  and  Contraindications 
— The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and 
somewhat  greater  than  those  of  codeine.  The  usual 
precautions  should  be  observed  as  with  other  opi- 


ate analgesics.  Although  generally  well  tolerated, 
Percodan  may  cause  nausea,  emesis,  or  constipa- 
tion in  some  patients.  Percodan  should  be  used 
with  caution  in  patients  with  known  idiosyn- 
crasies to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias. 


Also  available:  Percodan®-Demi,  each  scored 
pink  tablet  containing  2.25  mg.  oxycodone  HC1 
(Warning:  May  be  habit-forming),  0.19  mg.  oxy- 
codone terephthalate  (Warning:  May  be  habit- 
forming), 0.19  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg. 
caffeine. 


throughout  the  wide  middle  range  of  PAIN... 


Literature  on  request 

ENDO  LABORATORIES  INC.  Garden  City,  New  York 


4.50  mg.  oxycodone  HC1  (Warning:  May  be  habit- 
forming), 0.38  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.38  mg.  hom- 
atropine terephthalate,  224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 


•U.S.  Pats.  2,628,185  and  2,907,768 
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ten  years  alone  can  virtually  stagger  the  imagination. 
With  each  break-through,  the  healing  arts  are  chal- 
lenged to  meet  new  demands.  Sir  Geoffrey  Vickers 
has  said  that  the  history  of  health,  . . might  well 
be  written  as  a record  of  successive  redefinings  of 
the  unacceptable.”2  Each  achievement  presages  new 
expectations.  Yesterday’s  inevitable  becomes  to- 
morrow’s intolerable. 

institutionalization  of  health  services 

As  observers  of  current  trends  and  social  forces 
have  suggested,  the  gap  between  knowledge  and 
application  is  one  of  the  elements  which  forcibly 
argues  for  the  institutionalization  (in  a functional 
sense)  of  health  services.  This  connotes  movement 
from  independent  and  isolated  personal  health  ser- 
vices toward  a fabric  of  health  care  in  which  the 
individual  components  are  interrelated  and  coor- 
dinated. In  essence,  health  programs  have  and  are 
advancing  from  the  age  of  the  cottage  industry  to 
the  era  of  space  exploration.  In  my  opinion,  this 
trend  will  be  manifest  in  health  programs  that  are 
highly  consistent  with  the  genius  of  this  nation 
for  pragmatic  and  pluralistic  enterprise. 

The  adequacy  of  health  resources  must  be  assured 
if  high  quality  health  services  are  to  be  available 
and  accessible.  To  date,  the  Federal  Government 
has  concentrated  its  attention  on  the  development 
and  expansion  of  the  resources  of  facilities  and  bi- 
omedical knowledge.  Federal  investments  of  more 
than  $2.5  billion  in  hospitals  and  other  health  facili- 
ties and  of  $5.6  billion  in  medical  and  health  re- 
lated research  during  the  past  two  decades  has 
definitely  strengthened  these  resources.  The  third 
resource,  manpower,  has  become  a priority  concern 
as  evidenced  by  the  Health  Professions  Educational 
Assistance  Act  of  1963,  the  Nurse  Training  Act  of 
1964,  and  the  Health  Professions  Educatinal  As- 
sistance Amendments  of  1965.  The  fourth  resource— 
the  effectiveness  and  efficiency  achieved  through 
planning  and  organization— has  an  intangible  char- 
acter. This  is  the  next  major  requirement  for  the 
health  endeavor. 

The  concept  of  regionalization  for  better  health 
care  has  been  discussed,  studied,  and  tried  on  a 
modest  scale  in  the  United  States  for  several  dec- 
ades. The  necessity  to  coordinate  services  and  to 
seek  the  most  effective  and  efficient  use  of  health 
resources  was  reaffirmed  by  the  President’s  Commis- 
sion. With  the  passage  of  Public  Law  89-239,  the 
need  for  regionalization  has  been  acknowledged  by 
the  Congress.  A vehicle  for  beginning  to  meet  this 
need  has  been  provided. 

Many  critics  of  the  legislation  maintain  that  it 
seeks  to  thwart  the  public  responsibilities  of  official 
agencies.  Others  foresee  a major  assault  on  the 


private  practice  of  medicine.  The  legislation  has 
neither  as  an  objective.  The  law  opts  for  the  plur- 
alism that  seeks  to  merge  public  accountability  with 
private  initiative  in  our  society.  Thus,  as  the  health 
endeavor  continues  its  accelerating  and  relentless 
advance  toward  institutionalization,  we  continue  our 
unique  approach  to  social  action  described  by  Alexis 
de  Tocqueville  over  a century  ago.  He  visited  the 
United  States  in  1831  to  study  our  political  institu- 
tions. Subsequently,  he  wrote  his  classic  Democracy 
in  America  in  which  he  noted: 

“Americans  of  all  ages,  all  conditions,  and  all 
dispositions  constantly  form  associations.  They 
have  not  only  commercial  and  manufacturing 
companies  . . . but  associations  of  a thousand 
other  kinds  . . . wherever  at  the  head  of  some 
new  undertakings  you  see  the  Government  in 
France  or  a man  of  rank  in  England,  in  the 
United  States  you  will  be  sure  to  find  an  Asso- 
ciation.”3 

The  new  complexities  of  life  are  being  met  more 
and  more  by  a spirit  of  cooperative  endeavor  of 
varying  intensity  between  the  public  and  private 
sectors  of  our  economy.  This  point  was  well  stated 
by  Secretary  Gardner  while  in  his  former  post  as 
President  of  the  Carnegie  Corporation: 

“In  all  fields  (with  the  exception  of  religion, 
of  course)  governmental  and  private  institu- 
tions form  a partnership  of  rare  effectiveness 
in  serving  the  public  interest.”4 

The  health  endeavor  is  now  poised  on  the  thre- 
shold of  such  a partnership.  Its  dimensions  and  in- 
tensity are  unprecedented.  The  organization  and  co- 
ordination of  health  services  in  the  public  and  private 
sector  of  our  economy  in  a manner  best  suited  to  the 
aspirations  and  requirements  of  both  the  providers 
and  recipients  of  medical  care  will  require  a new 
emphasis  upon  our  national  proclivity  for  prag- 
matism and  pluralism. 

increased  involvement  of  educational  institutions 

There  is  now  wide-spread  recognition  of  the 
necessity  for  increased  participation  of  institutions 
of  higher  education  in  the  life  of  society.  This  trend 
was  discussed  and  analyzed  by  Clark  Kerr,  President 
of  the  University  of  California,  in  his  book.  The 
Uses  of  the  University.  The  “multiversity”  is  his 
epithet  for  this  emerging  institution.  He  described 
the  stimulus  for  emergence  of  the  “multiversity” 
as  follows: 

“Knowledge  is  now  central  to  society.  It  is 
wanted,  even  demanded  by  more  people  and 
more  institutions  than  ever  before.  The  univer- 
sity, as  producer,  wholesaler  and  retailer  of 
knowledge  cannot  escape  service.”5 

In  health,  as  in  other  societal  enterprises,  the 
educational  experience  is  moving  from  one  of  a pre- 

continued  on  page  975 
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One  of  the  three  pleasant  patient's  lounges  in  the  new  Shadel  Hospital.  The 
hospital,  designed  specifically  for  the  treatment  of  alcoholism,  is  located  at 
12001  Ambaum  Boulevard,  S.W.,  Seattle.  CH.  4-8100. 


The  setting  for  the  52-bed  hospital  is  in  a suburban  area  which  provides 
the  convenience  of  close  contact  with  all  of  the  medical  facilities  of  the  City  of 
Seattle,  combined  with  the  quiet  surroundings  and  peaceful  atmosphere  of  a 
secluded  district. 

The  design  of  the  hospital  is  both  modern  and  functional  and  will  maintain 
the  personal  and  homelike  atmosphere  which  has  been  synonymous  with  Shadel 
Hospital  treatment. 


APPROVED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION  MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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lude  to  professional  life  to  that  of  a continuum.  The 
rapidity  of  scientific  and  technological  change 
necessitates  continuous  educational  activity  on  the 
part  of  the  professional  if  he  or  she  is  to  avoid 
obsolescence.  Whereas  past  generations  of  physi- 
cians were  equipped  at  graduation  for  a lifetime 
of  practice,  their  counterparts  of  the  1970’s  will 
graduate  from  medical  school  with  a body  of  know- 
ledge sufficient  to  sustain  them  for  a decade  at  most. 
The  reality  of  health  services  for  the  future  pro- 
hibits any  further  separation  of  research,  education, 
and  patient  care.  These  activities  must  be  related 
as  never  before.  They  must  literally  become  varia- 
tions on  a theme.  New  patterns  of  cooperation  for 
the  delivery  of  health  services  are  needed  to  facili- 
tate this  convergence. 

A successful  relationship  between  community 
and  university  that  draws  financial  support  from  both 
the  private  and  public  sectors  of  the  economy  is 
already  found  in  agriculture.  I refer  to  the  array  of 
agricultural  experiment  stations,  model  farms,  and 
extension  services  which  link  land  grant  colleges  to 
individual  farming  units.  It  has  been  suggested  that 
the  regional  medical  programs  represent  for  the 
health  field,  a comparable  effort  toward  coopera- 
tive endeavor. 

applied  research  and  development 

In  addition  to  planning  and  effecting  the  region- 
alization of  health  services,  the  legislation  under 
discussion  would  also  inaugurate  a new  dimension 
for  applied  research  and  development  in  the  health 
endeavor.  The  $5.6  billion  invested  by  the  Federal 
Government  since  the  late  forties  in  biomedical 
research  has  been  concentrated  in  basic  and  labor- 
atory investigations.  Efforts  to  develop  extensive 
programs  of  applied  research  and  large  scale  de- 
velopment have  been  lacking— thus,  the  gap  be- 
tween our  scientific  capabilities  and  our  medical 
achievements. 

This  legislation  authorizes  $340  million  over  a 
period  of  three  years  to  assist,  “ . . . planning,  feas- 
ibility studies,  and  pilot  projects.”  Accordingly,  the 
equivalent  to  developmental  engineering  in  health 
can  be  undertaken.  Herein  may  lie  the  greatest  op- 
portunity. 

Our  economy  is  rich  in  the  technology  essential 
to  sophisticated  communication  and  coordination 
of  activities.  The  capacity  for  automated  data  pro- 
cessing with  high  speed  computers  underlies  the 
technique  of  thorough  study  and  planning  known 
as  “systems  analysis.”  A substantial  portion  of  the 
business  done  by  these  firms  is  on  contracts  with  the 
Department  of  Defense  and  NASA.  The  proposals 
that  military  R and  D be  reduced  have  stimulated 
an  intense  search  for  new  markets.  Contracts  with 


the  Office  of  Economic  Opportunity  and  the  Ap- 
palachian Regional  Commission  are  examples  of 
new  applications  of  this  technology.  It  has  become 
apparent  that  many  large  corporations  with  these 
competencies  perceive  the  health  endeavor  as  a 
promising  customer.  When  one  considers  the  po- 
tential for  expanding  physiological  monitoring; 
communications  networks  for  consultation  linking 
several  community  hospitals,  the  university  medical 
center,  and  other  health  agencies;  increased  diag- 
nostic and  therapeutic  capacity  through  automated 
laboratories;  and  enhanced  programs  of  continuation 
education  utilizing  closed  circuit  television,  the  op- 
portunities in  this  program  are  obvious. 

a new  dimension  to  health  planning 

The  most  judicious  employment  of  resources  re- 
quires planning  and  coordination.  Planning,  how- 
ever, is  still  anathema  to  many  elements  of  the 
health  endeavor,  regardless  of  its  scope  or  the  level 
on  which  it  is  pursued.  The  attitudes  towards 
planning  in  health  affairs  are  changing,  however, 
as  they  have  within  other  components  of  our  society. 
Even  among  the  production  and  marketing  sector 
of  the  economy,  the  advent  of  planning  has  been 
a recent  occurrence.  Karl  Schriftgiesser  notes  in 
his  history  of  the  Committee  for  Economic  Develop- 
ment that  as  recently  as  1940,  whenever  the  word 
planning  appeared  it  was  laden  with  pejorative 
connotations.8  Its  adoption  by  the  business  com- 
munity began  during  and  after  World  War  II.  Its 
current  universal  usage  is  equaled  by  its  acceptance 
as  an  essential  component  of  informed  business 
practice. 

The  probable  scope  and  scale  of  health  planning 
in  the  future  is  worth  a cursory  glance.  As  sug- 
gested in  the  above  section,  the  systems  and  com- 
munication technology  can  be  useful  to  the  health 
endeavor.  The  realization  that  health  services  reflect 
the  inter-related  variables  of  manpower,  facilities, 
equipment,  information,  communications  network, 
and  the  like  will  undoubtedly  bring  new  dimensions 
and  perspectives  to  the  planning  of  health  programs. 
Adequate  planning  in  the  future  will  require 
individuals  trained  and  knowledgeable  in  the 
theory  and  function  of  complex  organizations,  in- 
terpersonal relations,  operations  research,  and  other 
aspects  of  the  cybernetic  revolution.  It  is  appropriate 
to  note  at  this  point  that  both  the  Senate  and  House 
Committees  stipulated  that  the  early  emphasis  of 
the  program  should  be  on  planning. 

hypothetical  regional  medical  program 

A hypothetical  situation  can  serve  to  illustrate 
the  relevance  of  the  above  concepts  to  the  regional 
medical  programs. 

continued  on  page  977 
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TUBERCULIN, TINETEST 

(Rosenthal)  Lederle 

ideally  suited  for  routineTB  screening 


accurate— comparable  to  the  older  standard  intradermal  tests 
practical— can  be  administered  by  nurses  or  other  personnel 
convenient— no  refrigeration  or  other  storage  precautions 
economical— stable  for  2 years,  self-contained  disposable  unit 


Side  effects  are  possible  but  very  rare:  vesiculation,  ulceration  or  necrosis  at  test  site. 
Contraindications,  none;  but  use  with  caution  in  active  tuberculosis.  Available  as  the  new 
individually-capped  unit,  boxes  of  5,  or  in  cartons  of  25. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

9635-S 
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Let  us  assume  an  urban  center  with  a population 
of  approximately  600,000  in  the  core  city  and  an 
equal  number  of  people  residing  in  the  surrounding 
suburban  areas  and  counties.  Within  a radius  of 
100  miles  of  the  core  city,  there  are  three  other 
cities  each  with  populations  over  100,000.  The 
total  population  of  the  geographic  area  approaches 
2.5  million. 

Presently  Available  Medical  Resources 

A medical  school  and  a university  teaching  hos- 
pital are  situated  in  the  core  city.  In  addition  there 
are  nine  voluntary  general  hospitals,  two  of  which, 
a childrens’  hospital  and  a large  county  hospital,  are 
affiliated  with  the  medical  school.  Two  of  the 
other  cities  in  the  region  have  450-bed  voluntary 
general  hospitals,  while  the  third  city  is  the  site 
of  two  300-bed  voluntary  hospitals.  A 300-bed 
chronic  disease  hospital,  operated  by  the  State 
Department  of  Health,  is  also  located  within  the 
region.  This  hospital  has  developed  clinical  studies 
in  the  treatment  of  cancer.  Within  the  100  mile 
radius  of  the  core  city  there  are  also  several  small 
communities  that  have  hospitals  of  100  beds  or  less. 

Planning  the  Regional  Medical  Program 

The  medical  school,  state  health  department, 
hospital  association  or,  “.  . . other  public  or  non- 
profit private  agency  or  institution,”  would  inde- 
pendently or  jointly  assume  the  initiative  in  the 
planning  and  future  development  of  the  regional 
medical  program.  One  of  the  first  steps  would  be 
the  organization  of  an  advisory  group.  The  legisla- 
tion requires  that  membership  in  this  advisory  group 
include: 

“.  . . practicing  physicians,  medical  center 
officials,  hospital  administrators,  representatives 
from  appropriate  medical  societies,  institutions, 
and  agencies  concerned  with  activities  of  the 
kind  to  be  carried  on  under  the  program  and 
members  of  the  public  familiar  with  the  need 
for  the  services  provided  under  the  program.” 

This  advisory  group  would  assist  a staff  located 
at  the  university,  health  department,  or  other  ap- 
propriate institution  in  the  initial  planning  of  the 
regional  medical  program  and  in  the  preparation 
of  an  application  for  a grant  to  assist  its  financing. 
The  initial  application  would  describe  the  existing 
institutions,  agencies,  and  programs  which  would 
participate  in  the  formation  of  the  regional  program. 
It  would  also  describe  the  geographic  area  and 
population  base  to  be  served,  the  relationships 
between  the  institutions  necessary  for  the  success- 
ful operation  of  the  network,  and  other  factors. 

After  review  by  the  National  Advisory  Council 
on  Regional  Medical  Programs,  approval  of  the 
application  would  result  in  a grant  to  assist  the 
detailed  planning,  contractual  negotiations,  and 


other  activities  essential  to  the  initiation  of  an 
enterprise  of  this  scope. 

Development  of  the  Regional  Medical  Program 

The  regional  program  would  evolve  over  a period 
of  time  as  specific  components  are  added.  The 
law  authorizes  $340  million  over  three  years  to 
assist,  “in  planning,  in  conducting  feasibility  studies 
and  in  operating  pilot  projects,”  leading  to  the  estab- 
lishment of  regional  medical  programs.  Implementa- 
tion in  this  hypothetical  illustration  would  include 
the  development  of  a cancer  clinical  research  center 
in  the  state  chronic  disease  hospital;  a stroke  clinical 
research  center  at  the  450-bed  hospital  in  another  city 
where  a part-time  member  of  the  faculty  is  pursuing 
some  promising  research  in  the  rehabilitation  of 
stroke  victims;  and  a heart  disease  clinical  research 
center  in  the  recently  affiliated  general  hospital  in 
the  core  city. 

The  other  hospitals  located  in  the  region  would 
be  encouraged  to  participate  in  the  regional  medical 
program  in  a manner  consistent  with  their  needs 
and  resources.  In  some  situations  this  might  mean 
the  development  of  an  acute  coronary  care  unit 
with  the  guidance  and  assistance  of  the  medical 
center.  In  others,  the  affiliation  of  the  medical  or 
surgical  service  with  the  teaching  program  of  the 
medical  school  and  the  assignment  of  clinical  clerks 
or  interns  would  be  sought. 

The  main  ingredient  in  the  regional  medical 
program  is,  of  course,  people.  Success  will  require 
a willingness  and  desire  of  individual  professionals 
and  agencies  to  work  together.  Only  thus  can  the 
health  services  of  the  region  benefit  from  a con- 
vergence of  the  energies  and  competencies  of  prac- 
titioners, educators,  and  research  scientists. 

Facilities  and  equipment  are,  of  course,  import- 
ant. In  this  hypothetical  regional  medical  program, 
extensive  renovation  and  installation  of  equipment 
would  be  a prerequisite  for  development  of  the 
cancer  clinical  research  center  in  the  state  chronic 
disease  hospital.  To  establish  the  heart  disease  clin- 
ical research  center  at  the  voluntary  general  hospi- 
tal within  the  core  city,  new  construction  related 
to  its  planned  expansion  program  would  have  to 
be  modified. 

The  professional  and  technical  health  workers, 
however,  will  provide  the  viability.  For  example, 
the  medical  school  would  create  a department  of 
continuation  education  and  would  undertake  re- 
sponsibility for  assisting  all  the  hospitals  in  the 
region  with  their  educational  programs.  Some  physi- 
cians in  practice  would  be  asked  to  assume 
part-time  teaching  responsibilities,  both  in  the  med- 
ical school  and  by  serving  as  preceptors  for  medical 
students,  interns,  and  residents  who  would  rotate 
through  the  service  programs  within  several  hos- 

continued  on  page  979 
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PRESIDENT’S  page 


CABL  P.  SCHLICKE,  M.D. 


The  White  House  Conference  on  Health  was 
many  things.  It  was  a six  ring  circus,  a giant  propa- 
ganda device,  a preview  of  things  to  come.  But  it 
was  also  an  opportunity  to  see  and  hear  at  first 
hand  the  builders  of  “The  Great  Society”;  to  meet 
in  person  the  new  leaders  in  the  Department  of 
Health,  Education  and  Welfare;  to  be  inspired  by  a 
stirring  address  given  by  Secretary  of  State  Dean 
Rusk  on  “The  Role  of  Health  Programs  in  Inter- 
national Affairs.”  It  was  being  made  aware  of  the 
environmental  health  problems  we  face  today  by 
an  extraordinarily  well-informed  layman,  Representa- 
tive John  E.  Fogarty  of  Rhode  Island;  learning  from 
the  Director  General  of  the  World  Health  Organ- 
ization, Dr.  Marcolino  G.  Candau  of  Brazil,  that  the 
three  great  killers  of  mankind  remain  smallpox, 
malaria  and  yellow  fever,  diseases  which  we  have 
almost  forgotten;  adding  a new  word  to  one’s 
vocabulary— the  “Disadvantaged”  (since  the  poor 
will  no  longer  be  with  us).  It  was  a chance  to 
participate  with  other  physicians,  educators,  and 
interested  laymen  in  discussions  on  health  profes- 
sions education,  health  care,  and  health  protection; 
to  be  proud  of  two  fellow  Washingtonians  who 
turned  in  impressive  performances  on  panels,  Presi- 
dent Charles  E.  Odegaard,  Ph.D.,  of  the  University' 
of  Washington,  and  Barnard  Bucove,  Director  of 
the  Washington  State  Department  of  Health;  to 
hear  good  old  fashioned  senatorial  oratory  by  the 
Honorable  Lister  Hill  of  Alabama.  It  was  changing 
plans  on  two  days  notice  to  get  to  the  conference 
in  the  first  place;  attending  a colorful  reception  at 
the  White  House;  shaking  the  hand  of  Mr.  Hum- 
phrey, who  with  his  charming  wife  at  his  side,  was 
in  there  pinch-hitting  for  his  chief. 

The  conference  was  called  by  President  Johnson 
for  the  purpose  of  soliciting  ideas  regarding  health 
needs  from  the  nation’s  boldest  and  best  minds, 
although  how  their  owners  were  selected  was  not 


divulged.  Some  800  persons  attended  the  sessions 
which  were  held  at  the  Shoreham  Hotel  November 
3 and  4.  The  majority  of  those  present  were  physi- 
cians, representing  the  medical  schools,  private 
practice,  public  health,  etc.  Also  present  were  sani- 
tarians, engineers,  educators,  nurses,  labor  union 
bosses,  civic  leaders,  and  other  interested  parties. 
There  were  three  large  general  sessions  and  two 
luncheon  meetings  w’hich  everyone  attended.  In 
addition  there  were  three  panel  sessions  during 
each  of  which  one  was  confronted  with  the  dilemma 
of  choosing  between  six  interesting  discussion  groups. 
Everyone  present  at  these  panel  sessions  was  en- 
couraged to  air  his  views  and  a wide  variety  of 
thoughts  were  expressed,  often  with  considerable 
acerbity. 

The  theme  of  the  conference  was  President  John- 
son’s belief  that  a great  nation  could  do  better  in 
matters  pertaining  to  health.  Health,  Education 
and  Welfare  Secretary  Mr.  John  W.  Gardner  affirm- 
ed that  health  is  a basic  human  right  and  that 
only  with  unimpaired  health  can  the  individual 
live  up  to  his  potential  and  enjoy  the  benefits 
of  the  good  life  possible  for  everyone  in  “The 
Great  Society”.  Quality  care  should  be  avail- 
able to  all  of  the  people.  Federal  responsibility  is 
inescapable,  but  it  should  not  mean  domination, 
rather,  cooperation  with  local  agencies.  He  referred 
to  the  health  acts  of  the  89th  Congress  as  “promis- 
sory notes"  to  the  people.  Assistant  Secretary  of 
HEW,  Philip  R.  Lee,  speaking  of  the  imple- 
mentation of  Medicare  referred  to  the  coopera- 
tion between  government,  physicians,  insurance  car- 
riers, and  consumers  as  “Partnership  for  Progress”. 
The  new  Surgeon  General,  William  H.  Stewart, 
made  an  excellent  impression.  He  urged  that 
the  best  health  services  be  made  available  to  all  who 
need  them.  Since  some  of  the  programs  are  limited 
by  lack  of  available  manpower,  he  suggested  that 
more  tasks  should  be  delegated  to  the  various  cate- 
gories of  ancillary  help,  possibly  even  including 
physician  assistants,  and  that  more  use  should  be 
made  of  automation,  electronics  and  computers. 
Educational  methods  for  all  phases  of  health 
care  are  being  re-evaluated.  Alonzo  S.  Yerby, 
Commissioner,  Department  of  Hospitals  in  New 
York,  decried  the  existence  of  two  standards  of 
health  care.  He  pointed  to  the  higher  infant  mortal- 
ity, higher  morbidity,  shorter  life  expectancy  of  the 
poor,  especially  the  “non-white”  poor.  Their  care,  he 
said,  is  piecemeal,  inadequate  and  without  com- 
passion. 

In  the  section  on  Health  Professions  Education 
it  was  pointed  out  that  present  methods  are  inade- 
quate and  insufficient  to  meet  health  manpower 
needs.  Composite  training  for  all  levels  of  personnel 
should  be  carried  out  in  medical  centers  and  hori- 

Continued  on  page  992 
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continued  from  page  977 

pitals.  Although  this  illustration  concentrates  on  the 
relationships  between  practitioners  and  educators 
in  medicine  there  are  obviously  extensive  possibili- 
ties for  developing  enhanced  educational  programs 
for  nursing,  physical  therapy,  social  work,  and  other 
health  professions. 

The  more  effective  the  operational  relationships 
and  communication  within  the  network,  the  more 
substantial  will  be  the  realization  of  the  potential 
of  the  concept  of  regional  medical  programs.  Mak- 
ing the  latest  medical  knowledge  and  capactity 
available  to  the  individual  practitioner  in  order  to 
benefit  his  patient,  and  where  necessary,  assisting 
the  patient  and  physician  by  providing  a smooth 
working  referral  system,  would  enable  the  patient 
to  gain  access  to  the  most  advanced  diagnostic  and 
treatment  skills  and  equipment.  With  the  university 
medical  center  functioning  as  the  nucleus  of  a 
regional  medical  program,  the  major  impact  will 
no  doubt  be  centrifugal  rather  than  centripetal  in 
direction. 

The  following  is  a partial  listing  of  the  types 
of  resources  that  could  be  developed  in  the  region: 

1. — High-voltage  radiotherapy,  cobalt  units,  car- 
diac surgical  team,  cardiac  catherization  units,  and 
radioactive  tracer  labs. 

2. — Automated  clinical  laboratories. 

3. — Intensive  care  units  and  physiological  monitor- 
ing. 

4. — Training  program  for  emergency  resuscitation 
teams. 

5. — A communication  network  to  facilitate  diag- 
nostic studies  (EEG,  EKG,  frozen  sections,  etc.). 

6— Emergency  reference  center  for  adverse  drug 
reactions. 

7. — Automated  systems  for  data  processing  to 
serve  the  community  hospitals  and  medical  prac- 
titioners throughout  the  region. 

8. — A communications  network  by  which  con- 
sultative resources  of  the  university  medical  center 
could  assist  practitioners  in  their  own  communities 
thus  obviating  the  necessity  for  travel  of  physicians 
or  patients. 

9. — Increased  diagnostic  and  therapeutic  capacity 
in  community  hospitals  through  the  installation  of 
sophisticated  equipment  that  can  be  electronically 
linked  to  the  medical  center  and  serviced  by  teams 
emanating  from  it. 

10. — A year-round  program  of  continuing  edu- 
cation for  physicians  and  other  health  personnel 
utilizing  closed  circuit  television  and  other  com- 
munication techniques  as  necessary  to  adapt  the 
opportunities  for  learning  to  the  working  schedules 
of  individuals. 

conclusion 

In  summary,  I should  like  to  contrast  the  specifics 


of  the  proposed  legislation  with  some  of  the  mis- 
conceptions that  have  appeared  in  recent  discus- 
sions. The  legislation: 

Assists  family  doctors  by  making  more  resources 
available;  it  does  not  substitute  large  specialized 
centers  for  the  comprehensive  care  provided  by 
individual  practitioners. 

Stimulates  efficient  use  of  facilities,  manpower, 
and  equipment;  it  does  not  divert  manpower  from 
health  services  to  research. 

Promotes  local  initiative;  it  does  not  impose  a 
Federally  directed  program. 

Encourages  planning  and  establishing  of  regional 
arrangements  among  medical  centers,  hospitals,  and 
practitioners;  it  does  not  duplicate  or  supplant 
existing  health  institutions  or  agencies. 

Promotes  cooperation  between  educational  and 
health  service  institutions;  it  does  not  divide  the 
interests  of  practitioners,  teachers  and  scientists. 

Provides  increased  opportunities  for  continuing 
education;  it  does  not  replace  existing  courses 
or  programs. 

Reduces  the  need  for  referrals  by  providing 
highly  technical  services,  consultants,  and  equip- 
ment to  community  hospitals;  it  does  not  alter  the 
referral  system  among  doctors  or  interfere  with 
methods  of  financing  patient  care. 

Enhances  opportunities  for  undergraduate  and 
postgraduate  medical  education  and  training  by 
using  more  hospitals  for  teaching;  it  does  not  con- 
centrate interns  and  residents  in  central  medical 
institutions. 

Each  of  the  component  parts  of  a regional  med- 
ical program  created  under  the  Heart  Disease, 
Cancer,  and  Stroke  Amendments  of  1965  would 
differ  to  some  degree  from  those  in  other  regions. 
Full  use  of  already  existing  facilities  and  differing 
local  needs  would  insure  the  diversity,  which  has 
been  and  should  continue  to  be  one  of  the  great 
strengths  of  American  medicine.  This  legislation 
provides  an  opportunity  to  seek  the  innovation 
essential  if  our  efforts  in  health  are  to  be  commen- 
surate with  the  present  and  future  challenge.  ■ 

Dept  of  Health,  Education  and  Welfare  (20201 ) 
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Dizzy  with  vertigo,  Ponce  de  Leon 


staggered  in  search  of  the  Fountain  of  Youth. 


Then  a doctor  prescribed  Antivert; 


clear-headed,  Ponce  went  straight  to  his  goal, 


Anti  vert© 

(meclizine  HCI,  nicotinic  acid) 

Tablets:  (meclizine  HCI  12.5  mg.and 
nicotinic  acid  50  mg.) 

Syrup: (each  5 cc. teaspoonful  contains 
meclizine  HCI  6.25  mg.  and  nicotinic 
acid  25  mg.) 

stops  vertigo 

complete  to  moderate  relief 
in  9 out  of  1 0 patients1 

Antivert,  the  leading  anti-vertigo  prod- 
uct,1 combines  meclizine  HCI,  an  out- 
standing drug  for  treatment  of  vestibular 
dysfunction,  with  nicotinic  acid,  a drug 
of  choice  for  prompt  vasodilation.  Out  of 
50  patients  with  Meniere's  syndrome,  re- 
mission of  symptoms  followed  Antivert 
therapy  in  41  (82%);  another  10%  (5 
patients)  experienced  moderate  relief.' 
Prescribe  Antivert  for  your  patients  with 
vertigo,  Meniere's  syndrome  and  allied 
disorders. 

Dosage:  One  tablet  or  one  to  two  teaspoonfuls 
(5-10  cc.)  t.i.d.  just  before  meals.  Specific 
requirements  for  individual  patients  should  be 
determined  by  the  physician. 

Supplied:  Tablets  in  bottles  of  100  and  500. 
Syrup  in  pint  bottles.  Rx  only. 

Antivert’  SSiy 

(meclizine  HCI,  nicotinic  acid) 

most  widely  prescribed 
anti-vertigo  agent2 

Precautions  and  side  reactions:  Frequent, 
short-lived  reactions  include:  cutaneous  flush- 
ing, sensations  of  warmth,  tingling  and  itch- 
ing, burning  of  skin,  increased  gastrointestinal 
motility,  and  sebaceous  gland  activity.  In  ex- 
plaining these  reactions  to  the  patient,  it  is 
suggested  that  they  be  regarded  as  a desirable 
physiological  sign  that  the  nicotinic  acid  is 
carrying  out  its  intended  function  of  vasodila- 
tion. Because  of  this  vasodilation,  severe 
hypotension  and  hemorrhage  are  obvious 
contraindications  to  Antivert  therapy. 

References:  1.  Seal,  J.  C.:  Eye  Ear  Nose  & 
Throat  Month.  38:738  (Sept.)  1959.  2.  Based 
on  1964  data  from  independent  physicians’ 
market  survey  organization. 

J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
New  York,  N.Y.  10017 
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.and  when  your  Antivert® 
patients  are  near  or  past 
retirement  age 


Neobon® 

geriatric  supplement 

helps  keep  them 
‘on  the  go’ 


Neobon  combines  hormones,  essential  hematopoietic  factors,  a digestive 
enzyme,  and  vitamins  and  minerals  with  the  important  amino  acids  L-lysine 
and  glutamic  acid.  When  used  as  adjunctive  therapy,  such  medication  has 
been  shown  to  be  of  value  in  treating  patients  with  the  geriatric  syndrome.' 1  2 
You,  too,  can  help  your  geriatric  patients  — with  or  without  vertigo  — lead  a 
more  active  life  by  prescribing  Neobon. 


Each  capsule  contains: 


(1)  Vitamins  and  Minerals 

Vitamin  A (acetate)  2000  U.  S.  P.  units 
Vitamin  D (irradiated 

ergosterol)  ......  200  U.  S.  P.  units 

Vitamin  Bi  (thiamine 

mononitrate,  U.  S.  P.) 0.5  mg. 

Vitamin  B2  (riboflavin, 

U.  S.  P.) 0.5  mg. 

Vitamin  B*  (pyridoxine  HCI, 

U.  S.  P.) 0.5  mg. 

Niacinamide,  U.  S.  P 50  mg. 

Calcium  pantothenate, 

U.  S.  P 5 mg. 

Vitamin  E (from  alpha 

tocopherol  acetate)  5 I.U. 

Rutin,  N.F 5 mg. 

Cobalt  (from  cobalt 

sulfate) 0.033  mg. 

Molybdenum  drom  sodium 

molybdate) 0.066  mg. 

Copper  (from 

copper  sulfate) 0.33  mg. 

Manganese  (from 

manganese  sulfate)  . 0.33  mg. 


Magnesium  (from 

magnesium  sulfate)  2 mg. 

Iodine  (from 

potassium  iodide) 0.05  mg. 

Potassium  (from 

potassium  sulfate)  1.66  mg. 

Zinc  (from 

zinc  sulfate) 0.4  mg. 

(2)  Hematopoietic  Factors 
Iron  (from 

ferrous  sulfate)  3.40  mg. 

Vitamin  B]2  (cobalamin 
concentrate,  N.F.,  as 

Stablets®) 1 meg. 

Vitamin  C (ascorbic  acid, 

U.  S.  P.)  50  mg. 

(3)  Digestive  Enzyme 

Pancreatic  substance* 50  mg. 

(4)  Gonadal  Hormones 

Methyltestosterone  1.0  mg. 

Ethinyl  estradiol 0.006  mg. 

(5)  Amino  Acids 

L-lysine  50  mg. 

Glutamic  acid  30  mg. 


*Enzymatically  active  defatted  material  from  250  mg.  of  whole  fresh  pancreas. 

Precautions:  Contraindicated  in  patients  in  whom  estrogen  or  androgen 
therapy  should  not  be  used,  as  in  carcinoma  of  the  breast  or  prostate. 
Dosage:  One  capsule,  t.i.d.  with  meals,  or  as  directed  by  physician. 
Supplied:  Bottles  of  60  capsules.  Rx  only. 

References:  1.  Dufficy,  R.  G.,  Jr.:  J.  Am.  Geriatrics  Soc.  5:936  (Nov.)  1957, 
2.  Ende,  M.:  Southwestern  Med.  38:625  (Oct.)  1957. 
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IDAHO 


Idaho  State  Medical  Association— m sonna  building,  Boise,  Idaho  83702 

president  Wallace  H.  Pierce,  M.D.,  Lewiston 
secretary  William  R.  Tregoning,  M.D.,  Boise 
executive  secretary  Mr.  A.  L.  Bird,  Boise 

annual  meeting  July  6-9,  1966,  Sun  Valley 


WALLACE  H.  PIERCE,  M.D. 


A t the  invitation  of  John  R.  Hogness,  Seattle,  Dean 
of  the  University  of  Washington  School  of  Medi- 
cine, it  was  my  privilege  to  attend  a very  interesting 
two-day  meeting  identified  as  the  Annual  Pack 
Forest  Conference  held  near  Eatonville,  Washington. 

The  purpose  of  the  conference  was  a discussion  of 
the  implications  and  implementation  of  Public 
Law  89-239.  This  act  may  be  cited  as  the  “Heart 
Disease,  Cancer,  and  Stroke  Amendments  of  1965.” 
Title  IX  of  this  act  concerns  itself  with  education, 
research,  training  and  demonstrations  in  the  field 
of  heart  disease,  cancer,  stroke  and  related  diseases. 

In  attendance  at  the  conference  were  many 
physicians  representing  all  branches  of  the  medical 
profession.  Approximately  one-third  of  the  ninety 
physicians  invited  were  members  of  the  staff  of 
the  University  of  Washington  School  of  Medicine 
and  the  remaining  two-thirds  represented  private 
physicians,  state  and  public  health  agencies,  and 
officers  of  the  medical  associations  of  Washington, 
Idaho,  Alaska  and  Montana.  The  American  Medi- 
cal Association  and  the  Department  of  Health,  Edu- 
cation and  Welfare,  were  also  represented. 

The  meeting  was  opened  by  Dr.  Hogness  who, 
after  welcoming  us  to  the  meeting  and  outlining 
the  scope  and  purpose  of  the  conference,  introduced 


PRESIDENT’S  page 

\\  illiam  Kissick,  Washington,  D.C.,  Special  Assist- 
ant to  the  Assistant  Secretary  of  the  Department  of 
Health,  Education  and  Welfare.  Dr.  Kissick  present- 
ed the  following  outline  as  the  purpose  of  Public  Law 
89-239  and  how  it  pertained  to  regional  medical 
programs : 

(a)— The  term  “regional  medical  program”  means 
a cooperative  arrangement  among  a group  of  public 
or  nonprofit  private  institutions  or  agencies  engaged 
in  research,  training,  diagnosis,  and  treatment  re- 
lating to  heart  disease,  cancer,  or  stroke,  and  at  the 
option  of  the  applicant,  related  disease  or  diseases; 
but  only  if  such  group: 

(1) — is  situated  within  a geographic  area,  com- 
posed of  any  part  or  parts  of  any  one  or  more 
States,  which  the  Surgeon  General  determines, 
in  accordance  with  regulations,  to  be  appropri- 
ate for  carrying  out  the  purpose  of  this  title; 

(2) — consists  of  one  or  more  medical  centers, 
one  or  more  clinical  research  centers,  and  one 
or  more  hospitals;  and 

(3) — has  in  effect  cooperative  arrangements 
among  its  component  units  which  the  Surgeon 
General  finds  will  be  adequate  for  effectively 
carrying  out  the  purposes  of  this  title. 

Dr.  Kissick  then  discussed  the  Authorization  of 
Appropriations  as  follows: 

(a)— There  are  authorized  to  be  appropriated  $50,- 
000,000  for  the  fiscal  year  ending  June  30,  1966, 
$90,000,000  for  the  fiscal  year  ending  June  30,  1967, 
and  $200,000,000  for  the  fiscal  year  ending  June 
30,  1968,  for  grants  to  assist  public  or  nonprofit 
private  universities,  medical  schools,  research  in- 
stitutions, and  other  public  or  nonprofit  private  in- 
stitutions and  agencies  in  planning,  in  conducting 
feasibility  studies,  and  in  operating  pilot  projects 
for  the  establishment,  of  regional  medical  programs 

Continued  on  page  984 
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The  T^ain  Is  Qone 


Despite  introduction  of  synthetic  substitutes,  efficacy  of 
‘Empirin’  Compound  with  Codeine  remains  unchallenged. 


‘Empirin’ "Compound  with  Codeine  Phosphate  gr.  1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  V2  (Warning— May  be  habit  forming),  Phenacetin  gr.  2V2, 
Aspirin  gr.  3V2,  Caffeine  gr.  1/2. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y. 
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of  research,  training  and  demonstration  activities 
for  carrying  out  the  purposes  of  this  title. 

(b)— Funds  appropriated  pursuant  to  this  title  shall 
not  be  available  to  pay  the  cost  of  hospital,  medical, 
or  other  care  of  patients  except  to  the  extent  it  is,  as 
determined  in  accordance  with  regulations,  incident 
to  those  research,  training,  or  demonstration  activi- 
ties which  are  encompassed  by  the  purpose  of  this 
title.  No  patient  shall  be  furnished  hospital,  medical, 
or  any  other  care  at  any  facility  incident  to  research, 
training,  or  demonstration  activities  carried  out  with 
funds  appropriated  pursuant  to  this  title,  unless  he 
has  been  referred  to  such  facility  by  a practicing 
physician. 

Howard  W.  Doan,  Chicago,  Director  of  Hospitals 
and  Medical  Facilities,  American  Medical  Associ- 
ation, discussed  the  bill  as  it  pertains  to  the  present 
planning  and  termed  it  a “Pilot  Study”  whereby  the 
medical  profession  is  duty  bound  to  take  a very 
strong  position  in  the  working  out  of  the  many 
complicated  facets  involved  in  the  “Pilot  Study”.  He 
warned  that  if  physicians  did  not  take  a strong 
position,  the  members  of  the  medical  profession 
would  be  subject  to  criticism  and  a less  acceptable 
plan  might  develop. 

It  is  apparent  the  physicians  of  Idaho  are  in  an 
undefined  and  limited  situation  at  the  moment 
because  Idaho  does  not  have  a medical  school 
or  research  centers.  No  doubt  Idaho  will  be  includ- 
ed in  one  or  all  three  facets  of  a probable  regional 
medical  program  which  may  include  the  University 
of  Washington  School  of  Medicine,  the  University 
of  Oregon  Medical  School  and  the  University  of 
Utah  College  of  Medicine. 

The  possibility  of  a three-way  split  in  Idaho  con- 
fronts us  and  until  more  is  known  about  the  program 
a clear  cut  opinion  is  difficult  to  reach.  Perhaps  there 
would  be  both  good  and  bad  points  for  either  side, 
but  at  the  moment  it  appears  that  the  medical 
profession  of  Idaho  would  be  more  unified  if  all 
Idaho  physicians  were  to  belong  to  one  regional 
medical  program. 

The  Idaho  State  Medical  Association  is  obtaining 
sufficient  copies  of  P.L.  89-239  so  that  each  compon- 
ent medical  society  will  have  a copy.  This  should 
be  carefully  studied  and  discussed  in  each  society. 
In  the  near  future  the  state  association  will  ask  for 
an  opinion  poll. 

In  this  issue  of  northwest  medicine  you  will 
find  other  reports  of  the  conference,  and  I urge 
you  to  read  them. 

/</%/■ 
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Persantin® 

brand  of 
dipyridamole 

Long-term  therapy 
in  chronic 
angina  pectoris 


Therapeutic  effects 

In  chronic  angina  pectoris,  dipyrida- 
mole eliminates  or  reduces  the  fre- 
quency of  anginal  attacks,  improves 
exercise  tolerance,  and  lessens  nitro- 
glycerin requirements.  It  is  not  in- 
tended to  abort  an  acute  anginal 
attack. 

Pharmacologic  effects 

These  include  coronary  vasodilation 
and,  as  shown  in  animal  experiments, 
increased  collateral  coronary  circu- 
lation and  the  preservation  of  mito- 
chondrial structure  and  ATP  levels  in 
the  hypoxic  myocardial  cell. 

Dosage 

Persantin,  brand  of  dipyridamole,  is 
available  as  tablets  of  25  mg.  Two 
tablets  (50  mg.)  3 times  daily,  at  least 
1 hour  before  meals,  is  the  recom- 
mended dosage.  Clinical  response 
may  not  be  evident  before  several 
weeks  of  continuous  therapy. 
Contraindications,  Precautions, 
Adverse  Reactions 
No  specific  contraindications  are 
known.  Since  large  doses  can  pro- 
duce peripheral  vasodilation,  the 
drug  should  be  used  cautiously  in 
patients  with  hypotension  as,  for 
example,  in  acute  myocardial  infarc- 
tion when  the  blood  pressure  may  be 
labile.  Headache,  dizziness,  nausea, 
flushing,  weakness  or  syncope,  and 
mild  gastrointestinal  distress  have 
been  reported. 

Under  license  from 
Boehringer  Ingelheim  G.m.b.H. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 
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PE-3749  PC 


in  chronic 
angina  pectoris 


5%  poor  response 


15%  questionable 
response 


Persantin® 

brand  of 
dipyridamole 


80%  excellent  or  good 
response 


Results  obtained  in  40  patients  Response  was  judged  on  the  ‘‘In  the  40  patients. ..32  (80  per 
with  angina  pectoris  given  basis  of  number  of  anginal  epi-  cent)  showed  a satisfactory 
Persantin,  brand  of  dipyrida-  sodes,  nitroglycerin  needs,  ex-  (excellent  or  good)  clinical 

mole,  for  3 months.  ercise  tolerance,  ECG  findings,  response  after  3 months  of 

treatment.” 


Wirecki,  M.:  Dipyridamole:  evaluation 
of  long-term  therapy  in  angina  pectoris, 
Current  Therap.  Res.  5:472, 1963. 


Geigy 
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for  The  Age  of  Anxiety 
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For  those  who  cannot  cope  realistically  with  the  emotional  turmoil  and  stress  of  modern  living,  the 
physician  has  at  hand  many  valuable  psychotherapeutic  aids.  One  of  the  most  useful  is  Librium,  a 

pre-eminent  prescription  for  excessive  anxiety  in  this  modern  age.  

PvROCHfy1 


LIBRIUM 

5 mg  10  mg  25  mg  capsules  in  #50’s 


(chlordiazepoxide  HCI) 


In  prescribing:  Dosage— Adults:  Mild  to  moderate  anxiety  and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg 
t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d.  Side  Effects:  Side  effects,  usually  dose-related,  include  drowsiness,  ataxia, 
minor  skin  rashes,  edema,  menstrual  irregularities,  nausea  and  constipation.  When  treatment  is  protracted,  blood  counts 
and  liver  function  tests  are  advisable.  Paradoxical  reactions  may  occasionally  occur  in  psychiatric  patients.  Individual 
maintenance  dosages  should  be  determined.  Precautions:  Advise  patients  against  possibly  hazardous  procedures  until 
maintenance  dosage  is  established.  Though  compatible  with  most  drugs,  use  care  in  combining  with  other  psychotropics, 
particularly  MAO  inhibitors  or  phenothiazines;  warn  patients  of  possible  combined  effects  with  alcohol.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function,  in  long-term  treatment  and  in  presence  of  depression  or  suicidal  tendencies. 
Exercise  caution  in  administering  drug  to  addiction-prone  patients  or  those  who  might  increase  dosage;  withdrawal  symp- 
toms, similar  to  those  seen  with  barbiturates  or  meprobamate,  can  occur  upon  abrupt  cessation  after  prolonged  overdosage. 
Caution  should  be  exercised  in  prescribing  any  therapeutic  agent  for  pregnant  patients.  Supplied:  Capsules,  5 mg,  10  mg 
and  25  mg,  bottles  of  50.  Roche  Laboratories  • Division  of  Hoffmann-La  Roche  Inc  • Nutley,  N.J.  07110 


Obestat  suppresses  the  appetite 

of  the  overweight  patient  who  must  reduce. 

One  Ty-Med*  taken  before  breakfast 
provides  timed-release  anorectic, 
calorigenic  and  mood  elevating  medication 
for  all  day  appetite  control. 

OBESTAT  Ty-Med* 

Each  green  and  white  tablet  or  capsule  contains: 
Methamphetamine  Hydrochloride  10  mg. 
Amobarbital  (Warning,  may  be  habit  forming)  60  mg 
Thyroid  150  mg. 

’Lemmon  brand  of  timed-release  medication. 
Nervousness,  excitability  or  insomnia 
are  mild  and  infrequent. 

Any  increase  in  blood  pressure  or  BMR 
should  be  observed  carefully. 

Contraindicated  in  myocardial  and  coronary  disease, 
diabetes,  marked  hypertension,  hyperthyroidism 
or  idiosyncrasy  to  the  ingredients. 

Available  in  bottles  of 

30,  100  and  1000  tablets  or  capsules. 

Caution:  Federal  Law  prohibits 
dispensing  without  prescription. 

Haack  Laboratories,  Inc. 

Division  of  Lemmon  Pharmacai  Company 
Portland,  Oregon  97208 


anxiety 


IMNCO-OESIC 

CHLORMEZANONEwn  ASPIRIN 

100  mg.  300  mg. 


NON-NARCOTIC 
ANALGESIC, 
with  tranquilizing 
and  muscle  relaxant 
properties 


Because  pain  is  frequently  aggravated  and  perpetuated  by 
both  anxiety  and  muscular  tension,  the  combination  of  aspirin 
with  a well  tolerated  tranquilizer-muscle  relaxant  (Trancopal® 

(brand  of  chlormezanone) ) is  exceptionally  effective. 

TRANCOPAL  is  a "Tranquilaxant”  which  calms  anxiety  and 
tension,  relieves  muscle  spasm,  and  enhances  the  analgesic 
effect  of  aspirin  by  subduing  emotional  responses  to  pain. 

Side  effects  such  as  gastric  distress,  occasional  weakness,  sedation  or  dizziness 
may  be  noted.  Ordinarily,  these  may  be  reversed  by  a reduction  in  dosage  or 
temporary  withdiawal  of  the  drug.  TRANCO-GESIC  should  not  be  administered  to 
persons  known  or  suspected  to  have  an  idiosyncrasy  to  acetylsalicylic  acid. 

Dosage  for  adults  is  usually  2 tablets  three  or  four  times  daily,  the  suggested  dosage 
for  children  from  5 to  12  years  is  1 tablet  three  or  four  times  daily. 

Supplied  in  bottles  of  100  and  1000  tablets.  1967M 


in  low  back  pain 

sciatica,  lumbago;  musculoskeletal  pain 
associated  with  strains  and  sprains 


in  tension  headache 

premenstrual  tension  and  dysmenorrhea 


l/\f/nfhrop 


Winthrop  Laboratories 
New  York,  N.  Y.  10016 
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Armed  Forces  Advisory  Committee 

To  assist  in  the  orderly  processing  and  determina- 
tion of  “availability  or  essentiality”  of  Idaho  physi- 
cians through  the  Doctor  Draft  Law,  President 
Wallace  H.  Pierce  has  appointed  the  following 
physicians  to  serve  as  members  of  the  Armed  Forces 
advisory  committee  to  the  Idaho  Selective  Service 
System: 

Loy  T.  Swinehart,  Boise,  Chairman;  Wallace  S. 
Douglas,  Lewiston,  representing  Councilor  District 
No.  1;  J.  B.  Marcusen,  Nampa,  representing  Coun- 
cilor District  No.  2;  Glenn  A.  Hoss,  Twin  Falls, 
representing  Councilor  District  No.  3;  W.  R. 
Hearne,  Pocatello,  representing  Councilor  District 
No.  4.  All  are  veterans. 

The  appointment  of  an  Armed  Forces  Advisory 
Committee  had  been  requested  by  Major  General 
John  E.  Walsh,  State  Director,  Idaho  Selective 
Service  System. 

Gerald  M.  Craig,  D.D.S.,  Boise,  will  represent  the 
Idaho  State  Dental  Association  on  the  committee  and 
A.  P.  Schneider,  D.V.M.,  Boise,  will  represent  the 
Idaho  State  Veterinary  Medicine  Association. 

A national  call  has  been  issued  for  January,  1966, 
for  nearly  1,600  physicians  and  300  dentists.  Idaho’s 
quota  will  be  to  supply  five  physicians  and  two 
dentists. 

New  Officers  Hospital  Association 

During  the  recent  meeting  of  the  Idaho  Hospital 
Association  held  at  Sun  Valley,  the  following  officers 
were  elected: 

President:  Mr.  E.  E.  Gilbertson,  Administrator,  St. 
Luke’s  Hospital,  Boise. 

President-Elect:  Mr.  James  E.  Rosenbaum,  Assist- 
ant Administrator,  Magic  Valley  Memorial  Hospital, 
Twin  Falls. 

Secretary-Treasurer:  Mr.  Dale  A.  Miller,  Adminis- 
trator, Community  Hospital,  Bonner  Ferry. 

Representing  the  Idaho  State  Medical  Association 
at  the  meeting  October  9-13  were  President-Elect 
A.  Curtis  Jones  and  Executive  Secretary  Bird. 

State  Board  of  Medicine  Section 

During  the  recent  meeting  of  the  Idaho  State 
Board  of  Medicine,  the  matter  of  defining  “un- 
ethical, immoral,  unprofessional  or  dishonorable  con- 
duct” was  considered  at  length.  Following  con- 
sultation with  legal  counsel  the  following  order 


was  adopted  and  placed  into  effect  as  of  August 
15,  1965: 

The  Idaho  State  Board  of  Medicine,  pursuant  to 
the  authority  granted  by  Section  54-1806  of  the 
Idaho  Code,  hereby  makes,  promulgates  and  pub- 
lishes this  Regulation  defining  “unethical,  immoral, 
unprofessional  or  dishonorable  conduct,”  as  used  in 
Section  54-1810  (1),  without  intending  to  limit 
this  application  of  those  terms  as  to  situations  not 
specifically  defined  herein,  as  follows: 

I 

Prescribing  or  furnishing  narcotic  drugs  to 
unknown  or  transient  patients  without  verifying 
by  positive  diagnosis  the  patient’s  claimed 
medical  disorder,  or 

II 

Furnishing  narcotics  to  addicted  persons  to 
maintain  their  comfort  and  level  of  usage  with- 
out attempting  to  treat  the  primary  condition 
requiring  the  use  of  narcotics,  or 

III 

Furnishing  narcotics  to  a person  whom  the 
physician  has  reason  to  believe  is  diverting 
some  or  all  of  the  narcotics  thus  obtained  to 
other  persons  not  authorized  to  receive  or  use 
narcotic  drugs. 

Members  of  the  Board  are:  John  E.  Comstock, 
Pocatello,  Chairman;  Charles  A.  Terhune,  Burley, 
Vice-Chairman;  Orland  B.  Scott,  Kellogg;  James  S. 
Newton,  Lewiston;  Charles  E.  Kerrick,  Caldwell 
and  Robert  E.  Lloyd,  Boise. 

Temporary  Licenses  have  been  granted  to: 
William  M.  Russell,  Orofino,  graduate,  Loma 
Linda  University  School  of  Medicine,  Loma  Linda, 
June  30,  1933.  Internship,  Los  Angeles  County- 
General  Hospital,  Los  Angeles,  1934.  Surgical  resi- 
dency, graduate.  School  of  Medicine  University  of 
Pennsylvania,  Philadelphia;  Metropolitan  Hospital, 
New  York  City,  1937-38.  U.S.  Navy  Medical  Corps, 
1941-59.  Granted  TL-351.  Surgery. 

Eric  F.  Holt,  Blackfoot,  graduate.  University  of 
Utah  College  of  Medicine,  Salt  Lake  City,  June  11, 
1962.  Internship,  Holy  Cross  Hospital,  Salt  Lake 
City,  1962-63.  Psychiatric  residency,  Stanford  Med- 
ical Center,  Palo  Alto,  1963-65.  Granted  TL-352. 
Psychiatry. 

Wenzel  A.  Leff,  Pullman,  Washington,  graduate, 
Washington  University  School  of  Medicine,  St. 
Louis,  June  10,  1959.  Internship,  Barnes  Hospital, 
St.  Louis,  1959-60.  Internal  mediene  residency, 
Barnes  Hospital,  St.  Louis,  1960-61;  Henry  Ford 
Hospital,  Detroit,  1961-63.  Granted  TL-353.  In- 
ternal medicine. 
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common  cold!  I thought  everything  was  a “virus”  these  days. 


.hough  he  d prefer  a more  exotic  name  for  it,  you  know  he's  suffering  from  an  ordinary,  old  common  cold.  And, 
's  congested.  He'll  breathe  easier  when  you  prescribe  Novahistine  LP. 

'O  long-acting  tablets  in  the  morning  and  two  in  the  evening  will  provide  around-the-clock  relief  by  helping  to 
sp  congested  air  passages  clear,  thus  enabling  your  cold  patient  to  enjoy  normal  and  free  breathing.  This  action 
long-acting  Novahistine  LP  helps  restore  normal  mucus  secretion  and  ciliary  activity-physiologic  defenses 


ainst  infection  of  the  respiratory  tract. 

e cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 


II  patients  who  operate  machinery  or  motor  vehicles 
it  drowsiness  may  result. 

ch  Novahistine  LP  tablet  contains:  phenylephrine  hydro- 
oride,  25  mg.,  and  chlorpheniramine  maleate,  4 mg. 

’MAN'MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


For  relief  of  nasal  congestion. 
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Continued  from  page  978 

zontal  and  vertical  mobility  developed  within  the 
health  field.  New  and  unremitting  means  are  needed 
to  attract  people  to  health  careers.  Continuing  medi- 
cal education  has  assumed  great  importance  in 
view  of  the  fantastic  rate  of  accumulation  of  knowl- 
edge. The  universities  and  particularly  the  medical 
schools,  must  assume  this  responsibility.  Medical 
education  is  currently  a terminal  program.  Now  the 
schools  must  set  up  a planned  program  for  post- 
graduate education  without  interfering  with  the 
professional  societies  who  presently  earn'  much  of 
the  load.  Desultory  reading  and  attending  a few 
meetings  is  not  “keeping  up”.  Hospitals  and  prac- 
ticing physicians  should  play  an  important  role  in 
such  a program.  Questions  were  raised  regarding 
methods  of  carrying  on  continuing  education,  how 
best  to  make  it  worth  the  time  and  money  the  busy 
practitioner  would  have  to  sacrifice  and  how  to 
motivate  him  to  participate.  It  was  pointed  out  that 
there  is  more  to  learning  than  listening  and  more  to 
teaching  than  talking.  One  individual  suggested 
compulsory'  attendance  at  courses  and  periodic  re- 
licensing as  the  only  solution. 

In  the  section  on  Health  Care,  it  was  stated 
that  research  provides  tools  and  new  knowledge,  the 
fruits  of  which  must  be  made  available  to  the 
consumer.  Comprehensive  care  should  be  available 
to  all.  The  former  secretary  of  HEW,  Mr.  Marion 
Folsom,  asked  whether  it  might  not  be  advisable 
to  abandon  individual  practice  in  favor  of  group 
practice  and  prepaid  plans.  The  importance  of 
planning  to  avoid  misuse  and  duplication  was 
stressed,  as  was  the  need  for  efficient  use  of  limited 
resources  a^d  personnel.  It  was  said  that  hospitals 
are  far  behind  industry  in  efficiency  of  operation 
and  in  taking  advantage  of  modern  technology.  The 
subject  of  quality  controls  and  methods  of  improv- 
ing treatment  techniques  led  to  animated  discussions. 
Planning  should  not  be  merely  for  the  convenience 
of  producers  of  service  and  is  thought  to  be  too 
important  to  leave  to  physicians.  The  complaint  was 
made  that  the  field  of  medicine  is  the  last  strong- 
hold in  which  the  consumer  has  nothing  to  say 
about  the  quality  or  quantity  of  the  product  he  buys. 


It  was  suggested  that  under  Medicare,  things  would 
be  different.  A great  challenge  to  the  private  in- 
surance industry  will  be  the  opportunity  to  match 
Medicare  in  providing  coverage  to  people  under 
65  years  of  age. 

The  Health  Protection  section  concerned  itself 
with  how  to  live  healthfully  in  the  “new  world”, 
the  importance  of  preventive  medicine,  the  eradi- 
cation of  communicable  diseases,  the  relation  of 
man  to  his  physical  environment  and  the  necessity 
of  his  using  it  effectively  rather  than  destroying 
or  marring  it.  The  need  for  controls,  surveillance 
and  monitoring  was  brought  out.  Needless  to  say, 
the  subject  of  cigarette  smoking  proved  to  be  a 
highly  controversial  issue.  In  discussing  physical  fit- 
ness, exercise  breaks  were  proposed  as  an  alterna- 
tive to  coffee  breaks.  The  size  of  a family  should 
be  the  choice  of  the  individual.  Education  and  guid- 
ance in  family  planning  should  be  provided  without 
coercion  and  methods  sought  which  are  acceptable 
to  all  religions.  Amid  all  the  talk  of  mental  health, 
motor  vehicle  accidents,  water  pollution,  air  pollu- 
tion, pesticides,  waste  disposal,  radiation  hazards, 
etc.,  it  was  refreshing  to  hear  a plea  for  man’s  right 
to  live  in  beauty  and  to  enjoy  freedom  from  ugliness. 

As  the  conference  drew  to  a close,  one  could  not 
but  be  overwhelmed  by  the  magnitude  and  direction 
of  some  of  the  concepts  which  had  been  expressed. 
Government  planners  are  “thinking  big”.  It  is  hard 
to  realize  just  how  “big”.  They  are  thinking  not  only 
in  terms  of  the  United  States,  but  also  of  the  entire 
world.  There  can  be  no  room  for  argument  but  that 
many  of  their  aims  are  laudable;  the  same  cannot 
be  said  for  some  of  their  methods.  The  possible  cost 
of  it  all  seems  to  be  a matter  of  no  consequence 
to  them.  Without  doubt  more  and  more  controls  and 
plans  are  in  the  offing,  many  in  all  likelihood 
already  drawn  up,  although  it  will  probably  be 
suggested  that  at  least  some  of  them  emanated  from 
this  conference.  On  the  whole,  attending  the  con- 
ference was  an  interesting,  edifying  but  rather  chast- 
ening experience. 

1-V9 
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SPEC!  A L A RTICLF. 


The  Western  Interstate  Commission 
for  ' Higher  Education 

A Cooperative  Venture  Between  the  Western  States 

ALFRED  M.  POPMA,  M.D.,  Boise,  Idaho 


A now  well  travelled  financial  and  educational 
bridge  across  the  trails  of  sovereignty  of  several 
Western  states  was  built  in  1947.  That  bridge  was 
WICHE.  It  is  important  to  every  physician  living 
and  practicing  in  the  thirteen  Western  States,  for 
across  it  flow  money,  men,  and  medical  education. 
Before  WICHE,  no  state  in  the  West  could  send 
its  citizens  to  a medical  school  operated  by  another 
state,  using  state  funds  to  support  his  education. 
WICHE  has  provided  the  mechanism  for  such  an 
exchange,  and  has  accomplished  much  more  in  the 
field  of  higher  education. 

At  the  close  of  World  War  Two,  and  with  the 
institution  of  the  G.  I.  Bill  of  Rights,  colleges  and 
universities  were  flooded  with  applications  for  ad- 
mission. Rapid  expansion  of  educational  facilities  was 
required  to  accommodate  these  vastly  increased 
numbers  of  students.  These  demands  were  met  at 
the  undergraduate  level  in  most  instances.  How- 
ever, the  professional  schools  of  medicine,  dentistry 
and  veterinary  medicine  throughout  the  countiy 
were  faced  with  an  almost  insoluble  problem. 
Markedly  increased  numbers  of  applications  for  ad- 
mission to  these  schools  presented  a complexity 
of  problems  heretofore  not  faced  by  admission  offi- 
cers. Unable  to  expand  their  facilities  to  meet  this 
demand,  almost  all  of  these  professional  schools  were 
forced  to  deny  admission  to  many  good  students. 
Tax  supported  schools  were  subjected  to  many  pres- 
sures by  their  law-making  bodies  to  admit  qualified 
residents  of  their  own  states  prior  to  considering 
admission  of  non-resident  students. 

The  resulting  loss  in 
manpower  through  in- 
ability to  offer  training 
in  these  highly  special- 
ized and  expensive  areas 
of  education  such  as 
medicine,  dentistry  and 
veterinary  medicine 
caused  the  governors  of 
the  Western  states  to 
study  the  problem  care- 
fully. At  the  annual 
meeting  of  the  Western 
Governors  in  1947,  a 
special  committee  was 
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formed  to  draft  an  interstate  compact  which  would 
attempt  to  solve  some  of  these  problems  through 
a cooperative  plan  for  higher  education. 

compact  adopted 

The  resulting  document,  which  was  adopted  by 
the  Western  Governors,  was  the  compact  to  estab- 
lish the  Western  Interstate  Commission  for  Higher 
Education.  This  compact,  which  subsequently  was 
ratified  by  each  of  the  legislatures  of  the  thirteen 
Western  states,  provided  for  the  appointment  by  the 
governor  of  three  commissioners  from  each  of  these 
states.  Term  of  office  of  each  commissioner  was 
four  years. 

Under  terms  of  the  compact,  the  Commission  was 
instructed  and  authorized,  first,  to  make  studies  and 
present  recommendations  for  providing  educational 
opportunities  in  the  fields  of  medicine,  dentistry, 
veterinary  medicine  and  public  health.  Specifically, 
these  studies  were  to  be  directed  toward  supplying 
adquate  professional  personnel  to  care  for  the  health 
needs  of  the  West.  The  Commission  was  further 
authorized  and  instructed  to  make  studies  and 
surveys  in  other  areas  of  higher  education  designed 
to  increase  educational  opportunities,  while  at  the 
same  time  avoiding  expensive  duplications.  The 
commission  therefore,  has  sought  to  increase  educa- 
tional opportunities  for  Western  youth,  has  assisted 
colleges  and  universities  to  improve  both  their  aca- 
demic programs  and  their  institutional  management, 
has  aided  in  expanding  the  supply  of  specialized 
manpower  in  the  West,  has  helped  colleges  and  uni- 
versities appraise  and  respond  to  the  changing 
educational  needs  of  the  region,  and  has  assisted 
in  informing  the  public  concerning  the  needs  of 
higher  education  in  the  West. 

exchange  program  inaugurated 

In  accordance  with  the  mandate  of  the  compacting 
legislatures,  the  Commission,  following  its  organ- 
ization in  1953,  immediately  began  studies  in  the 

continued  on  page  995 
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Your  HeaItIi, 
Doctor ! 


(a  Few  woRds  About  wii\JE  From  TNe  WiiMEMAkERs  oF  CaIiFornIa) 


Tonight,  Doctor,  when  you  finally  get 
home  from  a crowded,  hectic  profes- 
sional day,  don't  carry  a grouch  with  you. 
Instead,  carry  home  a bottle  of  California 
wine  . . . Sherry  . . . red  or  white  table 
wine  ...  or  Port . . . 

Open  that  wine  bottle  and  prescribe  a 
few  ounces  for  your  own  stress  problem 
. . . before,  during,  or  after  this  evening's 
meal.  As  a physician,  you  know  what 
stress  can  do  to  family  happiness,  and 
what  wine  can  do  for  stress.*  We'll  be 
happy  to  send  you  the  research  findings,* 
at  the  drop  of  a letterhead  from  your 
office.  We  offer  you  a quarter  century  of 
our  painstaking  research  in  the  relation 
of  wine  to  human  health. 

While  you're  at  it.  Doctor  (because 
wives  never  read  Medical  Journals),  why 
don't  you  take  home  this  Rx  for  sudden 
dropper-inners,  such  as  cousins,  mothers- 
in-law,  old  college  friends,  and  the  like? 


• 3 parts  California  Medium  Sherry 

• 7 part  California  Sweet  Vermouth 

• 7 part  California  Dry  Vermouth 

• Mix,  keep  in  refrigerator  for 
emergencies. 

A comfortable  pitcher  or  carafe  of  this 
magic  concoction,  in  your  home  refrig- 
erator, is  a soothing  Rx  for  almost  any 
sudden  guest,  any  hour,  or  for  yourself 
every  day. 

If  you  and  your  Lady  would  like  more 
ideas  for  the  enjoyment  of  wine  (and  the 
latest  Wine  Advisory  Board  research  find- 
ings, for  your  patients'  sake),  just  have 
your  office  drop  us  a note,  on  your  pro- 
fessional letterhead.  We'll  send  you, 
without  charge,  these  useful  booklets: 
' USES  OF  WINE  IN  MEDICAL  PRACTICE'' 
(newest  revision)  "A  GUIDE  TO  WINES"  and 
"WINE  COOKERY”  and  until  next  time  . . . 
here's  to  your  health.  Doctor.  iSalud! 


Such  findings  as:  Greenberg,  L.  A.,  and  Carpenter,  /.  A.:  The  Effect  of  Alcoholic  Beverages  on  Skin 
Conductance  and  Emotional  Tension;  Quarterly  /.  Studies  on  Alcohol,  78.7 90-204  ( June ) 7957. 


WINE  ADVISORY  BOARD,  717  MARKET  STREET,  DEPT.  101D,  SAN  FRANCISCO  3,  CALIFORNIA 
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continued  from  page  993 

fields  of  medicine,  dentistry  and  veterinary  medicine 
to  catalogue  available  facilities,  and  study  needs. 
A survey  of  the  Western  states  quickly  elicited  the 
fact  that  students  applying  from  states  that  did  not 
have  these  professional  schools  were  not  having 
equal  admission  opportunities  as  compared  with 
resident  applicants. 

As  a result,  a student  exchange  program  was  in- 
augurated whereby  students  from  the  ‘have  not’ 
states  would  be  given  preference  over  other  non- 
resident applicants  in  the  Western  schools.  The  pro- 
gram called  for  the  payment  of  basic  costs  by  the 
sending  states  to  the  institution  in  the  receiving 
state  where  the  student  was  admitted.  It  was  agreed 
between  the  Commission  and  the  Western  pro- 
fessional schools  that  where  such  sending  state  paid 
the  basic  cost  of  $2,000  per  student  in  medicine, 
$1,600  per  student  in  dentistry,  and  $1,200  per 
student  in  veterinary  medicine,  the  student  would 
then  pay  a tuition  fee  identical  to  the  fee  for  resi- 
dents. Thus,  a student  from  Wyoming  admitted  to 
the  University  of  Colorado  School  of  Medicine 
would  pay  only  the  tuition  charged  a Colorado 
student. 

For  each  such  student  admitted,  the  State  of 
Wyoming  would  pay  $2,000  per  year  to  the  Univer- 
sity of  Colorado.  It  was  further  agreed  and  under- 
stood that  this  additional  income  received  by  the 
schools  from  this  exchange  program  would  be  used 
to  expand  facilities  to  allow  for  an  increased 
number  of  admissions.  However,  the  weakness  in 
this  portion  of  the  arrangement  soon  became  appar- 
ent. The  relatively  small  sums  received  by  each 
school,  and  the  pyramiding  costs  of  expansion  of 
professional  education  quickly  voided  any  real  plans 
for  expansion  from  the  use  of  these  funds  at  most 
of  the  schools. 

With  the  adoption  of  the  student  exchange  pro- 
gram, and  the  appropriation  of  the  necessary  funds 
by  sending-state  legislatures,  the  program  quickly 
grew,  and  has  been  providing  an  opportunity  for 
education  in  medicine,  dentistry,  and  veterinary 
medicine  previously  not  available  to  students  from 
the  have  not  states. 

55,000  physicians  needed  by  1975 

It  was  early  recognized,  with  a continuing,  in- 
creasing demand  for  admissions,  that  the  existing 
schools  could  not  indefinitely  continue  this  program. 
In  1958,  WICHE  undertook  a comprehensive  study 
of  the  West  to  determine  medical  manpower  needs. 
This  comprehensive  study,  which  was  published 
in  1959,  concluded  that  on  the  basis  of  popula- 
tion increase  in  the  Western  States,  by  1975  an 
additional  55,000  physicians  would  be  needed  in 


Enrollment  Student  Exchange  Program  Fall  1965 

Veterinary 


Medicine 

Dentistry 

Medicine 

Totals 

Alaska 

7 

3 

2 

12 

Arizona 

94 

36 

22 

152 

Colorado 

14 

14 

Hawaii 

17 

5 

4 

26 

Idaho 

43 

25 

13 

81 

Montana 

26 

17 

28 

71 

Nevada 

12 

9 

6 

27 

New  Mexico 

16 

2 

25 

43 

Oregon 

41 

41 

Utah 

17 

17 

Wyoming 

19 

2 

20 

41 

TOTALS 

234 

113 

178 

525 

Total  Cost  of  Sending  States— $862,400. 

order  to  maintain  the  1955  ratio  of  142  doctors 
for  every  100,000  people. 

The  study  further  determined  that  while  in  1958, 
14  per  cent  of  the  nation’s  population  lived  in  the 
West,  only  9 per  cent  of  the  graduating  physicians 
were  educated  in  Western  medical  schools.  Migra- 
tion of  physicians  from  midwest  and  eastern  states, 
and  the  licensing  of  foreign  trained  doctors  was 
largely  responsible  for  maintaining  the  physician 
population  ratio  in  the  Western  states. 

The  study  brought  out  the  fact  that  between 
1954  and  1956,  out  of  state  enrollments  dropped 
from  9 per  cent  to  4 per  cent  in  the  West’s  publicly 
supported  schools.  It  further  brought  out  the  fact 
that  even  under  the  existing  student  exchange  pro- 
gram, many  well  qualified  non-resident  applicants 
were  unable  to  secure  admission  due  to  the  marked 
increase  in  the  number  of  resident  applicants. 

expansion  of  facilities  recommended 

On  the  basis  of  the  findings  of  this  study,  the 
Commission  made  a number  of  recommendations 
for  the  region,  and  the  individual  states.  The  basic 
recommendation  was  for  the  states  to  consider 
plans  for  an  additional  500  graduates  per  year 
from  medical  schools  by  1975.  On  the  basis  of  the 
then  existing  facilities,  this  meant  expanding  the 
existing  schools  by  25  per  cent,  with  the  building 
of  three  new  medical  schools  of  average  size. 
The  findings  and  recommendations  were  presented 
to  the  Western  Governors,  many  of  whom  had  been 
seriously  considering  the  problems  of  medical  edu- 
cation in  their  own  states. 

The  results  of  this  study  gave  additional  impetus 
to  several  of  the  states.  The  legislatures  of  Arizona 
has  appropriated  funds  for  the  establishment  of  a 
four  year  school  of  medicine  on  the  campus  of  the 
University  at  Tucson,  with  the  first  class  being 
admitted  in  the  fall  of  1966.  A two  year  program 
in  medicine  was  inaugurated  at  the  University  of 
New  Mexico,  in  Albuquerque,  with  the  first  class 
entering  in  the  fall  of  1964.  Expansion  programs 
for  admitting  larger  classes  of  incoming  students  have 
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been  completed  at  the  Universities  of  Washington, 
Utah  and  Colorado.  Plans  are  under  way  for  the 
building  of  a new  school  by  the  University  of 
California  at  San  Diego,  and  there  is  serious  dis- 
cussion for  the  establishment  of  a two  year  school  at 
Davis,  as  a part  of  the  university  system.  The  con- 
version of  the  osteopathic  college  in  Los  Angeles 
to  an  accredited  four  year  school  of  medicine  as  an 
integral  part  of  the  University  of  California  was 
accomplished  last  year,  and  is  filling  a serious  de- 
ficiency in  providing  medical  training  facilities. 

Tentative  plans  are  being  made  in  Montana, 
Wyoming.  Nevada  and  Idaho  for  the  provision  of 
medical  education  programs  in  the  next  decade,  and 
in  the  State  of  Washington,  there  is  preliminary 
discussion  at  the  present  time  relative  to  the  feasi- 
bility of  another  medical  school  in  the  Spokane  area. 
The  University  of  Hawaii  has  proceeded  with  its 
plans  to  the  point  that  it  is  anticipated  that  within 
two  years  it  will  be  offering  the  first  two  years  of  a 
medical  education  program. 

Since  1953,  when  the  student  exchange  program 
was  inaugurated,  there  has  been  an  increasing 
number  of  applicants  under  this  program  for  admis- 
sion to  the  Western  schools  from  the  ‘have  not’ 
states.  During  the  scholastic  year  of  1964  and  1965, 
a total  of  236  students  attended  medical  schools 
in  the  West  under  this  program.  An  additional  101 
were  in  dental  schools,  and  175  in  schools  of  veterin- 
ary medicine.  The  total  basic  costs  secured  by  legis- 
lative appropriations  by  the  various  sending  states 
amounted  to  approximately  $862,400. 

advisory  councils  created 

The  third  major  recommendation  arising  from 
the  study  wa^  the  creation  of  an  Advisory  Council 
to  devise  ways  and  means  for  these  four  states  to 
develop  definite  plans  for  medical  education  pro- 
grams during  the  next  ten  years.  To  implement 
this  study,  the  Western  Interstate  Commission  for 
Higher  Education  therefore  formed  a Medical  Ad- 
visor)' Council  for  the  Western  states  without  such 
schools.  This  council  has  received  a modest  grant 
from  the  Commonwealth  Fund  to  begin  this  plan- 
ning program. 

WICHE  has  long  been  interested  in  the  educa- 
tional preparation  of  those  who  work  in  the  field 
of  mental  health.  At  the  request  of  the  Western 
Covemors,  a region  wide  survey  of  mental  health 
needs  and  resources  was  undertaken  by  WICHE. 
with  the  result  that  the  Western  Council  on  Mental 
Health  Training  and  Research  was  organized.  The 
primary  aim  of  the  Council  was  to  provide  oppor- 
tunities for  the  training  of  personnel  for  careers  in 
the  mental  health  field  and  related  areas.  A number 


of  projects  were  undertaken  that  were  focused  pri- 
marily on  training,  research,  and  recruitment  of 
personnel. 

The  Western  Council  on  Higher  Education  for 
Nursing  was  organized  by  the  Commission  in  1957, 
with  an  aim  toward  improving  patient  care  in  the 
West  by  improving  both  the  quality  and  the  quantity 
of  collegiate  nursing  programs.  Membership  in  this 
Council  consisted  of  representatives  from  the  ac- 
credited colleges  and  universities  in  the  West  which 
offer  programs  in  nursing  leading  to  the  associate, 
the  baccalaureate  or  a higher  degree  in  nursing.  The 
Council  has  conducted  programs,  and  worked  di- 
rectly with  the  college  and  university  schools  of 
nursing,  particularly  aimed  at  improving  curricula 
and  increasing  the  number  of  teachers  for  schools 
of  nursing.  Many  of  the  Council’s  activities  have 
been  conducted  through  grants  from  the  Kellogg 
Foundation. 

At  the  special  request  of  the  Western  Governors, 
WICHE  has  undertaken  special  studies  in  juvenile 
delinquency  which  are  directed  toward  the  formula- 
tion of  programs  which  can  be  instituted  in  the 
various  Western  states.  The  Commission  has  further 
acted  as  a fact  finding  agency  and  a clearing  house 
of  information  about  higher  education,  and  made 
its  findings  available  to  all  of  the  Western  colleges 
and  universities. 

The  Commission  has  no  authority  or  control  over 
member  states  or  individual  educational  institutions. 
It  serves  as  an  advisory  body  to  the  educational 
institutions  in  the  West,  and  serves  as  an  adminis- 
trative and  fiscal  agent  for  the  carrying  out  of 
interstate  arrangements  for  education  services.  The 
Commission  is  financed  in  part  by  equal  appropri- 
ations from  the  member  states  of  $15,000  annually. 
It  also  received  grants  for  special  projects  from 
private  foundations  and  public  agencies.  During  the 
past  years,  for  every  dollar  provided  by  the  states, 
the  Commission  received  $3.25  from  non-state 
sources  in  the  form  of  giants  for  the  conduct  of 
various  projects. 

The  Commission  maintains  an  office  and  staff 
on  the  East  Campus  of  the  University  of  Colorado 
at  Boulder.  Robert  Kroepsch,  Ph.D.,  former  Director 
of  the  New  England  Board  of  Higher  Education,  is 
the  Director.  Commissioners  from  the  Northwest 
states,  as  of  August,  1965,  include:  Gordon  Sandison, 
Charles  E.  Odegaard,  Ph.D..  and  C.  Clement  French, 
Ph.D.,  from  Washington;  Mrs.  Edna  Scales,  Roy 
E.  Lieuallen,  Ph.D.,  and  Frank  J.  Van  Dyke, 
from  Oregon;  and  Donald  R.  Theophilus,  Ph.D., 
Laurence  E.  Gale,  Ph.D.,  and  Alfred  M.  Popma, 
M.D.,  from  Idaho.  Mrs.  Scales  is  the  elected  Chair- 
man of  the  Commission  for  the  year  1965-1966.  ■ 
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CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  20th  of  month  preceding  date  of 
issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared  in  the 
journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


GENERAL  PRACTITIONER-WANTED-Two  - man  partnership 
needs  associate  for  very  busy  office.  Excellent  opportun- 
ity for  one  who  has  had  residency  in  surgery.  Greater  Se- 
attle area  with  choice  of  hospital  facilities.  Write  Box  41-A, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wash.  98121. 


ALLIED  PERSONNEL  OFFICES,  INC.— Our  recruiting,  screening 
and  referral  services  can  be  of  valuable  assistance  to  you 
in  securing  the  medically  trained  person  or  situation  you 
desire.  Seattle  offices  247  Logan  Bldg.,  MA.  4-4793,  Everett 
office,  703  Medical  Dental  Bldg.,  AL.  2-3157. 


PEDIATRICIAN  & INTERN  I ST-Board  certified  or  eligible, 
subspecialty  training  encouraged.  The  Permanente  Clinic — 
50-man  specialty  group  associated  with  141-bed  Bess  Kaiser 
Hospital,  Portland,  Oregon.  Oregon  license  required. 
$20,000  if  eligible;  $21,200  starting  income  if  certified.  Part- 
nership after  2 years.  Insurance  benefits  and  retirement 
program.  Write  to  Peter  L.  Hurst,  M.D.,  Chief,  Dept,  of 
Pediatrics,  or  Arnold  V.  Hurtado,  M.D.,  Chief,  Dept,  of 
Medicine,  5055  N.  Greeley,  Portland,  Oregon  97217. 


PHYSICIAN  FOR  GENERAL  PRACTICE-With  a small  group 
at  Deer  Park,  Wash.  Clinic  located  in  a fully  equipped 
26-bed  general  hospital,  licensed  and  accredited.  Com- 
munity located  20  miles  north  of  Spokane.  Generous  bene- 
fits. Wonderful  year  round  recreational  area.  Write  S. 
Hiemstra,  M.D.,  Tri-County  Hospital  Association,  Box  547, 
Deer  Park,  Wash.  99006. 


GP  URGENTLY  NEEDED— By  established  group  of  GPs  close 
to  Seattle.  Call  Dr.  Andersen,  Issaquah  EX  2-6456  or  Sno- 
qualmie  Valley  Clinic,  TU  8-3352. 


GENERAL  PRACTICE  OPPORTUNITY-SEATTLE  - Associate  in 
general  practice  with  2-man  group.  Write  Box  15-B,  North- 
west Medicine,  500  Wall  Street,  Seattle,  Wash.  98121. 


GENERAL  PRACTICE  OPPORTUNITY-To  practice  in  associa- 
tion with  2 GPs  in  beautifully  situated  Cascade  town  80 
miles  east  of  Seattle  by  four-lane  super-highway.  New 
three-unit  office  adjacent  to  fully-equipped  17  bed  hospital. 
Basic  salary,  office,  personnel  provided  by  local  pre-paid 
medical  plans  plus  opportunity  to  use  all  facilities  for 
additional  private  practice.  No  other  physician  in  area 
serving  4,000.  Excellent  climate,  schools  and  recreational 
opportunities  including  hunting,  fishing  and  skiing.  Con- 
tact Mrs.  Ann  Lower,  Roslyn  Cle  Elum  Beneficial  Associa- 
tion Hospital.  Cle  Elum,  F.  J.  Rogalski,  M.D.  or  C.  C. 
Parlova,  M.D.,  Cle  Elum,  Wash.  98922. 


GENERAL  PRACTITIONER  WANTED-Prefer  man  with  some 
surgical  training  and  capability  to  associate  with  general 
practitioner  in  a busy  established  practice  (16  years)  in 
Kitsap  County,  Wash.  Excellent  opportunity  for  another 
physician.  Salary  first  year,  then  increasing  percentage 
to  full  partnership.  Will  use  new  150-bed  Bremerton  Hos- 
pital. Office  well  equipped,  2,400  sq.  ft.,  four  examining 
rooms,  minor  surgery,  x-ray,  EKG,  lab,  ultra  sound,  dia- 
pulse  etc.  Population  in  the  immediate  surroundings 
25,000.  Write  Box  24,  Northwest  Medicine,  500  Wall  St., 
Seattle,  Wash.  98121. 


EXCELLENT  GP  PRACTICE,  EASTERN  WASH.-Grossing  $50,000. 
Good  hospital  and  medical  facilities.  Adequate  office 
space,  completely  equipped.  Write  Box  23-B.  Northwest 
Medicine.  500  Wall  St.,  Seattle.  Wash.  98121. 


GENERAL  PRACTITIONER  WANTED-Under  40,  military  ex- 
empt. to  join  3-man  clinic  in  Central  Washington  resort 
town  with  hospital.  Complete  facilities.  Start  on  salary, 
percentage  or  you  name  it.  Write  Box  25-B,  Northwest 
Medicine,  500  Wall  St.,  Seattle,  Wash.  98121. 


WANTED  GENERAL  PRACTITIONER— To  practice  in  associa- 
tion with  five  other  physicians.  Attractive  salary  and  re- 
tirement system  with  excellent  sick  and  annual  leave 
benefits.  Well-staffed  medical  program.  Office-type  prac- 
tice with  varied  pathology.  Furnished  housekeeping  apart- 
ment available  on  station  at  reasonable  rate.  A growing 
medical  center,  in  heart  of  beautiful  Rogue  River  Basin, 
near  Medford,  Oregon.  Unlimited  outdoor  recreational 
opportunities.  Nondiscrimination  in  employment.  For  ad- 
ditional information  write  to  Director,  VA  Domiciliary, 
White  City,  Oregon  97542. 


EXCELLENT  GP  OPPORTUNITY— Must  sell  established  general 
practice  grossing  $55,000  for  cost  of  equipment  and  inven- 
tory. Office  2,300  sq.  ft.  adaptable  to  pediatrician,  ob-gyn. 
internist  or  combination.  Will  introduce  and  finance.  New 
open  staff  50-bed  hospital.  Growing  area  of  35.000  popula- 
tion. Heart  of  Southern  Idaho,  the  sportsman’s  paradise. 
Call  208-678-5626  collect. 


LOCATIONS  DESIRED 


SITUATION  WANTED— Washington  general  practitioner,  age 
50,  married,  children  grown,  tired  of  small  town,  desires 
salaried  position  in  urban  setting.  Industrial  plant,  college 
student  health  or  assistant  medical  director.  Available 
Spring  1966.  Write  Box  26-B,  Northwest  Medicine,  500  Wall 
St.,  Seattle,  Wash.  98121. 


OFFICE  SPACE 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA—Pully  serviced 
professional  offices,  from  $2.00  to  $3.50  per  sq.  ft.  annually. 
Mr.  Jack  Hayes,  Henry  Broderick,  Inc.,  MA  2-4350,  Seattle. 


CLINIC  BUILDING,  KENT,  WASH.-Rapidly  growing  Lake 
Meridian  area.  Two  suites  of  1,684  total  sq.  ft.  in  new 
building.  Ample  black  top  parking.  Contact  H.  H.  Heaton, 
AL  5-6066  or  WE  5-5203. 


PHYSICIANS  CLINIC  BUILDING-PWe  blocks  from  West  Se- 
attle Hospital.  1,400  sq.  ft.  Equipment  included  if  desired. 
Seattle,  WE  7-7050  or  VE  9-3467. 


EQUIPMENT 


HEIDBRINK  ANESTHESIA  MACHINE-Ten  years  old,  Fluotec. 
Write  Box  3311,  Tacoma,  Wash.  98499. 


G.E.  30MA  (VICTOR)— x'raY  with  shock  proof  tube,  and  an 
old  model  Young  urological  table  with  bucky.  Write  Box 
27-B,  Northwest  Medicine,  500  Wall  St.,  Seattle,  Wash. 
98121. 
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Seattle  Academy  of  Surgery — 3rd  Wed. 
bi-monthly;  Seattle  Yacht  Club 
Pres.,  Paul  O’Hallaren.  Seattle. 
Sec.,  Nicholas  Sarro,  Seattle 

Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
July,  Aug.,  Sept.,  Dec. 

Pres.,  Robert  J.  Lowden,  Seattle 
Sec.,  Glen  G.  Rice,  Seattle 

Seattle  Pediatric  Society — 3rd  Friday 
(Sept. -May),  Arctic  Club 
Pres.,  Charles  Kaplan,  Seattle 
Sec.,  Richard  Dion,  Seattle 

Seattle  Surg.  Soc. — 4th  Mon.  (Sept.- 
June)  Annual — January  28,  29,  1966, 
Olympic  Hotel 

Pres.,  Rodney  Hearne,  Seattle. 

Sec.,  J.  Garth  Mooney,  Seattle. 

Spokane  Society  of  Internal  Medicine — 
Quarterly,  Ridpath  Motor  Inn, 
Annual — March  5,  1966. 

Pres.,  Arch  Logan,  Jr.,  Spokane 
Sec.,  Roy  T.  Pearson,  Spokane 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  F.  Barronian,  Tacoma 
Sec.,  Calvin  R.  Lantz,  Tacoma 

Tacoma  Surgical  Club  — 3rd  Tuesday 
(Sept.-May)  Annual — May  7,  1966 
Pres.,  Ernest  E.  Banfield,  Tacoma 
Sec.,  Wm.  W.  Mattson,  Jr.,  Tacoma 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June) 
Pres.,  L.  L.  Herr,  Seattle. 

Sec.,  John  E.  Nelson,  Seattle 

Washington  Academy  of  General  Prac- 
tice— May  12-14,  1966,  Ridpath  Mo- 
tor Inn,  Spokane 
Pres.,  Elmer  Wahlberg,  Tacoma 
Sec.,  Helene  M.  Templeton,  Seattle 

Washington  State  Radiological  Society 
— Seattle,  Quarterly 

Pres.,  Kenneth  E.  Gross,  Tacoma 
Sec.,  Owen  Martin,  Seattle. 

Wash.  St.  Soc.  of  Anesthesiologists 

Pres..  Milton  Share,  Seattle 
Sec.,  Robert  C.  Dickson,  Spokane 

Wash.  St.  Soc.  of  Allergy. 

Pres.,  Paul  Van  Arsdel,  Jr.,  Seattle. 
Sec.,  S.  H.  Tarica,  Seattle. 

Yakima  Surgical  Society— Last  Thurs- 
day (Sept.-May) 

Pres.,  Ralph  Foster,  Yakima 
Sec.,  G.  Douglas  Romney,  Yakima 


Meetings  OF  medical  societies 


AMA  Annual — Chicago,  June  26-30, 
1966. 

AMA  Clinical — Las  Vegas,  Nov.  27-30, 
1966. 

Idaho  State  Medical  Association — July 
6-9,  1966,  June  28-July  1,  1967,  Sun 
Valley. 

Medical  Society  of  United  States  and 
Mexico. 

Sec.,  James  Nauman,  Tucson,  Ariz. 

North  Pacific  Pediatric  Society — Spring 
Meeting  March  4-6,  1966,  Hilton 
Hotel,  Portland,  Oregon. 

Pres.,  Jack  M.  Docter,  Seattle 
Sec.,  Leroy  O.  Carlson,  Portland 
North  Pacific  Society  of  Neur.  & Psy. — 
Annual — March  30-April  1,  1966. 
Pres.,  Glenn  T.  Strand,  Seattle 
Sec.,  W.  W.  Thompson,  Portland 
Northwest  Regional  Meeting,  American 
College  of  Physicians,  Oct.  28-29, 
1966,  Vancouver. 

Northwest  Rheumatism  Society 

Pres.,  John  E.  Stanwood,  Lebanon 
Sec.,  A.  C.  Jones.  Portland 
Northwestern  Medical  Association — 
Sun  Valley,  Feb.  15-18,  1966 
Pres.,  Frank  C.  Henry,  Seattle 
Sec.,  L.  H.  Garland,  San  Francisco 
Oregon  Medical  Association — 

Sept.  27-Oct.  1,  1966,  Portland 
Pacific  Northwest  Radiological  Society — 
Pres.,  J.  Boyd  Roberts,  Victoria,  B.C. 
Sec.,  Willis  J.  Taylor,  Seattle 
Washington  State  Medical  Association — 
Sept.  18-21,  1966,  Spokane 
West  Coast  Allergy  Society — 

Pres.,  James  E.  Stroh,  Seattle 
Sec.,  A.  G.  Corrado,  Richland 

OREGON 

Ore.  Acad.  Ophth.  & Otolar. — Cosmo- 
politan Motor  Hotel,  4th  Tues., 
Sept.-May 

Pres.,  R.  L.  Erickson,  Salem. 

Sec.,  S.  C.  Stenerodden,  Salem. 
Oregon  Dermatologic  Society — Portland, 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  William  J.  Hemphill,  Eugene 
Sec.,  Albert  E.  Lamer,  Portland. 
Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April, 
Oct.). 

Pres.,  Kenneth  D.  Gaver,  Salem. 
Sec.,  Wayne  M.  Pidgeon,  Portland. 


Oregon  Pathologists  Association — Port- 
land, 2nd  Friday  (Feb.,  Apr.,  Oct., 
Dec.) 

Pres.,  John  Christopher,  Salem 
Sec.,  K.  D.  McMilan,  Eugene 

Oregon  Radiological  Society — Univer- 
sity Club.  Portland,  2nd  Wednesday 
October-April 

Pres.,  J.  Robert  Lee.  Portland 
Sec.,  Robert  S.  Miller,  Beaverton 

Oregon  Society  of  Internal  Medicine 
Pres.,  Wm.  P.  Galen,  Portland 
Sec.,  Estill  N.  Deitz,  Portland 

Ore.  Soc.  Obst.  & Gynec. — Portland, 
Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.  thru  May) 

Pres.,  Martin  Sichel,  Portland 
Sec.,  J.  W.  Fergus,  Portland 

Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland 
Pres.,  Gerald  Whitlock,  Portland. 
Sec.,  Emerson  J.  Collier,  Portland. 

Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Congress  Hotel 
Pres.,  Irl  Clary,  Portland. 

Sec.,  David  Sellers,  Portland 

Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  J.  L.  Stevenson,  Jr.,  Portland. 
Sec.,  R.  J.  Meechan,  Portland. 

Portland  Surgical  Society — 4th  Tuesday 

(Sept.-May). 

Pres.,  Clare  Peterson,  Portland 
Sec.,  Wm.  R.  Sweetman,  Portland. 


WASHINGTON 

King  County  Acad.  Gen.  Pract. — 4th 
Mon.,  exc.  June,  July,  Aug.,  Dec. 
Pres.,  David  W.  Rabak,  Seattle 
Sec.,  Howard  R.  Pyfer,  Seattle 

Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct.-May)  Seattle,  Tacoma, 
or  Everett 

Pres.,  Louis  J.  Sarro,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 


998 

Northwest  Medicine,  December  1965 


noRiDioesr  meDicine 

Volume  64,  January  — December  1965 


EDITED  UNDER  THE  DIRECTION  OF  THE  BOARD  OF  TRUSTEES 


Issued  by  Northwest  Medical  Publishing  Association 


947 

Northwest  Medicine,  December  1965 


SUBJECTS 


Addiction,  Alcohol  and  Drug,  in  Physi- 
cians, Lemere,  196 

Adenomas,  Islet  Cell,  Sanderson,  Snede- 
cor,  Peterson,  36 

Adolescents,  Emotional  Problems  of,  Aller, 
750 

Alaskan  Boarding  School,  A Measles  Epi- 
demic in  an,  Brody,  Haseley,  938 
Alcohol  and  Drug  Addiction  in  Physi- 
cians, Lemere,  196 

Alcoholic,  Compulsory  Treatment  of,  Cha- 
fetz,  932 

Anemia,  Hemolytic,  Following  Open  Heart 
Repair  of  Congenital  Defects,  Yenko, 
Hartmann,  Stamm,  493 
Anemia,  Juvenile  Pernicious,  Moody,  191 
Aneurysm,  The  Genesis  of  Dissecting, 
Moon,  Larson,  485 

Angiographic  Diagnosis  of  Intrahepatic 
Rupture  Secondary  to  Blunt  Trauma, 
Judkins,  Dotter,  577 

Annular  Pancrease  in  the  Newborn,  Har- 
court.  Chandler,  746 

Antibiotics,  Staphylococcal  Resistance  to, 
Bauer,  247 

Antimicrobial  Therapy,  Untoward  Effects 
of,  Turck,  Petersdorf,  665 
Arrhythmia,  Asymptomatic  Persistent  Un- 
usual, Darvill,  676 

Arterial  Disease,  Cervical  Carotid,  Tytus, 
Hill,  832 

Asymptomatic  Persistent  Unusual  Arrhyth- 
mia, Darvill,  676 

Automobiles,  Dangerously  Designed,  Fish- 
er, 417 

Bilateral  Pheochromocytoma,  Palken,  Al- 
dape,  21 

Bone  Marrow.  Total  Destruction  of  Func- 
tional, Phillips,  Finch,  488 
Bowel,  Potassium  Induced  Ulcers  of  Small, 
With  Case  Reports,  Including  One  of 
Second  Identical  Lesion,  England,  478 
Buerger's  Disease,  Further  Support  for  the 
Entity,  Thieme,  Strandness,  Bell,  264 
Cancer  Opinions  and  Practices  in  Spokane 
County,  Baber,  Sonneland,  28 
Carcinoma  of  the  Uterine  Corpus,  Radia- 
tion Therapy  for,  Parker,  183 
Cardiac  Rehabilitation,  Employability  After, 
Sparkman,  Levenson,  269 
Care  of  Urinary  Retention  Catheters,  An- 
sell,  349 

Carotid  Arterial  Disease,  Cervical,  Tytus, 
Hill,  832 

Case  Conference,  Pain  and  mass  in  thenar 
area  of  right  hand,  256 
Case  Conferences,  Non-tender  semifluc- 
tuant  mass  at  anterior  medial  aspect 
or  right  knee,  580 

Catheters,  Care  of  Urinary  Retention, 
Ansell,  349 

Cervical  Carotid  Arterial  Disease,  Five 
Years  Experience  in  Treatment,  Tytus,  Hill, 
832 

Cholangitis,  Primary  slerosing,  Olson, 
Schnug,  26 

Cleft  Lip  and  Palate  habilitation.  The 
Congenitally  Malformed,  IV.  Sleeter,  827 


Congenital  Defects,  Hemolytic  Anemia  Fol- 
lowing Open  Heart  Repair  of,  Yenko, 
Hartmann,  Stamm,  493 
Congenitally  Malformed,  I.  The  Problem, 
Osterud,  Menashe,  337 
Congenitally  Malformed,  II.  Turner's 
Syndrome:  Recognition,  Diagnosis  and 
Implications,  Scott,  473 
Congenitally  Malformed,  III.  Omphalo- 
celes and  Gastroschisis  Defects,  Sau- 
vage.  Bill,  672 

Congenitally  Malformed,  IV.  Cleft  Lip  and 
Palate  Habilitation,  Sleeter,  827 
Conservative  Management  of  Primary 
Lymphedema,  Sanderson,  Fletcher,  584 
Contracted  Pelves,  Mengert,  111 
Dangerously  Designed  Automobiles,  Fish- 
er, 417 

Deaths,  Non-Accidental  Sudden,  Peterson, 
Tucker,  683 

Defects,  Hemolytic  Anemia  Following 
Open  Heart  Repair  of  Congenital,  Yen- 
ko, Hartmann,  Stamm,  493 
Diagetes  Mellitus,  Early  Diagnosis  of, 
Stalnaker,  571 

Diagnostic  Aids  and  Pitfalls,  Renal  Tumor, 
Scheinman,  Rayman,  357 
Drug  Addiction  in  Physicians,  Alcohol  and, 
Lemere,  196 

Early  Diagnosis  of  Diabetes  Mellitus,  Stal- 
naker, 571 

Easy  Spirometry,  Pace,  842 
Education,  Nursing,  in  a Community  Hos- 
pital, Schlicke,  923 

Education,  Television  in  Continuing  Med- 
ical, Harris,  193 

Electrodiagnosis  of  Neuromuscular  Disord- 
ers, Jebsen,  Honet,  421 
Embolism,  Emergency  Management  of 
Massive  Pulmonary,  Blackmon,  Dillard, 
Winterscheid,  Crawford,  Figley,  41 1 
Emergency  Management  of  Massive  Pul- 
monary Embolism,  Blackmon,  Dillard, 
Winterscheid,  Crawford,  Figley,  411 
Emergency-Stat,  Lillibridge,  496 
Emotional  Problems  of  Adolescents,  Aller, 
750 

Employability  After  Cardiac  Rehabilita- 
tion, Sparkman,  Levenson,  269 
Endometriosis  Medical  Management  of, 
Peckham,  131 

Endometriosis,  Surgical  Treatment  of, 
Symmonds,  135 

Epidemic,  A Measles,  in  an  Alaskan 
Boarding  School,  Brody,  Haseley,  938 
Erythromycin  Prophylaxis,  Serum  Tran- 
saminase Activity  in  Chronically  III 
Children  on,  Tidwell,  Stamm,  252 
Femur,  Fractures  of  the.  Traction  Suspen- 
sion in,  Holm,  Embick,  731 
Forceps  in  Modern  Obstetrics,  Mengert, 
128 

Fractures  of  the  Femur,  Traction  Suspen- 
sion in.  Holm,  Embick,  731 
Gastroschisis,  Cavanagh,  Welty,  33 
Gastroschisis  Defects,  Omphaloceles  and. 
The  Congenitally  Malformed,  III.  Sau- 
vage.  Bill,  672 

Genesis  of  Dissecting  Aneurysm,  Moon, 
Larson,  485 


948 

Northwest  Medicine,  December  1965 


Grease  Gun  Damage,  Subcutaneous  In- 
jection of  Paint,  Grease  and  Other 
Materials  by  Pressure  Guns,  Blue,  Dir- 
stine,  342 

Heart  Disease,  Acquired  Valvular,  The 
Time  for  Surgery  in,  Sauvage,  Wood, 
743 

Heart  Repair,  Hemolytic  Anemia  Following 
Open,  of  Congenital  Defects,  Yenko, 
Hartmann,  Stamm,  493 
Hemolytic  Anemia  Following  Open  Heart 
Repair  of  Congenital  Defects,  Yenko, 
Hartmann,  Stamm,  493 
Hernia,  Sliding  Indirect  Inguinal,  Page, 
Foster,  755 

Incontinence,  Stress,  Peckham,  120 
Inguinal  Hernia,  Sliding  Indirect,  Page, 
Foster,  755 

Injured,  Industrially,  Problem  Patients 
Among  the,  A Psychiatrist's  View, 
Brownsberger,  685 

Intracardiac  Myxomas,  Thomas,  Edmark, 
Jones,  Eyer,  Logan,  41 
Intrahepatic  Rupture,  Angiographic  Diag- 
nosis of.  Secondary  to  Blunt  Trauma, 
Judkins,  Dotter,  577 

Is  Compulsory  Treatment  of  the  Alcoholic 
Effective?,  Chafetz,  932 
Islet  Cell  Adenomas,  Sanderson,  Snede- 
cor,  Peterson,  36 

Juvenile  Pernicious  Anemia,  Case  in  Amer- 
ican Indian  Girl,  Moody,  191 
Labor,  Management  of  Prolonged,  Gainey, 
107 

Lawn  Mowers,  Power,  are  Dangerous 
Weapons,  Bergman,  261 
Ligation,  Transcutaneous  Varicose  Vein, 
Player,  24 

Lymphedema,  Conservative  Management 
of  Primary,  Sanderson,  Fletcher,  584 
Management  of  Premature  Rupture  of 
Membranes,  Prystowsky,  124 
Management  of  Prolonged  Labor,  Gainey, 
107 

Marrow,  Total  Destruction  of  Functional 
Bone,  Phillips,  Finch,  488 
Measles  Epidemic  in  an  Alaskan  Boarding 
School,  Brody,  Haseley,  938 
Medical  Managament  of  Endrometriosis, 
Peckham,  131 

Membranes,  Managament  of  Premature 
Rupture  of,  Prystowsky,  124 
Mowers,  Power  Lawn,  are  Dangerous  Wea- 
pons, Bergman,  261 

Myxomas,  Intracardiac,  Thomas,  Edmark, 
Jones,  Eyer,  Logan,  41 
Neuromuscular  Disorders,  Electrodiagno- 
sis of,  Jebsen,  Honet,  421 
Newborn,  Annular  Pancrease  in  the,  Har- 
court.  Chandler,  746 

Non-Accidental  Sudden  Deaths,  Peterson, 
Tucker,  683 

Nursing  Education  in  a Community  Hos- 
pital, Schlicke,  923 

Obstetrical  Management  of  the  Rh  Nega- 
tive Patient,  Johnson,  Conrad,  Hunter, 
187 

Obstetrics,  Forceps  in  Modern,  Mengert, 
128 

Omphaloceles  and  Gastroschisis  Defects, 
The  Congenitally  Malformed,  III.  Sau- 
vage, Bill,  672 

On  Racial  Violence,  West,  679 
Palate  Habilitation,  Cleft  Lip  and.  The 
Congenitally  Malformed,  IV.  Sleeter, 
827 


Pancrease,  Annular,  in  the  Newborn,  Har- 
court.  Chandler,  746 
Patients,  Problem,  Among  the  Industrially 
Injured,  A Psychiatrist's  View,  Browns- 
berger, 685 

Pelves,  Contracted,  Mengert,  1 1 1 
Pernicious  Anemia,  Juvenile,  Moody,  191 
Phenylketonuria  Incidence  in  Washington 
and  Report  of  Three  Cases  in  One  Fam- 
ily, Pergamit,  353 

Pheochromocytoma,  Bilateral,  Palken,  Al- 
dape,  21 

Postmaturity,  Prystowsky,  103 
Potassium  Induced  Ulcers  of  Small  Bowel, 
With  Case  Reports,  Including  One  of 
Second  Identical  Lesion,  England,  478 
Power  Lawn  Mowers  are  Dangerous  Wea- 
pons, Bergman,  261 

Premature  Rupture  of  Membranes,  Man- 
agement of,  Prystowsky,  124 
Primary  Sclerosing  Cholangitis,  Olson, 
Schnug,  26 

Problem  Patients  Among  Industrially  In- 
jured, A Psychiatrist's  View,  Browns- 
berger, 685 

Prolapse,  Uterovaginal,  Symmonds,  114 
Prophylaxis,  Serum  Transaminase  Activity 
in  Chronically  III  Children  on  Erythro- 
mycin, Tidwell,  Stamm,  252 
Prostatectomy,  Recent  Results  in,  Ansell, 
Paterson,  Cobb,  Bourne,  Tucker,  29 
Pulmonary  Embolism,  Emergency  Manage- 
ment of  Massive,  Blackmon,  Dillard, 
Winterscheid,  Crawford,  Figley,  411 
Racial  Violence,  West,  679 
Radiation  Therapy  for  Carcinoma  of  the 
Uterine  Corpus,  Parker,  183 
Recent  Results  in  Prostatectomy,  Ansell. 

Paterson,  Cobb,  Bourne,  Tucker,  29 
Rehabilitation,  Employability  after  Car- 
diac, Sparkman,  Levenson,  269 
Renal  Tumor:  Diagnostic  Aids  and  Pit- 

falls,  Scheinman,  Rayman,  357 
Retinitis  Proliferans,  Treatment  of,  by 
Photocoagulation,  Thornfeldt,  928 
Rh  Negative  Patient,  Obstetrical  Manage- 
ment of  the,  Johnson,  Conrad,  Hunter, 
187 

Rupture  of  Membranes,  Management  of 
Premature,  Prystowsky,  124 
Serum  Transaminase  Activity  in  Chron- 
ically III  Children  on  Erythromycin  Pro- 
phylaxis, Tidwell,  Stamm,  252 
Sliding  Indirect  Inguinal  Hernia,  A Simple 
Surgical  Technique,  Page,  Foster,  755 
Spokane  County,  Cancer  Opinions  and 
Practices  in,  Baber,  Sonneland,  28 
Spirometry  Made  Easy,  Pace,  842 
Staphylococcal  Resistance  to  Antibiotics, 
Observations  at  Two  Hospitals  and  an 
Independent  Clinic,  Bauer,  247 
Stress  Incontinence,  Peckham,  120 
Surgery,  The  Time  for,  in  Acquired  Val- 
vular Heart  Disease,  Sauvage,  Wood, 
743 

Surgical  Treatment  of  Endometriosis,  Sym- 
monds, 135 

Suspension,  Traction,  in  Fractures  of  the 
Femur,  Holm,  Embick,  731 
Television  in  Continuing  Medical  Educa- 
tion, Harris,  193 

Therapy,  Antimicrobial,  Untoward  Effects 
of,  Turck,  Petersdorf,  665 
Thyroiditis  Schlicke,  Hill,  Arguinchona,  345 
Time  for  Surgery  in  Acquired  Valvular 
Heart  Disease,  Sauvage,  Wood,  743 


949 

Northwest  Medicine,  December  1965 


Total  Destruction  of  Functional  Bone  Mar- 
row, Phillips,  Finch,  488 
Traction  Suspension  in  Fractures  of  the 
Femur,  Holm,  Embick.  731 
Transaminase,  Serum  Activity  in  Chronic- 
ally III  Children  on  Erythromycin  Pro- 
phylaxis, Tidwell,  Stamm,  252 
Transcutaneous  Varicose  Vein  Ligation, 
Player,  24 

Trauma,  Angiographic  Diagnosis  of  Intra- 
hepatic  Rupture  Secondary  to  Blunt, 
Judkins,  Dotter,  577 

Treatment  of  Retinitis  Proliferans  by  Pho- 
tocoagulation, Thornfeldt,  928 
Tumor,  Renal:  Diagnostic  Aids  and  Pit- 
Falls,  Scheinman,  Rayman,  357 
Turner's  Syndrome,  The  Congenitally  Mal- 
formed, II.  Recognition,  Diagnosis  and 
Implications,  Scott,  473 


Ulcers,  Potassium  Induced,  of  Small  Bowel, 
With  Case  Reports,  Including  One  of 
Second  Identical  Lesion,  England,  478 
Untoward  Effects  of  Antimicrobial  Ther- 
apy, Turck,  Petersdorf,  665 
Urinary  Retention  Catheters,  Care  of, 
Ansell,  349 

Uterine  Corpus,  Radiation  Therapy  for 
Carcinoma  of  the,  Parker,  183 
Uterovaginal  Prolapse,  Symmonds,  114 
Valvular  Heart  Disease,  Acquired,  The 
Time  for  Surgery  in,  Sauvage,  Wood, 
743 

Varicose  Vein  Ligation,  Transcutaneous, 
Player,  24 

Vein  Ligation,  Transcutaneous  Varicose, 
Player,  24 

Violence,  On  Racial,  West,  679 


AUTHORS  AND  TITLES 


Aldape,  H.,  w Palken,  M.,  21 
Aller,  L.  F.,  Emotional  Problems  of  Ado- 
lescents, 750 

Ansell,  J.  S.,  Care  of  Urinary  Rentention 
Catheters,  349 

Ansell,  J.  $.,  Paterson,  J.R.S.,  Cobb,  B., 
Bourne,  H.  H.,  Tucker,  K.  R.,  Recent  Re- 
sults in  Prostatectomy,  29 
Arguinchona,  H.  B.,  w Schlicke,  C.  P., 
et  al.,  345 

Baber,  W.,  Sonneland,  J.,  Cancer  Opinions 
and  Practices  in  Spokane  County,  28 
Bauer,  A.  W.,  Staphylococcal  Resistance 
to  Antibiotics,  247 

Bell,  J.  W.,  w Thieme,  W.  T.,  et  al.,  264 
Bergman,  A.  B„  Power  Lawn  Mowers  are 
Dangerous  Weapons,  261 
Bill,  A.  H.,  Jr.,  w Sauvage,  L.  R.,  672 
Blackmon,  J.  R.,  Dillard,  D.  H.,  Winter- 
scheid,  L.  C.,  Crawford,  E.  W.,  Figley, 
M.M.,  Emergency  Management  of  Mas- 
sive Pulmonary  Embolism,  411 
Blue*  A.  I.,  Dirstine,  M.  J.,  Grease  Gun 
Damage,  342 

Bourne,  H.  H.,  w Ansell,  J.  S.,  et  al.,  29 
Brody,  J.  A.,  Haseley,  R.,  A Measles  Epi- 
demic in  an  Alaskan  Boarding  School, 
938 

Brownsberger,  C.  N.,  Problem  Patients 
Among  the  Industrially  Injured,  685 
Cavanagh,  C.  R.,  Welty,  R.  F.,  Gastro- 
schisis,  33 

Chafetz,  M.  E.,  Is  Compulsory  Treatment 
of  the  Alcoholic  Effective,  932 
Chandler,  J.  J.,  w Harcourt,  K.  F.,  746 
Cobb,  B„  w Ansell,  J.  S.,  et  al.,  29 
Conrad,  S.  H.,  w Johnson,  W.  L.,  et  al., 
187 

Crawford,  E.  W.,  w Blackmon,  J .R.,  411 
Darvill,  F.  T.,  Asymptomatic  Persistent  Un- 
usual Arrhythmia,  676 
Dillard,  D.  H.,  w Blackmon,  J.  R.,  et  al., 
411 

Dirstine,  M.  J.,  w Blue,  A.  I.,  342 
Dotter,  C.  T.,  w Judkins,  M.  P.,  577 
Edmark,  K.  W.,  w Thomas,  G.  I.,  et  al.,  41 
Embick,  R.  P.,  w Holm,  C.  L.,  731 
England,  D.  L.,  Potassium  Induced  Ulcers 
of  Small  Bowel,  With  Case  Reports,  In- 
cluding One  of  Second  Identical  Lesion, 
478 


Eyer,  K.  M.,  w Thomas,  G.  I.,  et  al.,  41 
Figley,  M.  M.,  w Blackmon,  J.  R.,  et  al., 
411 

Finch,  C.  A.,  w Phillips,  J.  H.,  488 
Fisher,  P.,  Dangerously  Designed  Automo- 
biles, 417 

Fletcher,  W.  S.,  w Sanderson,  R.  G.,  584 
Foster,  J.  H.,w  Page,  U.  S.  755 
Gainey,  H.  L.,  Management  of  Prolonged 
Labor,  107 

Harcourt,  K.  F.,  Chandler,  J.  J.,  Annular 
Pancreas  in  the  Newborn,  746 
Harris,  J.  J.,  Television  in  Continuing  Med- 
ical Education,  193 

Hartmann,  j.  R.,  w Yenko,  N.  R.,  et  al.,  493 
Haseley,  R.,  w Brody,  J.  A.,  938 
Hill,  J.  E.,  w Schlicke,  C.  P.,  et  al.,  345 
Hill,  L.  D„  w Tytus,  J.  S„  832 
Holm,  C.  L.,  Embick,  R.  P.,  Traction  Sus- 
pension in  Fractures  of  the  Femur,  731 
Honet,  J.  C.,  w Jebsen,  R.  H.,  421 
Hunter,  C.  A.,  Jr.  w Johnson,  W.  L.,  et 
al.,  187 

Jebsen,  R.  H.,  Honet,  J.  C.,  Electrodiag- 
nosis of  Neuromuscular  Disorders,  421 
Johnson,  W.  L.,  Conrad,  S.  H.,  Hunter, 
C.  A.,  Jr.,  Obstetrical  Management  of 
the  Rh  Negative  Patient,  187 
Jones,  T.  W.,  w Thomas,  G.  I.,  et  al.,  41 
Judkins,  M.  P.,  Dotter,  C.  T.,  Angiograph- 
ic Diagnosis  of  Intrahepatic  Rupture 
Secondary  to  Blunt  Trauma,  577 
Larson,  C.  P.,  w Moon,  M.  D.,  485 
Lemere,  F.,  Alcohol  and  Drug  Addiction  in 
Physicians,  196 

Levenson,  R.  M.,  w Sparkman,  D.  R.,  269 
Lillibridge,  C.  B.,  Emergency-Stat,  496 
Logan,  G.  A.,  w Thomas,  G.  I.,  et  al.,  41 
Menashe,  V.  D.,  w Osterud,  H.  T.,  337 
Mengert,  W.  F.,  Contracted  Pelves,  1 1 1 
Mengert,  W.  F.,  Forcepts  in  Modern  Ob- 
stetrics, 128 

Moody,  E.  A.,  Juvenile  Pernicious  Anemia, 
191 

Moon,  M.  D.,  Larson,  C.  P.,  The  Genesis 
of  Dissecting  Aneurysm,  485 
Olson,  O.  C.,  Schnug,  G.  E.,  Primary  Scle- 
rosing Cholangitis,  26 
Osterud,  H.  T.,  Menashe,  V.  D.,  The  Con- 
genitally Malformed,  I.  The  Problem, 
337 


950 

Northwest  Medicine,  December  1965 


Pace,  W.  R.,  Jr.,  Spirometry  Made  Easy,  842 
Page,  U.  S.  Foster,  J.  H.,  Sliding  Indirect 
Inguinal  Hernia,  755 
Palken,  M.,  Aldape,  H.,  Bilateral  Pheo- 
chromocytoma,  21 

Parker,  R.  G.,  Radiation  Therapy  for  Car- 
cinoma of  the  Uterine  Corpus,  183 
Paterson,  J.  R.  S.,  w Ansell,  J.  S.,  et  al.,  29 
Peckham,  B.  M.,  Medical  Management  of 
Endometriosis,  131 

Peckham,  B.  M.,  Stress  Incontinence,  120 
Pergamit,  L.  D.,  Phenylketonuria,  353 
Petersdorf,  R.  G.,  w Turck,  M.,  665 
Peterson,  C.  G.,  w Sanderson,  R.  G.,  et  al., 
36 

Peterson,  D.  R.,  Tucker,  K.  R.,  Non-Acci- 
dental Sudden  Deaths,  683 
Phillips,  J.  H„  Finch,  C.  A.,  Total  Destruc- 
tion of  Functional  Bone  Marrow,  488 
Player,  G.  S.,  Transcutaneous  Varicose 
Vein  Ligation,  24 

Prystowsky,  H.,  Management  of  Premature 
Rupture  of  Membranes,  124 
Prystowsky,  H.,  Postmaturity,  103 
Rayman,  M.  S.,  w Scheinman,  L.  J.,  357 
Sanderson,  R.  G.,  Snedecor,  P.  A.,  Peter- 
son C.  G.,  Islet  Cell  Adenomas,  36 
Sanderson,  R.  G.,  Fletcher,  W.  S.,  Conser- 
vative Management  of  Primary  Lymphe- 
dema, 584 

Sauvage,  L.  R.,  Bill.,  A.  H.,  Jr.,  The  Con- 
genitally Malformed,  III.  Omphalo- 
celes and  Gastroschisis  Defects,  672 
Sauvage,  L .R.,  Wood,  S.  J.,  The  Time  for 
Surgery  in  Acquired  Valvular  Heart 
Disease,  743 

Scheinman,  L.  J.,  Rayman,  M.  S.,  Renal 
Tumor:  Diagnostic  Aids  and  Pitfalls,  357 
Schlicke,  C.  P.,  Hill,  J.  C.,  Arguinchona, 
H.  B.,  Thyroiditis,  345 
Schlicke,  C.  P.,  Nursing  Education  in  a 
Community  Hospital,  923 
Schnug,  G.  E.,  w Olson,  O.  C.,  26 


Scott,  C.  R.,  The  Congenitally  Malformed, 
II.  Turner's  Syndrome:  Recognition,  Di- 
agnsis  and  Implications,  473 
Sleeter,  R.  L.,  The  Congenitally  Malformed, 
IV.  Cleft  Lip  and  Plate  Habitation,  827 
Snedecor,  P.  A.,  w Sanderson,  R.  G.,  et 
al.,  36 

Sonneland,  J.,  w Baber,  W.,  28 
Sparkman,  D.  R.,  Levenson,  R.  M.,  Employ- 
ability  After  Cardiac  Rehabilitation,  269 
Stalnaker,  J.  H.,  Early  Diagnosis  of  Dia- 
betes Mellitus,  571 
Stamm,  S.  J.,  w Tidwell,  R.  A.,  252 
Stamm,  S.  J.,  w Yenko,  N.  R.,  et  al.,  493 
Strandness,  D.  E.,  Jr.,  w Thieme,  W.  T., 
et  al.,  264 

Symmonds,  R.  E.,  Surgical  Treatment  of 
Endometriosis,  135 

Symmonds,  R.  E.,  Uterovaginal  Prolapse, 
114 

Thieme,  W.  T.,  Strandness,  D.  E.(  Jr.,  Bell, 
J.  W.,  Buerger's  Disease,  264 
Thomas,  G.  I.,  Edmark,  K.  W.,  Jones, 
T.  W.,  Eyer,  K.  M.,  Logan,  G.  A.,  Intra- 
cardiac Myxomas,  41 
Thornfeldt,  P.  R.,  Treatment  of  Retinitis 
Proliferans  by  Photocoagulation,  928 
Tidwell,  R.  A.,  Stamm,  S.  J.,  Serum  Trans- 
aminase Activity  in  Chronically  III 
Children  on  Erythromycin  Prophylaxis, 
252 

Tucker,  K.  R.,  w Ansell,  J.  S.,  et  al.,  29 
Tucker,  K.  R.  w Peterson,  D.  R.,  683 
Turck,  M.,  Petersdorf,  R.  G.,  Untoward 
Effects  of  Antimicrobial  Therapy,  665 
Tytus,  J.  S.,  Hill,  L.  D.,  Cervical  Carotid 
Arterial  Disease,  832 
Welty,  R.  F.,  w Cavanagh,  C.  R.,  33 
West,  L.  J.,  On  Racial  Violence,  679 
Winterscheid,  L.  C.,  w Blackmon,  J.  R.,  et 
al.,  411 

Wood,  S.  J.,  w Sauvage,  L.  R.,  743 
Yenko,  N.  R.,  Hartmann,  J.  R.,  Stamm, 
S.  J.,  Hemolytic  Anemia  Following  Open 
Heart  Repair  of  Congenital  Defects,  493 


EDITORIALS 


Arthritis  Foundation,  101 
Basis  of  Social  Security,  335 
Congenitally  Malformed,  335 
Drug  Trials  and  Publicity,  245 
Early  Diagnosis  of  Diabetes,  567 
Expansion  of  State  Medical  Association 
Activities,  729 
He  Also  Serves,  569 
Inept  Journalism,  407 


New  Members  of  Editorial  Advisory 
Board,  663 

No  Buttons  to  Push,  471 
Pharmaceutical  Advertising,  19 
To  Think,  or  Not  to  Think,  and  be  Per- 
suaded, 568 

The  Team  and  the  Family  Physician,  825 
True  Origin  of  the  Eldercare  Proposal,  181 
Viewing  Medical  Education  as  a Conti- 
nuum, 408 

What  Is  a Nurse?,  921 


SPECIAL  ARTICLES 


Regional  Medical  Programs,  Kissick,  971 
Western  Interstate  Commission  for  Higher 
Education,  A Cooperative  Venture  Be- 
tween the  Western  States,  Popma,  993 


951 

Northwest  Medicine,  December  1965 


OFFICIAL  PUBLICATIONS 


Report  of  Finance  Committee  to  House  of 
Delegates  of  the  Washington  State  Med- 
ical Association,  Seattle,  Washington, 
September  12-15,  1965,  880 
Summary  of  Proceedings  of  House  of 
Delegates  of  the  Oregon  Medical  As- 
sociation, Portland,  Oregon,  April  23- 
24,  1965,  509 


Summary  of  Proceedings  of  House  of 
Delegates  of  the  Washington  State 
Medical  Association,  Seattle,  Wash- 
ington, September  12-15,  1965,  764 
Summary  of  Proceedings  of  House  of 
Delegates  of  the  Oregon  Medical  Asso- 
ciation, Portland,  Oregon,  September 
21-25,  1965,  854 


CORRESPONDENCE 


Academy  of  Compensation  Medicine,  404 

Activities  of  Graduates,  554 

Any  Valid  Evidence?,  10 

Assessment,  404 

Assistance  Cited,  10 

Automobiles,  706 

Cigarette  Advertising,  237 

Computer  Aid  to  Diagnosis,  81 

Concurrence,  648 

Correction,  554 

Dangerous  Weapons,  324 

Dangerously  Designed  Automobiles,  467 

Diabetic  Children's  Camp,  323 

Drug  Trials  and  Publicity,  237 

Explanation,  561 

Fellowships,  554 

From  London,  907 


Interns  are  Not  in  Danger,  561 
Invitation  to  Participate  in  Research,  467 
Journalism,  469 
Keep  on  Looking,  553 

Known  Mechanical  Epidemiologic  Agent, 
405 

Looking  Ahead,  912 

Medical  Manuscript  Editing  Service,  467 
More  on  Drug  Trials  and  Publicity,  324 
Note  from  the  Editor,  10 
Protest,  404 

Toward  Clarifying  Concepts,  553 
Truth  is  Where  You  Find  It  (If  You  Look), 
404 

Use  of  White  Space,  919 
We're  Still  Looking,  648 
Why  Publish  It?  720 


OBITUARIES 


Allumbaugh,  H.  Ray,  202 
Barton,  John  F.,  894 
Blair,  J.  Bennett,  293 
Boeck,  Albert  B.,  539 
Bolton,  Le  Roy  L.,  Sr.,  894 
Bowfcrs,  Neville  Clayton,  202 
Bowles,  Thomas  K.,  617 
Bridenbaugh,  Robert  N.,  158 
Bridges,  William  C.,  533 
Brookbank,  Earl  B.,  440 
Brooke,  Lloyd  W.,  607 
Brugman,  Francis  A.,  293 
Cole,  Menford  D.,  533 
Cook,  Arthur  B.,  293 
Corbin,  B.  L.,  379 
Day,  W.  Robert,  367 
Dayton,  Darcy  M.,  58 
Douglass,  Frank,  293 
Dwyer,  Francis  J.,  379 
Eldridge,  Horace,  440 
Flower,  Harry  J.,  158 
Fortner,  Edgar  S.,  289 
Garnjobst,  Julius  H.,  149 
Goldberg,  Benjamin,  289 
Grossman,  Albert  A.,  149 
Gunby,  Paul  C.,  293 
Hansen,  Frederick  S.,  202 
Haskin,  Howard  A.,  379 
Henderson,  P.  H.,  Sr.,  208 
Henderson,  William  Walter,  894 
Howard,  Minnie  F.,  789 
Isenhart,  George  B.,  202 
Kahl,  John  A.,  894 


King,  Brien  T.,  894 
LeCocq,  Edward  Anthony,  970 
Lupton,  Irving  M.,  158 
Manning,  John,  55 
Marcellus,  Marius  B.,  158 
McKael,  Louis  Raymond,  864 
Minzel,  Wesley,  58 
Mitchell,  Richard  S.,  152 
Mitchell,  Whiting  B.,  379 
Morgan,  Walter  M.,  894 
Morse,  Raymond  C.,  379 
Peery,  Harold  M.,  434 
Pemberton,  J.  Ray,  864 
Pershin,  Nicholas  G.,  533 
Read,  Jess  W.,  152 
Reuter,  Ethel  G.,  202 
Rilling,  William  P.,  506 
Robertson,  John  R.,  293 
Rodwell,  Robert  Lyle,  158 
Schaeffer,  Ralph  C.,  894 
Schmitz,  Frank  A.,  632 
Schneider,  Harold  O.,  55 
Seivert,  Robert  A.,  506 
Shannon,  Clarence  W.,  970 
Shoemaker,  Bertram  R.,  289 
Smith,  Frank  B.,  158 
Smith,  George  S.,  506 
Stobie,  Robert  Emmett,  293 
Swedenburg,  Genevieve  M.,  158 
Teel,  Charles  Edmond,  894 
Wagner,  Curtis  M.,  691 
Weese,  William  J.,  202 
Wendle,  Floyd  G.,  632 


952 

Northwest  Medicine,  December  1965 


FEATURES 


Books,  174,  300,  304,  325,  445,  538 
Book  Reviews:  Pulmonary  physiology  in 
clinical  practice,  300;  X-ray  examina- 
tion of  the  stomach,  revised  edition,  445 
Component  Society  Monthly  Meetings,  222 
Idaho  Invitation  to  73rd  Annual  Meeting, 
371 

Oregon  Invitation  to  91st  Annual  Session, 
591 


President's  Page  (Idaho),  700,  982 
President's  Page  (Oregon),  603,  865,  960 
President's  Page  (Washington),  59,  524, 
616,  761,  893,  978 

Triv  et  jov:  The  Angular  Artery,  Ellner, 
Harold  J.,  296 

Triv  et  jov:  Rules  for  Detail  Men,  Olson, 
E.  V.,  Funkhouser,  R.  D.,  6 
Triv  et  jov:  Suitable  Labeling  for  an 

Airplane,  Pogge,  R.  C.,  204 


NEWS 


OREGON 


Action  of  the  Board  of  Trustees,  Satur- 
day, December  12,  1964,  47 
Action  of  the  Board  of  Trustees,  Satur- 
day, January  9,  1965,  148 
Action  of  Board  of  Trustees,  Saturday, 
March  6,  1965,  284 

Action  of  the  Board  of  Trustees,  Satur- 
day, June  5,  1965,  501 
Action  of  the  Board  of  Trustees,  Saturday, 
November  6,  1965,  942 
Annual  Meeting  of  Surgeons,  289 
Annual  Program  Oregon  Diabetes  Asso- 
ciation, 866 
Associate  Dean,  606 
Auxiliary,  506 
Bilderback  Lecture,  202 
Convention  Photos,  50,  866 
Doctor-Citizen  of  the  Year,  868 
Election  of  Internists,  432 
Evaluation  Center,  691 
Examiners  Board  Licenses  21  Doctors,  145 
Examiners  Board  Licenses  15  Doctors,  202 
Examiners  Board  Licenses  26  Doctors,  366 
Examiners  Board  Licenses  26  Doctors,  432 
Examiners  Board  Licenses  43  Doctors,  607 
Examiners  Board  Licenses  23  Doctors,  959 
Field  Representatives,  606 
First  Annual  Meeting,  432 
Goal  Surpassed,  959 


Grant,  432 

Historical  Society,  507 
Medical  Director,  602 
Mental  Health,  53 

Mental  Health  Association  of  Oregon 
Names  Officers,  55 
Mr.  Pompelli,  606 
Mrs.  G.  Prentiss  Lee,  606 
Multnomah  County  President-Elect,  145 
Multnomah  County  Society  Hears  Albert 
Sabin,  958 

Officers  Elected  by  Radiologists,  602 
OMA  Convention  Photos,  962 
Operation  D.  V.  M.,  366 
OPS-Blue  Shield,  432,  602 
Pathologists  Elect,  602 
Radioactive  Materials,  691 
Residency  Fellowship,  366 
Rotarian  and  Officer,  432 
Senate  Bill  200,  434 
Special  AMA  Message,  606A 
Student  Wins  Foreign  Fellowship,  284 
Three  New  Trustees  for  OPS-Blue  Shield, 
505 

Tomlin  Memorial  Lectures,  506 
UOMS  Alumni  Annual  Meeting  and  Som- 
mer Lectures,  283 
UOMS  Faculty  Changes,  507 
UOMS  Schedules  Courses,  962 


WASHINGTON 


American  College  of  Physicians,  58,  151 
Biological  Photographers  Elect  Seattle 
Man,  894 

Board  of  Health,  531 
Cancer  Registry  Workshop,  150 
Cancer  Symposium  in  Spokane,  58 
Carl  P.  Schlicke,  M.D.,  President,  WSMA, 
759 


College  of  Surgeons  Honors  Dr.  Williams, 
293 

Constitutional  Amendment,  291,  523,  617 

Convention  Photos,  765 

Decker  Goes  to  N I H,  878 

Degenerative  Joint  Disease,  531 

Disadvantage,  The  379 

Dr.  Goodner  Receives  Lederle  Award,  379 


953 

Northwest  Medicine , December  1965 


Eldercare— The  First  of  a New  Series  of 
Campaigns?  535 
FDA,  291 

43rd  Annual  Golf  Tourney-Salmon  Derby, 
877 

Hunterian  Lecturer,  152 
Internists,  531 
John  LeCocq  Lecture,  151 
Legislators  Visit,  876 

McCarroll  New  Head  of  Division  of  En- 
vironmenal  Health,  870 
Miss  Harlamert  Named  to  MLA  Board,  533 
Neurological  Problems,  151 
Newly-Established  Professorship,  531 
1965  Annual  Meeting  Washington  State 
Medical  Association,  610 
1965  Annual  WSMA  Meeting — Elections, 
Honors  and  Awards,  873 
Osteopaths  Make  No-Strings  Contribu- 
tion, 82 

Otolaryngology  Chairman,  695 
Pacific  Northwest  Chapter  of  American 
College  of  Chest  Physicians,  782 
Pack  Forest  Conference,  964 
Postgraduate  Course,  208,  617,  695 


Psychiatry  Course,  440 
Radiology  Meeting,  293 
Reappraisal  and  Rethinking  of  Basic  Con- 
cepts, 438 

Report  of  The  Doctor's  Opinion  Poll,  614 
Salute  to  Dr.  Harkins,  206 
School  Health  Policy,  892 
Sixteenth  Annual  Strauss  Lecture,  693 
Special  Child  Award,  207 
Spokane  Society  of  Internal  Medicine, 
150 

Staff  Change,  695 
State  Legislation-1965,  527 
Tacoma  Surgical  Club,  293 
Tribute  Given,  693 
UWSM  Courses  in  January,  969 
Veterinary  School  Move  Suggested,  870 
Washington  Academy  of  General  Prac- 
tice, 292 

What  Ever  Happened  to  Eldercare?  534 
“Who  Shall  Live?" — NBC  News  Special, 
878 

WSHA  Symposium,  291 
WSMA  76th  Annual  Convention,  Septem- 
ber 12-15,  523 


IDAHO 


Accreditation,  697 

A.M.A.  Clinical  Convention,  66 

Appointed,  698 

Armed  Forces  Advisory  Committee,  989 

Arthritis  Foundation,  66,  697 

Attend  Presidents'  Conference,  698 

Australia  Visited,  449 

Blue  Cross  Leaders,  449 

Blue  Shield  Officers,  697 

Cleft  Palate  Team,  539 

Committee  Meetings,  156 

Educational  Program,  786 

Flight  Examiners,  539 

GP'i  Meet,  698 

Guild  in  Pocatello,  449 

Health  Parley  at  Sun  Valley,  449 

Hospital  Convention,  788 

Idaho  Medical  School,  446 

Idaho's  73rd,  622 

Immunization,  786 

IMPAC  Needs  your  Check,  788 

Information  Available,  697 

Legislative  Dispensary,  156 

Medicare's  Problems,  788 

Meetings  Held,  66 

Narcotics  Brochure,  789 

New  Members,  66 

New  Officers,  67 

New  Officers  Hospital  Association,  989 
New  Society  Officers,  382 


New  Society  Officers  for  1965,  156,  212 
New  Society  Officers  for  1966,  786 
New  Staffs,  449 

North  Idaho  Medical  Service  Bureau  Di- 
rectors, 446 

Officers  and  Councilors,  212 
Officers  and  Councilors  Meet,  785 
Officers,  Councilors  and  Committees,  67, 
633 

Officers  Visit  Three  Societies,  446 
Personals,  156,  789 
Principles  of  Ethics,  789 
Psychiatrists  Organize,  449 
Red  Cross,  66 
Service  Bureau,  66 
Staff  Installed,  382 

State  Board  of  Medicine  Section,  67,  212, 
382,  449,  631,  698,  789,  989 
State  Legislative  Scene,  382 
Surgeons  Meet,  449 
Surgeons  Session,  539 
Surgery  Classics,  698 
Temporary  Licenses,  699 
TWX  to  Idaho  State  Medical  Association, 
697 

Welcome  New  Members,  382,  449,  698 
Welfare  Expenditures,  785 
Winter  Clinic  Session,  66 
Writes  Chapter,  539 


954 

Northwest  Medicine,  December  1965 


a working  analgesic 


for  the  working  arthritic 


) 

Arthralgen®  rapidly  relieves  early  morning  stiffness  and 
arthritic  pain.  It  promises  a quicker  response  in  most 
patients  because  its  analgesic  ingredients  need  no  meta- 
bolic conversion  before  they  act.  Combining  two  better- 
tolerated,  time-tested  analgesics,  acetaminophen  and 
salicylamide,  into  a pharmacologically  sound  and  thera- 
peutically effective  formulation,  Arthralgen  relieves  pain 
rapidly  with  less  likelihood  of  gastric  irritation  than 
aspirin. 

in  maintenance  therapy  . . . 

Because  it  contains  no  sodium,  Arthralgen  is  often  a safer 
and  more  suitable  analgesic  for  use  in  the  long-term 
treatments  of  arthritic  patients  who  have  other  conditions 
which  require  sodium  restriction.1 


Arthralgen  and  Arthralgen-PR  are  indicated  in  the  manage- 
ment of  rheumatoid  arthritis,  acute  gouty  arthritis,  rheumatoid 
spondylitis,  osteoarthritis,  bursitis,  tibrositis,  and  neuritis. 
Arthralgen  may  be  used  tor  analgesia  in  colds,  flu,  and  various 
myalgias. 

CONTRAINDICATIONS:  Hypersensitivity  to  any  ingredient. 

As  with  any  drug  containing  prednisone,  Arthralgen-PR  is 
contraindicated,  or  should  be  administered  only  with  care,  to 
patients  with  peptic  ulcer,  tuberculosis,  nephritis,  diabetes 
mellitus,  acute  psychoses,  Cushing's  syndrome  (or  Cushing’s 
disease),  overwhelming  spreading  (systemic)  infection,  or 
predisposition  to  thrombophlebitis. 

Arthralgen-PR  is  generally  contraindicated  in  patients  with 
uremia  and  viral  infections,  including  poliomyelitis,  vaccinia, 
ocular  herpes  simplex,  and  fungus  infections  of  the  eye.  It  is 
also  contraindicated  in  patients  with  chickenpox  or  sus- 
ceptible persons  exposed  to  it. 

PRECAUTION:  Reduction  in  dosage  of  Arthralgen-PR  given 
over  a long  period  should  be  gradual,  never  abrupt. 


Arthralgen 

Each  tablet  contains: 

Salicylamide  250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 


Arthralgen-PR 

(Arthralgen  with  prednisone  1 mg.) 


SIDE  EFFECTS:  Nausea,  GI  upset,  or  mild  salicylism  may 
rarely  occur.  Symptoms  of  hypercorticoidism  dictate  reduction 
of  dosage  of  Arthralgen-PR. 

DOSAGE:  One  or  two  tablets  four  times  a day.  After  remission 
of  symptoms  dosage  should  be  reduced  to  the  minimum 
maintenance  level. 

REF:  1.  Boreus  & Sandberg,  ACTA.  PHYSIOL.  SCAND., 

28:266,  1953- 
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Library, 

College  of  Phy .of  Phil 
19  South  82nd  Street, 
Philadelphia  3, Pa. 


WHEN  YOU’VE  RESTORED  ELECTROLYTE  BALANCE  AND 
WANT  IT  TO  CONTINUE  AT  A CONSISTENT  LEVEL 


Where  electrolyte  balance  is  concerned,  some 
postsurgical  patients  need  only  to  have  it 
restored.  But  others  may  need  further  elec- 
trolyte therapy  to  maintain  them  until  oral 
intake  is  again  possible. 

Polysal  “M”  provides  optimum  electrolyte 
maintenance.  Up  to  3 liters  daily  can  be  in- 


fused without  the  danger  of  potassium  over- 
load. To  enhance  its  maintenance  efficiency, 
Polysal  “M”  provides  balanced  proportions 
of  six  electrolytes  found  in  human  plasma, 
plus  carbohydrates  and  water.  Hour-after- 
hour,  you  can  keep  the  patient’s  ionic  balance 
on  a consistent  level  with  the  necessary  ca- 
tions and  anions  supplied  by  Polysal  “M”. 


Polysal'  “M” 


Maintenance  Electrolyte  Solution 


Each  liter  of  Polysal  “M”  supplies  the  mEq.  of:  Na,  40; 
K,  16;  Ca,  5;  Mg,  3;  Cl,  40;  and  HCO3*,  24;  with  dextrose 
in  2.5%,  5%  and  10%  concentrations. 

*By  metabolic  conversion  of  Acetate. 

Indications:  Multipurpose  parenteral  maintenance  elec- 
trolyte solution  recommended  in  fluid  losses  from  the 
G.  I.  tract;  postoperative  replacement;  dehydration; 
sodium  depletion;  acidosis  and  burns.  For  medical, 
surgical  and  pediatric  patients. 

Dosage  and  Administration:  Please  refer  to  package 
insert  for  pertinent  information  for  safe  and  effective 
dosage  under  all  and  any  indicated  conditions. 
Precautions:  1.  Use  within  3 hours  after  opening.  Invert 
and  inspect  each  solution  bottle  carefully.  Use  only  if 
clear  and  if  vacuum  present.  2.  I.  V.  administration 
only.  3.  Administer  through  sterile,  disposable  I.  V. 
injection  equipment  only.  4.  Use  of  K-containing  solu- 
tions is  always  deferred  until  presence  of  adequate 


urinary  flow  is  assured,  or  in  the  rare  cases  where  it 
has  been  determined  beyond  question  that  carefully 
regulated  K,  in  combination  with  other  substances 
provided  by  the  solution,  is  indicated  in  spite  of  oliguria. 
Constant  monitoring  of  patient’s  clinical  and  lab  status  is 
then  required.  Therefore,  except  rarely,  K-containing 
solutions  are  contraindicated  in  presence  of  anuria  or 
severe  oliguria.  Nor  is  their  use  advised  where  high 
serum  K may  be  encountered;  i.e.,  chronic  nephritis, 
untreated  diabetic  acidosis,  Addison’s  disease,  severe 
burns,  massive  traumatic  injuries.  5.  Na  content  requires 
use  with  caution  in  edematous  patients  with  cardiac, 
renal  or  hepatic  disease.  6.  Use  with  care  in  patients 
with  hypervolemia,  impending  or  frank  cardiac  decom- 
pensation, renal  insufficiency  or  urinary  tract  obstruction. 

Supplied:  In  vacuum-sealed  Saftiflask  “28”® — with 
2i/2%  Dextrose,  in  250  and  500  cc.;  with  5%  Dextrose, 
in  500  and  1000  cc.;  with  10%  Dextrose,  1000  cc. 


CUTTER 


CUTTER  JlciA&iGd&U&l  • Berkeley  10,  California 


